
HOME AND COMMUNITY BASED SERVICES (HCBS)
ELIGIBILITY / INELIGIBILITY / CHANGE FORM

OFFICE INFORMATION

APPLICANT/RECIPIENT DEMOGRAPHIC INFORMATION

ELIGIBILITY/PROGRAM ASSESSMENT INFORMATION

AGENCY INFORMATION

County Assistance Office Name District Office Name

Date

Applicant / Recipient Last Name

Assessment Agency

First Name

Address

City State Zip Code Telephone Number

Date of Birth Social Security Number

Name of Applicant’s Representative Telephone Number

This is to verify that the individual listed has been determined to meet the level of care appropriate for Home and
Community Based Services through the program indicated below.

Assessment Date: Service Begin Date:

This is to verify that the individual listed does NOT meet the level of care appropriate for Home and Community Based
Services through the program indicated below.

Assessment Date:

New Applicant Change Transfer Termination
(Complete additional information on reverse side of form for change, transfer or termination)

33 Elwyn Waiver

38 PDA Waiver

40 Attendant Care Waiver

42 Independence Waiver

59 COMMCARE Waiver

68 Person / Family Directed Support

70 Infants, Toddlers & Families

77 Consolidated Waiver

78 Michael Dallas Waiver

79 OBRA Waiver

80 0192 Waiver

96 LTC Cap. Assist. Program. (LTCCAP)

Bridge Program

Enrolling Agency Contact Person

Enrolling Agency Name and Address

Comments

Assessor’s Signature

Telephone Number

Fax Number

E-mail

Telephone Number
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INDIVIDUAL IDENTIFICATION INFORMATION

CURRENT RESIDENT IN A LONG TERM CARE FACILITY

CURRENT ADMISSION TO A LONG TERM CARE FACILITY

INFORMATION REGARDING DEATH OF AN INDIVIDUAL

CHANGE OF ADDRESS INFORMATION - SAME COUNTY

CHANGE OF COUNTY RESIDENCE

TRANSFERRING HCBS PROGRAM

PROGRAM WITHDRAWAL INFORMATION

CHANGE IN INDIVIDUAL’S FINANCIAL STATUS

OTHER INFORMATION

TERMINATION OF HCBS PROGRAM

PA 1768   1/06

Name MA Record Number

LTC Facility Name Address Applying for HCBS

HCBS Name:

Individual currently residing in a Long Term Care Facility Date of Discharge

Individual was admitted to LTC Facility or PCH / Domiciliary 
Care (DC) Facility

Admission Date

Short Term Admission (Services Expected to Resume at Discharge)

Address

Area Agency on Aging Office notified to initiate PCH / DC application (if applicable)

Nursing Facility or PCH / DC Facility Name

Date of Death

Telephone Number

DECEASED

Contact Person

Individual Moved

New Address

Services Continue

Verification of Shelter Expenses Attached for Food Stamps

Services Terminated

Date of Move

Telephone Number

Date of Termination

Individual Moved to ________________________________ County

New Address

Date of Move

Telephone Number

Date of Termination

Name of HCBS Transferring From

Name of HCBS Transferring To

Services End Date

Services Begin Date

Date of WithdrawalIndividual Voluntarily Withdrew

HCBS Terminated Reason Date of Termination

Change in Individual’s Financial Status.  Documentation Attached.

Other (Specify)

Services Continue Services Terminated
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Enter the name of the County Assistance Office (CAO) where the information is being
sent.
Enter the name of the District Office where the information is being sent (if applicable).
Enter the name of the Agency conducting the assessment.
Enter the date (month, day and year) that the information is being sent to the County
Assistance Office by the assessment agency.

Enter the individual’s Last Name.
Enter the individual’s First Name and Middle Initial.
Enter the street address, including the apartment number where the individual resides.
Enter the city.
Enter the state.
Enter the Zip Code.
Enter the individual’s telephone number, including a message number (where a 
contact can be made to reach the applicant/recipient).
Enter the individual’s Date of Birth.
Enter the individual’s Social Security Number (SSN). 
Enter the name of the individual who is completing the application on behalf of the
applicant (if applicable).
Enter the representative’s telephone number, including a message number (where a
contact can be made to reach the representative).

Check the box to indicate that the individual was determined eligible for Home and
Community Based Services (HCBS).

In the box enter the date that the assessment agency conducted the level of care and
functional assessment and found the individual eligible for HCBS.

In the box enter the date that the individual will start to receive services under a HCBS
program.

Check the box to indicate that the individual was determined ineligible for Home and
Community Based Services (HCBS).

In the box enter the date that the assessment agency conducted the level of care and
functional assessment and found the individual ineligible for HCBS.

Check the appropriate box to indicate whether the individual is a new applicant for a
HCBS or a Change, Transfer or Termination of services has occurred for an individual
who is currently receiving services.  For a Change, Transfer or Termination use the
reverse side of the form to enter additional information.

For applicants - Check the appropriate HCBS program the individual was determined
eligible or ineligible to receive services.

For recipients - Check the appropriate HCBS program to indicate which HCBS program
is affected by a change, transfer or termination of services.

Enter the name of the person from the enrolling agency who may be contacted if 
information is needed by the CAO.  This may be the person who conducted the level of
care and functional assessment.
Enter the contact person’s telephone number.
Enter the name of the agency and the agency’s mailing address, including street, suite
number, city, state and zip code.
Enter the agency FAX number.  This may be a dedicated FAX machine that the agency
uses only for HCBS documents.
Enter the contact person’s e-mail address.
Enter any comments that may be useful to the CAO.
Enter the signature of the person who conducted the level of care and functional
assessment.
Enter the telephone number of the assessor.
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HOME AND COMMUNITY BASED SERVICES (HCBS) ELIGIBILITY / INELIGIBILITY / CHANGE FORM
INSTRUCTIONS FOR COMPLETION OF THE PA 1768

OFFICE INFORMATION

APPLICANT/RECIPIENT DEMOGRAPHIC INFORMATION

ELIGIBILITY/PROGRAM ASSESSMENT INFORMATION

AGENCY INFORMATION

COUNTY ASSISTANCE OFFICE NAME

DISTRICT OFFICE NAME
ASSESSMENT AGENCY

DATE

APPLICANT/RECIPIENT LAST NAME
FIRST NAME
ADDRESS
CITY
STATE
ZIP CODE

TELEPHONE NUMBER

DATE OF BIRTH
SOCIAL SECURITY NUMBER

NAME OF APPLICANT’S REPRESENTATIVE

TELEPHONE NUMBER

THIS IS TO VERIFY THAT THE INDIVIDUAL LISTED HAS
BEEN DETERMINED TO MEET THE LEVEL OF CARE
APPROPRIATE FOR HOME AND COMMUNITY BASED 
SERVICES THROUGH THE PROGRAM INDICATED BELOW:

ASSESSMENT DATE:

SERVICE BEGIN DATE:

THIS IS TO VERIFY THAT THE INDIVIDUAL LISTED HAS
BEEN DETERMINED NOT TO MEET THE LEVEL OF CARE
APPROPRIATE FOR HOME AND COMMUNITY BASED 
SERVICES THROUGH THE PROGRAM INDICATED BELOW:

ASSESSMENT DATE:

NEW APPLICANT

CHANGE     TRANSFER      TERMINATION
(COMPLETE INFORMATION ON REVERSE SIDE)

33 Elwyn 77 Consolidated
38 PDA 78 Michael Dallas
40 Attendant Care 79 OBRA
42 Independence 80 0192
59 COMMCARE 96 LTCCAP
68 Per. Fam. Direct. Support
70 Infants, Toddlers & Fam. Bridge Program

ENROLLING AGENCY CONTACT PERSON

TELEPHONE NUMBER

ENROLLING AGENCY NAME AND ADDRESS

FAX NUMBER

E-MAIL
COMMENTS

ASSESSOR’S SIGNATURE

TELEPHONE NUMBER
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INDIVIDUAL IDENTIFICATION INFORMATION

INSTRUCTIONS FOR BACK OF FORM - PA 1768

Enter the individual’s Last Name, First Name and Middle Initial.
Enter the individual’s Medicaid (Medical Assistance) record number including county
code/ record number/ category.

Check the box to indicate that the individual is residing in a Long Term Care (LTC)
facility and is requesting HCBS upon discharge.
Enter the date (month, day and year) that the individual will be discharged from the
LTC facility)
Enter the name of the LTC facility where the individual resides.
Enter the LTC facility’s mailing address, including street, city, state and zip code.
Check the box to indicate the individual is requesting HCBS upon discharge from the
LTC facility.
Enter the name of HCBS Program the individual is expecting to receive services from
upon discharge from the LTC facility.

Check the box to indicate that the individual was admitted to a LTC facility, Personal
Care Home (PCH) or Domiciliary Care (DC) facility.
Enter the date that the individual was admitted.
Check the box to indicate that the individual admission to the LTC facility is for a short
period of time and HCBS are expected to resume upon the individual’s discharge from
the facility.
Enter the name of the LTC facility, PCH or DC facility.
Enter the LTC, PCH or DC facility’s mailing address, including street, city, state and zip
code.
Check the box to indicate that the Area Agency on Aging has been notified that the
individual who was receiving HCBS has been admitted to a PCH or DC facility and an
application may be needed.

Check the box to indicate that the individual has died.
Enter the date (month, day and year) that the individual died.
Enter the name of an individual from the agency who may be contacted.
Enter the telephone number of the contact person.

Check the box to indicate that the individual has moved.
Enter the date (month, day and year) that the individual moved.
Enter the new address, including street, apartment number, city, state and zip code.
Enter the individual’s telephone number, including a message number (where a contact
can be made to reach the recipient).
Check the box to indicate that the individual continues to receive HCBS.
Check the box to indicate that the individual’s HCBS stopped.
Enter the month, day and year that the individual’s HCBS stopped.
Check the box to indicate that the individual’s new mortgage, rent, utility, and phone
expenses have been verified and documentation is attached.

Check the box to indicate that the individual has moved to a new county.  Enter the
name of the new county of residence.
Enter the date (month, day and year) that the individual moved.
Enter the individual’s new address, including street, apartment number, city, state and
zip code.
Enter the individual’s telephone number including a message number (where a contact
can be made to reach the recipient).
Check the box to indicate that the individual continues to receive HCBS.
Check the box to indicate that the individual’s HCBS stopped.
Enter the month, day and year that the individual’s HCBS stopped.

CURRENT RESIDENT IN LONG TERM CARE FACILITY INFORMATION

CURRENT ADMISSION TO A LONG TERM CARE FACILITY INFORMATION

INFORMATION REGARDING DEATH OF THE INDIVIDUAL

CHANGE OF ADDRESS INFORMATION - SAME COUNTY

CHANGE OF COUNTY RESIDENCE INFORMATION

NAME

MA RECORD NUMBER

INDIVIDUAL IS RESIDING IN LONG TERM CARE FACILITY

DATE OF DISCHARGE

LTC FACILITY NAME
ADDRESS

APPLYING FOR HCBS

HCBS NAME:

INDIVIDUAL WAS ADMITTED TO LONG TERM CARE FACILITY
OR PERSONAL CARE HOME / DOMICILIARY CARE FACILITY

ADMISSION DATE

SHORT TERM ADMISSION (SERVICES EXPECTED TO
RESUME AT DISCHARGE)

LTC FACILITY OR PCH/DC FACILITY NAME

ADDRESS

AREA AGENCY ON AGING OFFICE NOTIFIED TO INITIATE
PCH/DC APPLICATION (IF APPLICABLE)

DECEASED
DATE OF DEATH
CONTACT PERSON
TELEPHONE NUMBER

INDIVIDUAL MOVED
DATE OF MOVE
NEW ADDRESS

TELEPHONE NUMBER

SERVICES CONTINUED
SERVICES TERMINATED

DATE OF TERMINATION

VERIFICATION OF SHELTER EXPENSES ATTACHED FOR
FOOD STAMPS

INDIVIDUAL MOVED TO _____________________ COUNTY

DATE OF MOVE

NEW ADDRESS

TELEPHONE NUMBER

SERVICES CONTINUED
SERVICES TERMINATED

DATE OF TERMINATION
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TRANSFERRING HCBS PROGRAM INFORMATION

INSTRUCTIONS FOR BACK OF FORM - PA 1768

Enter the name of the current HCBS providing services to the individual.  Services
under this HCBS program will end and be continued under another HCBS program.
Enter the last date (month, day and year) that the individual will be eligible for services.
This is the last day that services will be provided under the present HCBS program.
Enter the name of the new HCBS that the individual will be enrolled in for continued
services.
Enter the first date (month, day and year) that the individual will be eligible to receive
services under the new HCBS program.

Check the box to indicate that the individual requested that services not be authorized or that
services be stopped.  Enter the reason in the section labeled “OTHER INFORMATION.”
Enter the month, day and year that the individual requested a withdrawal.

Check the box to indicate that the individual’s HCBS stopped.
Enter the reason that the individual’s HCBS were stopped.
Enter the month, day and year that the individual’s HCBS stopped.

Check the box to indicate that the individual’s finances have changed and that 
documents are attached to verify the changes.

Check the box to indicate that additional information is being provided, including 
reason for non-participation in HCBS Program.

NAME OF HCBS TRANSFERRING FROM

PROGRAM WITHDRAWAL INFORMATION

TERMINATION OF HCBS PROGRAM INFORMATION

CHANGE IN INDIVIDUAL’S FINANCIAL STATUS

OTHER INFORMATION

SERVICES END DATE

NAME OF HCBS TRANSFERRING TO

SERVICES BEGIN DATE

INDIVIDUAL VOLUNTARILY WITHDREW

DATE OF WITHDRAWAL

HCBS SERVICES TERMINATED
REASON
DATE OF TERMINATION

CHANGE IN THE INDIVIDUAL’S FINANCIAL STATUS
DOCUMENTATION ATTACHED

OTHER (SPECIFY)

PA 1768  1/06Page 5



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


