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Dear Applicant:
Thank you for your request for information regarding services. We welcome your interest and are looking forward to working with you and assisting you in this process. In order to determine eligibility for developmental disabilities services, several pieces of information will be requested from you in order to process your application. This information includes but is not limited to:

 FORMCHECKBOX 

MDS application form

 FORMCHECKBOX 

Psychological testing reports that include IQ (Intelligence Quotient) scores, completed between the ages of 5 years old – 22 years old

 FORMCHECKBOX 

Adaptive behavior assessments, if available
 FORMCHECKBOX 

Copy of birth certificate
 FORMCHECKBOX 
 
Copy of Social Security card
 FORMCHECKBOX 

AFFIDAVIDT for citizenship, signed
 FORMCHECKBOX 

Releases of Information, signed

 FORMCHECKBOX 

Acknowledgment of Receipt of Notice of Privacy Practices, signed

In most cases a review is completed within 10-business days. Sometimes additional information is needed, if so, a request will be made. You will receive a formal notice by mail when the review is completed informing you of the decision. You may appeal a denial of eligibility and will receive information on how to appeal if eligibility is denied.

If you are determined eligible for developmental disability services, you will be invited to a meeting to discuss preferences, develop an individual plan (IP), and complete any additional information or assessment that may be needed. A Case Manager will also assist with identifying any other helpful resources in the community that may be available. Private pay options for services are available. Ask for details from the Case Manager.

Please email the application and documentation as soon as possible to maryannedee@mesadev.org or if you received the packet in the mail, please use the enclosed postage paid envelop so that the eligibility review can begin.

If you have any questions, please contact Brenda Weisshaar at 256-8650 or Mary Anne Dee at 256-8653.

Enclosures
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ELIGIBILITY and SERVICES APPLICATION
1.  Identifying Information for applicant
	Last Name
	First
	Middle

	Address



	City, State                                                                                        
	Zip



	Phone
	email



	Date of birth
	Social Security Number



	Medicaid ID Number


	Marital Status


2.  Identifying information for person assisting applicant (Parent, guardian, other)
	Last Name


	First
	Middle



	Address



	City, State


	Zip                                                                                                             

	Home Phone


	Cell Phone

	Email



	Relationship to applicant 




3.  Have you applied for eligibility or received services any where else in Colorado?
YES
NO

	If yes, where?


 4.  Do you have a guardian or conservator?  
YES
NO

	Name



	Address, City, State, Zip                                                                                                                           Phone




6.  What type of services do you need?

	
	Adult Services
	
	Behavioral
	
	Case Management
	
	Case Management

	
	Children’s Services
	
	Communication
	
	Daily Living skills
	
	Day Program

	
	Finding Resources
	
	Housing
	
	Job/Vocational/Training
	
	Mental Health

	
	Money Management
	
	Respite
	
	Social Activities
	
	Therapies OT, PT, Speech

	
	Transportation
	
	After age 5 Eligibility
	
	
	
	


Signature of Applicant: ________________________________________________________    Date:__________________
Signature of Guardian/Parent/Other   ______________________________________________   Date:_________________ 
	For office use only:

	Date Received:
	Received by:
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AFFIDAVIT
for the Colorado Department of Human Services

and the Department of Health Care Policy and Financing

as Proof of Lawful Presence in the United States



I,_________________________________, swear or affirm under penalty of perjury under the laws of the State of Colorado that (check one):



____ 
I am a United States citizen, or



____
I am a legal Permanent Resident of the United States, or



____
I am lawfully present in the United States pursuant to federal law.



I understand that this sworn statement is required by law because I have applied for a public benefit. I understand that state law requires me to provide proof that I am lawfully present in the United States prior to receipt of this public benefit. I further acknowledge that making a false, fictitious, or fraudulent statement or representation in this sworn affidavit is punishable under the criminal laws of Colorado as perjury in the second degree under Colorado Revised Statute 18-8-503 and it shall constitute a separate criminal offense each time a public benefit is fraudulently received.


____________________________________________
___________________________


Signature






Date


Release of Information

Mesa Developmental Services (MDS)

	Name: (Last, First, MI)
	Medicaid Number (If applicable)


	Birth date

	     
	     
	     


I authorize the disclosure of my protected information, as follows:

	Disclosure of information: 
	Disclosure of information:

	     
	Mesa Developmental Services

950 Grand Avenue

Grand Junction, CO 81501

Attn:  FORMDROPDOWN 


	Phone:      
	Fax:      
	Phone:
970-243-3702
	Fax: 970-243-7751

	The type and amount of information to be disclosed:

	 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

	Medical records including diagnoses, prognoses, treatment plans, medical recommendations, current general health status;
Limited to medical records from               to              .

Family ________________________________________________

Visual Examination

Audiological Evaluation 

Psychiatric/Psychological testing/reports: including DSM IV-R diagnosis

OT/PT

Vocational information, including vocational evaluations, recommendations, employment barriers, plans, & progress reports.

Mental health records
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	Drug/alcohol treatment records

Academic testing/Transcripts

Educational Records (IEP/504/EDR/Triennial)

Social Security Administration

Department of Human Services

Therapy/counseling

Permission to exchange information (verbal/written)

Third Party E-Mail/Electronic Communication

Hospital

Dental care

Other Information:      

	The information identified above is necessary for: 



	Date upon which this authorization will expire (not to exceed one year):

	Authorization for Disclosure: (A photocopy or fax of this release is as effective as the original):

· I understand the information released by this authorization may include personally identifying information concerning physical and mental disabilities, alcohol/drug abuse, HIV/AIDS, medical history, criminal history, and educational/vocational records.

· I understand that this authorization for disclosure is voluntary and that I can refuse to sign this authorization.  I understand that MDS cannot condition eligibility for or the provision of services on the signing of this authorization, except as otherwise permitted by law.

· Parties who provide information are prohibited under federal regulations (34 CFR 361) from further releasing the information without my express written consent. However, I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure by the receiving party. 

· I understand this authorization remains in effect for one year from the date of my signature.  

· I understand that I may revoke this authorization by written notification to MDS Case Manager at any time except to the extent that action has already been taken based on this authorization.  I understand that revocation will not apply to information released prior to the revocation.

· I authorize use of e-mail and/or other electronic devices by MDS for the exchange of information. I understand that there are no security features in place to assure confidentiality.
By my signature, I authorize disclosure(s) of the above information.


Signature of Individual






Date




	
Signature of Parent, Guardian, or Authorized Representative 

                                                            Date

Signature of Case Manager                                                                                                                                  Date



	Notice to Whomever Disclosure is Made Concerning MDS Records

This information is being disclosed to you from records whose confidentiality is protected by Federal law.  Federal regulations (34-CFR Part 361) prohibit you from making any further disclosure of this information without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for release of information is NOT sufficient for this purpose.




CC:
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Acknowledgment of Receipt of Notice of Privacy Practices

This is to acknowledge my receipt of Mesa Developmental Services Notice of Privacy Practices (effective 04/14/03) on the date stated below.

Individual Name:________________________________________   Date:__________________

Name of Parent/Guardian/Personal Representative:___________________________________

Important Notice about the Privacy of Health Information

All health records (including health history, symptoms, examinations, diagnoses, treatment, test results and plans for future care or treatment of Mesa Developmental Services (MDS) individuals) will have additional privacy protections beginning April 14, 2003 through new modifications to the Health Information Portability and Accountability Act (HIPAA) federal legislation.

This legislation was initiated by the health care industry primarily to address the potential for violations of privacy through electronic (email, voice mail and Fax) transmissions of health information.

It is necessary to share health and disability information with other care providers as part of the total treatment and care plan. HIPAA protects our rights to release pertinent information for care, treatment or billing purposes to other members of the treatment team without authorization. There are also other allowable disclosures, such as to avert a serious threat to health or safety, as information to tell you about health-related benefits, services or treatment alternatives that may be of interest to you.

MDS will implement tightened security for your protection and to comply with the privacy rule requirements. The following safeguards will be implemented by MDS to prevent disclosure not permitted under the privacy act:

· Appoint a Privacy Officer

· Have privacy contracts with all organizations with whom we typically share information, for example, Medicaid for billing purposes; other care, human services and health service providers who treat MDS individuals; and worker’s compensation.

· Restrict disclosures to those entities with whom MDS has a privacy contract and those authorized by the individual through a Data Use Agreement or signed individual Release of Information form.

· Adhere to agency security restrictions and limitation policies on the disclosure process, electronic communication of protected health information and complaint procedures.

· Train all staff in our privacy policies and procedures.

· Limit disclosed information to the minimum amount necessary to accomplish the intended purpose of the disclosure. Exceptions are all disclosures that have been authorized by the individual.

Consumer Health Information Rights

(These rights are extended to the guardians of consumers)

Although your health records are the physical property of Mesa Developmental Services (MDS), you have the following rights to the information we maintain about you.

· The right to request special privacy protections and/or restrictions on the use or disclosure of information. Such authorizations and/or restrictions will be documented through a Data Use Agreement*.
· The right to designate who or who not among your family or friends may be involved in your medical care. You also have a right to limit how much information we disclose to someone who is involved in your care*

· The right to inspect and obtain a copy of protected health information.

· The right to request an amendment to protected health information and, if MDS denies the amendment, to file a written statement disagreeing with the denial.

· The right to request confidential communication by limiting the manner and location of the communication. For example, you may request that we only communicate with you via mail to a specific address.

· The right to file a complaint regarding the use or disclosure of your health information. You will not be penalized for filing a complaint.

*We are not required to agree to your request. If we do agree, we will comply with your request unless the information is needed to provide you emergency treatment.

A complete Notice of Privacy Practices, including specific definition of what health information disclosure instances do not require your authorization, is available to you upon request. Further, these privacy practices will be discussed with you in greater detail at your next Individual Plan (IP). MDS will make every effort to assure you receive the information necessary to make an informed decision about disclosure of personal health information.

