

The above named applicant has requested an Older Alaskans/Adults with Physical Disabilities (OA/APD) Medicaid Waiver services and/or Medicaid Personal Care Assistance services.  To assist Senior and Disabilities Services staff in determining the applicant’s need for OA/APD Medicaid Waiver services and/or Medicaid Personal Care Assistance services please complete the following sections.  Questions may be directed to a Senior and Disabilities Services employee at 907-269-3666 or 800-478-9996.

The OA/APD Medicaid Waiver program provides services in the home or community-based setting as an alternative to nursing home placement.

Note: In order to qualify for the waiver program, an individual must demonstrate the medical need for services in a nursing facility (i.e. nursing home level of care).  
The Medicaid Personal Care Assistance program provides assistance with activities of daily living in an applicant’s home to individuals demonstrating a physical functional limitation in independently completing their activities of daily living (ADL). 
Note:  In order to qualify for Personal Care Assistance services, a person must need 
1) Limited assistance in at least one ADL (person highly involved in activity; physical help in guided maneuvering of limbs or other non-weight bearing assistance 3+ times or limited assistance plus weight bearing 1 or 2 times in the past seven days) AND
2) Extensive assistance with at least one other ADL (weight bearing support needed 3+ times over last seven days or full staff/caregiver performance during part (but not all) of last seven days)  

To be completed by a Physician, Physician Assistant or an Advanced Nurse Practitioner and faxed to 269-3688.
Primary Diagnosis: 













Secondary Diagnoses: 










______
Additional Information (May include prescriptions for exercises, ROM or foot care for PCA):  






























To the best of my knowledge, the above information is true, accurate, and complete. 

Physician, ANP or PA Signature: 





Date: 

ID#:_________ 
Physician, ANP or PA Name (please print): 





  Phone:  


Note:  Please do NOT use ICD-9 codes.
Medical Certification Form Revised: 8/1/2007


Page 1



