Hewlett Packard Enterprise - Nevada Medicaid and Nevada Check Up
Legally Responsible Individual (LRI)

Availability Determination
For the Personal Care Services Program

NOTE: This form is not required but may be used for determining if a LRI is unable or incapable of providing Personal
Care Services (PCS).

Purpose: A tool to assist in determining whether a Medicaid recipient’s LRI is able and capable in assisting the recipient with
Activities of Daily Living (ADLs) and/or Instrumental Activities of Daily Living (IADLS).

Attachments: If the LRI is unavailable to provide the recipient with necessary medical support due to a physician-certified
limitation, work and/or school schedule, verification of the limitation, employment and/or school enroliment must be provided. See
“Legally Responsible Individual (LRI) Information” section below for complete requirements.

Definitions:

Legally Responsible Individual (LRI) - Individuals who are legally responsible to provide medical support
including: spouses of recipients, legal guardians and parents of minor recipients, including: stepparents, foster
parents and adoptive parents.

Able Caregiver - An able caregiver is a LRI who has the option to be present in the home during the time of
necessary maintenance, health/medical care, education, supervision, support services, and/or provision of ADLs and
IADLs are needed.

Capable Caregiver - A capable caregiver is a LRI who is physically capable of carrying out necessary maintenance,
health/medical care, education, supervision, support services, and/or the provision of needed ADLs and IADLSs.

Policy: Per Nevada Medicaid Services Manual, Chapter 3500 and 2600, a LRI may not be reimbursed for providing PCS. The LRI
must provide verification from a physician, place of employment, or school that they are not capable, due to illness or injury, or
available, due to hours of employment and school attendance, to provide services. Additional documentation may be required on a
case-by-case basis. Without this verification, PCS will not be authorized.

Request for Continued Services: This form may be submitted annually when the recipient requires continued services and one of
the following two items apply: 1) a physician has certified that the LRI is temporarily incapable of safely providing necessary
medical support OR 2) the LRI’s work and/or school schedule continues to render the LRI unavailable to provide the necessary
medical support. In cases where a physician certified that the LRI has a temporary limitation/issue, a date of release should be
included.

A LRI who has a physician-certificated permanent incapability need only provide the verification at the time of the initial
PCS request.

Instructions for LRI: Complete the date of request, the “Recipient Information” and the “Legally Responsible Individual (LRI)
Information” sections. Ask your physician to complete the “Physician Certification” section. Both pages must be completed and
returned to Hewlett Packard Enterprise.

Fax this form to: (855) 709-6846 For questions regarding this form, call: (800) 525-2395
This form may be mailed to: Hewlett Packard Enterprise, Attn: HCM, P.O. Box 30042 Reno, NV 89520-3042
DATE OF REQUEST: / /

RECIPIENT INFORMATION

Recipient Name: Date of Birth:
Recipient ID: Phone:
LEGALLY RESPONSIBLE INDIVIDUAL (LRI) INFORMATION

LRI Name: Phone:

LRI Mailing Address:

Relationship to Recipient: [ Spouse [ Legal Guardian [ Parent [ Step Parent [ Foster Parent
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Check all that apply, then follow the instructions after each applicable item:

[ 1 feel that | am incapable of safely providing the recipient with medical support due to a health condition.
Instructions: The “Physician Certification” section below must be completed by your primary care physician before
you return this form to Hewlett Packard Enterprise.

O 1 am unavailable to provide the recipient with necessary medical support due to my work schedule.
Instructions: Provide verification of your employment schedule. The verification MUST:
e  Be written on company letterhead or other stationery which contains the employer name;
e  List your specific days of work and hours of work on each day;
e Be signed by a human resources representative or your manager;
e Include the professional title of the person signing the verification; AND
e Contain contact information for the person signing the verification.
OO 1 am unavailable to provide the recipient with necessary medical support due to my school schedule.
Instructions: Provide verification of your school schedule. The verification MUST:
e List the day, time and duration of each class;
e Be signed by an authorized school representative;
e Include the professional title of the person signing the verification; AND
e Contain contact information for the person signing the verification.

Legally Responsible Individual (LRI) Name: Phone:

Recipient Name: Recipient ID:

PHYSICIAN CERTIFICATION

Please check/complete all that apply:

O At this time, there are no limitations and/or issues that prevent the LRI named above from safely providing necessary
medical support to the recipient named above.

O 1 hereby certify that the LRI named above is unable to safely manage care for the recipient named above due to
(check all that apply):
O The LRI’s cognitive limitations (unable to learn care tasks, memory deficits)
O The LRI’s physical limitations (unable to render care such as inability to lift recipient)
O The LRI’s significant health or emotional issues that directly prevent or interfere with provision of care

Describe in detail your patient’s specific limitations and/or issues:

The limitations and/or issues described above are: [ Temporary* [ Permanent

*If temporary, enter the date of release from limitation and/or issue:

Patient Name (Medicaid recipient’s Legally Responsible Individual):

Physician Name (please print): Contact Phone:

Physician Signature: Date:

This waiver is not a guarantee of services. Service provision is contingent upon eligibility, available benefits, contractual terms, limitations,
exclusions, coordination of benefits and other terms and conditions set forth by the benefit program. The information on this form and on
accompanying attachments is privileged and confidential and is only for the use of the individual or entities named on this form. If the reader
of this form is not the intended recipient or the employee or agent responsible to deliver it to the intended recipient, the reader is hereby
notified that any dissemination, distribution or copying of this communication is strictly prohibited. If this communication is received in error,
the reader shall notify sender immediately and destroy all information received.
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