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In order to expedite the reviews of applicants for the HSW program, this one-
page (2-sided) form has been designed.  It addresses the areas of major life 
activities required by the Mental Health Code.  The intent is to gather all the 
relevant information to make a determination of a developmental disability and 
need for ICF/IID level of services if not for the availability of HSW services.  This 
is the preferred form.  If the PIHP has supporting documentation that addresses 
each area of the form, that documentation may be submitted in place of the form.  
Please highlight the areas of major life activity and any behavioral or health 
issues so the DCH reviewers can locate the information easily.   
 
The definition of developmental disability in the Mental Health Code includes a 
determination that the condition (i) is attributable to a mental or physical 
impairment or a combination of mental and physical impairments, (ii) is 
manifested before age 22, (iii) is likely to continue indefinitely, and (iv) results in 
substantial functional limitations in three or more of the following areas of major 
life activity: 
Self-care (items a-g on the form) 
Receptive and expressive language (item h on form) 
Learning (item I on form) 
Mobility (item j on form) 
Self-direction (item k on form) 
Capacity for independent living (item l on form) 
Economic self-sufficiency (item m on form) 
 
Completing the form: 
 
Identifying information must be completed.  If the person’s Medicaid is pending, 
indicate that the number has not been received but is in process.  If the person is 
residing in a nursing home, hospital, or ICF/IID, please indicate in the supporting 
documentation the plan to return the person to the community.  HSW services 
cannot be initiated until the person is residing in the community. 
 
Scoring: 
 
In the boxes to the right of each item, use the key to enter the number that best 
reflects the person’s abilities.  If the skill has not been required to be 
demonstrated within the past seven days, report on the person’s performance the 
last time it was completed.  
 



For items that have several sub-tasks, as in capacity for independent living, enter 
the number that most accurately reflects their performance on at least 50% of the 
sub-tasks. For example, the person needs supervision for nutritional status, 
arranging transportation, and medication management.  The person needs 
limited assistance for managing own health status, and domestic responsibility.  
The person needs extensive assistance to manage financial affairs.  He has 
three sub-tasks with a score of “1” and two sub-tasks with a score of “2” and one 
sub-task with a score of “3”.  In this case, score a “3” in the box and write the 
scores for each sub-task somewhere in the box, either on top of each sub-task or 
in the comment section.  Always give the person the benefit of the highest 
applicable score when in doubt. 
 
For item k, self-direction, score as follows: 
 
“4”  Has a plenary guardian 
“3” Has a partial guardian or activated durable power of attorney.  Specify in 

the comment space what decision the person makes without guardian or 
DPOA authorization. 

“0” Person has no guardian or has a durable power of attorney not activated.  
The person may rely on others for guidance in making decisions, but 
ultimately has full responsibility for his decisions. 

 
 
If the comment space below each item is not sufficient, please attach an 
additional sheet. 
 
 
KEY: 
   0. INDEPENDENT - No help or oversight – OR – Help/oversight provided 

only 1 or 2 times during last 7 days 
   1. SUPERVISION - Oversight, encouragement  or cuing  provided 3+ 

times during last 7 days – OR – Supervision plus physical assistance 
provided only 1 or 2 times during last 7 days. 

   2. LIMITED ASSISTANCE - Resident highly involved in activity; received 
physical help in guided maneuvering of limbs or other non-weight 
bearing assistance 3+ time – OR – More help provided only 1 or 2 
times during last 7 days. 

   3. EXTENSIVE ASSISTANCE - While resident performed part of activity, 
over last 7 day period, help of following type(s) provided 3 or more 
times: 

    --  Weight-bearing support 
    --  Full staff performance during part (but not all) of last 7 days 

4. TOTAL DEPENDENCE - Full staff performance of activity during entire 
7 days. 

 
 



For the areas of the form requesting a description of behavioral issues (item #1) 
or health issues (item #2), only complete this if the issue is relevant. 
 
The information that must also be included with the form (or other supporting 
documentation in its place) is: 

• The DCH-1183 Authorization to disclose protected health information 
• The signed HSW certification form 
• Copy of the individual plan of services developed through the person-

centered planning process.  This must include the specific services that 
the person needs to be provided by the HSW.  Remember, the person 
enrolled in the HSW must receive at least one waiver service each month. 

• Any other pertinent information that the PIHP thinks would be helpful for 
the DCH to consider. 

 
 
DCH Reviews: 
 
Reviews will be completed at DCH.  Inquiries about the status of a person’s 
request should be directed to Belinda Hawks at 517-335-1134.  Reviews will be 
completed as quickly as possible.  While the review is in process, the PIHP 
should assure that the person receives the Medicaid services necessary to 
support him.  DCH will send a letter to the PIHP HSW Coordinator indicating its 
support of the waiver enrollment or outlining issues that need to be addressed 
before enrollment can proceed. 



NAME OF PERSON APPLYING FOR HSW: __________________________________________________ 
 
MEDICAID ID # ______________________ DATE OF BIRTH: ________________________________ 
 
PERSON’S ADDRESS: ____________________________________________________________________ 
 
DEVELOPMENTAL DISABILITY: ________________________ DATE OF ONSET OF DD:______________ 
 
COMPLETED BY: _________________________________________________ DATE: _________________ 
 
PERFORMANCE ON AREAS OF MAJOR LIFE ACTIVITY- 
 

0. INDEPENDENT - No help or oversight - or- Help/oversight provided only 1 or 2 times 
during the last 7 days. 

1. SUPERVISION - Oversight, encouragement or cuing provided 3+ times during last 7 days - OR - 
Supervision plus physical assistance provided only 1 or 2 times during last 7 days. 

2. LIMITED ASSISTANCE - Resident highly involved in activity; received physical help in guided 
maneuvering of limbs or other non-weight bearing assistance 3+ times - or- More help provided 
only 1 or 2 times during last 7 days. 

3. EXTENSIVE ASSISTANCE - While resident performed part of activity, over last 7 day period, 
help of following type(s) provided 3 or more times: 

• Weight Bearing Support 
• Full staff performance during part (but not all) of last 7 days. 

4. TOTAL DEPENDENCE - Full staff performance of activity during entire 7 days. 
 
** Specify any devices or equipment needed for any area of major life activity in the space below each 
description and indicate performance (0-4 as described above) in the box to the right of each activity.. 
 

 
a. 

 
BED 
MOBILITY 

 
How person moves to and from lying position, turns side-to-side, and 
positions body while in bed 
 

 
 

 
b. 

 
TRANSFER 

 
How person moves between surfaces B to/from:  bed, chair, wheelchair, 
standing position (EXCLUDE to/from bath/toilet) 
 

 
 

 
c. 

 
DRESSING 

 
How person puts on, fastens, and takes off all items of street clothing,  
including donning/removing prosthesis 
 

 
 

 
d. 

 
EATING 

 
How person eats and drinks (regardless of skill).  Includes intake of 
nourishment by other means (e.g., tube feeding, total parenteral nutrition) 
 

 
 

 
e. 

 
TOILET USE 

 
How person uses the toilet room (or commode, bedpan, urinal), transfers 
on/off toilet, cleanses, changes pad, manages ostomy or catheter, adjusts 
clothes 
 

 
 

 
f. 

 
PERSONAL 
HYGIENE 

 
How person maintains personal hygiene, including combing hair, brushing 
teeth, shaving, applying makeup, washing/drying face, hands and 
perineum (EXCLUDE baths and showers) 
 

 
 

 
g. 

 
BATHING 

 
How person takes full-body bath/shower, sponge bath, and transfers in/out 
of tub/shower.  
 

 
 



 
 
h. 

 
RECEPTIVE & 
EXPRESSIVE 
LANGUAGE 

 
How person communicates with others to express his desires and needs, 
including understanding verbal, pictorial, or written communication. 
Specify any devices used to communicate: 
 

 
 

 
i. 

 
LEARNING 

 
How person learns new information, generalizes what he has learned to 
new situations.  If there is a diagnosis of Intellectual disability, please 
specify below: 
 

 
 

 
j. 

 
MOBILITY 

 
How person moves between locations on even surfaces.  If in wheelchair, 
self-sufficient once in chair.  Specify any mobility devices used: 
 

 
 

 
k. 

 
SELF-
DIRECTION 

 
How person directs his own life.  If there is a guardian, please specify the 
areas in which person continues to make decisions. 
 

 
 

 
l. 

 
CAPACITY 
FOR 
INDEPENDENT 
LIVING 

 
How person manages a household and schedule, including financial affairs 
(e.g., bill paying, money management), domestic responsibility (e.g., 
housekeeping, chores, maintenance), nutritional status (e.g., menu 
planning, shopping, cooking), arranging transportation if applicable, 
medication management and managing own health status. 
 

 
 

 
m. 

 
ECONOMIC 
SELF-
SUFFICIENCY 

 
How person is employed and whether his income is sufficient to support 
himself.  If working toward economic self-sufficiency, when does person 
expect to achieve this? 
 

 
 

 
1. Describe any behavioral issues and the approaches agreed to during person-centered planning or attach 

supporting documentation with this area highlighted. 
 
 
 
 
 
 
 
2. Describe any health issues and the approaches agreed to during person-centered planning or attach 

supporting documentation with this area highlighted. 
 
 
 
 
 
 
 
3. Please enclose the following documentation: 

Signed DCH-1183 Authorization to Disclose Protected Health Information Form 
Signed HSW Certification Form 
Copy of the Individual Plan of Services. 
Any other pertinent information related to services, treatment, or supports needed by the person. 

 
 

4. Name & phone number of a contact person: 
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