Appendix D: ABD and/
or Long-Term Services
and Supports
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Appendix D - Required Supplement

for Aged, Blind, or Disabled*

Application for Health Coverage and Help Paying Costs
APPENDIX D

Complete Appendix D if you are applying for Health Care Coverage for:
« Someone who has disabilities

Someone age 65 years or over

Al people, including children, in need of Long-term Care Services {nursing facility or community based care)
someone who is enrolled in or eligible for Medicare

Someone interested in applying for Medicaid Works

What is Appendix D Used For?

Appendix D gathers additional information needed to determine your eligibility for Health Care Coverage.
Appendix D is not a stand-alone application. You must also complete the Application for Health Coverage
and Help Paying Costs and submit Appendix D with the application. If completing Appendix D for
someone else, please answer the questions for that person.
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Appendix D - Section 1:
Household Information

SECTION Household Information

1. AreYou? [IMarried [ single [ Divorced [ Widowed [ Separated

2. Has anyone in your household ever applied for or received any Health Care Coverage from a social
service agency in another state or Virginia city or county? [1Yes [INo

— If yes, please indicate which state or Virginia city or county below:

State or Virginia city or county:

3. Is anyone in your household temporarily away from home?  [IYes [No
|Name Date Left mm/dd/yyyy

Reason for Leaving

Where is the person currently staying? Expected Return Date mm/dd/yyyy
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Appendix D - Section 1:
Questions 4 - 11

=== Answer questions 4-11a if any applicants are under age 65 years.

4. Are you or is anyone for whom you are applying disabled? [ Yes [INo
— If yes, please provide the name of the persons:

Name of Person Name of Person ‘

4a. Medicaid Works is Virginia's Medicaid program for people with disabilities who are employed or
who want to work. Are you interested in applying for Medicaid Works? (IYes

5. Have you or anyone for whom you are applyi applied for

i i security
Income (ss1) or asa di OYes CINo

— ifyes, please provide the name of the persons and date of application:
NName of Person and Date of Application Name of Person and Date of Application

6. Have you or anyone in your household for whom you are applying been approved for disability for Social
Security, 551, Railroad Retirement or Medicaid purposes? '] Yes INo

— If yes, please provide the name of the individual:
Name Name

P = 5 =
appeal of the denial? (] Yes _INo
If yes, please tell us the outcome of the appeal: ‘

1 or il i e e ‘

8. Has it been less than 12 months si
Retirement benefits was denied? (] Yes (] No

application for Soci ity, 51 or Railroad

Appendix D - Section 1:
Household Information

9. Has the condition changed or wersened since the most recent application for disability was denied?
O Yes CINo

10. Do you or anyone for whom you are applying have a new medical condition since the most recent
application for disability was denied? [ Yes [ No

11. Have you or anyone for whom you are applying ever received 55, disal
Security Administration or Auxiliary Grant payments?

[ Yes [INo
Has the payment stopped? [] Yes [INo

y benefits from the Social

11a. I yes, explain why the payments stopped:

Question 11 screens for eligibility under the “protected cases” categories
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Appendix D - Section 2
Long-Term Services and Supports

Answer questions 12-14 if you are applying for anyone who is in a nursing facility or assisted living facility, or

who requires nursing home care or assistance to remain in the home

12. Do you or anyone for whom you are applying need nursing facility care or help with activities such
as bathing, dressing, toileting, etc., so that you can remain in your own home? 1 Yes (1 No

12a. Does that person have a spouse who lives somewhere else? (] Yes [ No
If yes, provide the name and address of the spouse. Note: Under Virginia law persons are considered
married and legally responsible for each other until they divorce.

Name [

Address

13. Do you or anyone for whom you are applying live in one of the following?
[ Assisted Living Facility (ALF) [*|Nursing Facility || Group Home Hospital or other Medical Facility
— I you checked one of the above, please provide the following information:

Name Date of Entry (County of the prior address

Person's address prior to entering the facility
Facility Name Facility Address

Was Placement made by a State agency?

An Initiative of the Virginia Health Care Foundation

SignUpNow

signupnow@yvhcf.org



Appendix D - Section 2:
Long-Term Services and Supports

14. Does the individual in the nursing facility or requiring assistance in the home have long-term care

insurance? [ Yes [INo  — If yes, please provide the following information:
Name of insurance Company Address City, State, 2IP
Policy Number Person(s) Insured 15 this a Partnership Policy?
| ves

15. Have you or your spause sold, transferred, placed in a trust/annuity, or given away any resources, such
as your home or other real praperty, cash, bank accounts, or cars in the last sixty (60) months (5 years)?

Clves [JNo  — ifyes, please provide the following information:
Type of Property Transferred Value at Transfer Amount Received  Date of Transfer
From Whom To Whom

Explain the Reason for Transfer

Note: if more than one transfer has occured, please attach documentation of each transfer.
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Appendix D - Section 3:
Assets and Resources

Resources Assets
16. 50 you or your i the bank? (| ves. [INo
— f yes, please provide the following information:
Name Amount
s

17. Do you or your spouse have any of the following resources?
Check the boxes that apply and provide the information requested below:
1 Chacking, Savings  Deferrad Compensation Pian envistmas cub
7l credit union Centificate of Depasit (CO) D Maney Market Funds
] Direct Express Card
\/my spouse do not have any of these resources

1. Quner Name Co-Owner Name
Name of 8ank Account Type  Accaunt Number Balance Nalue
$
1s your ince i tirement t any
of the accounts? [ Yes [INo  — If yes, which account?
T hecking, Savings CIDeferred Compensation Plan 3 Christmas Clubs
Credit Union Jcentficate of Depasi (€D} 1 Money Market Funds

] Direct Express Card
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Appendix D - Section 3:
Assets and Resources

19. Do you or your spouse have any life insurance? [ Yes [INo
— If yes, please provide the following information:
1. Owner Name Person Insured Type of Insurance (whole life or
term)

Company Name Policy Number Face Value Cash Value
$ $

20. Do you or your spouse have burial plots, burial arrangements, or trust funds for burial?
T ves CINo
— if yes, please provide the following information:
Qwmer(s) Item/Type Value/Amount Owned
$
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Appendix D - Section 3:
Assets and Resources

21. Do you or your spouse have real property, including home property, life rightsiestates, shares in
undivided heir property, land, buildings, or mobile homes? [ Yes [INo
— If yes, please provide the following information;

Tivwe of Propemyumber o Value/Amount Owned

[wneris)

[ you e on this progeryT = rranty Tor sae7
O Yes [INo O Yes CINo

5 hi property rentsd]

i s praperty
O Yes [iNo [l Yes [INe

22. Do you or your spouse have any licensed or unlicensed cars, trucks, vans, boats, motors homes,
vehicles, utility or mopeds? [ Yes [INo

— If yes, please provide the following information:

Gomerts) [Vear Make Moge! VaserAmount Owned

Goreris] [Vear Make-MoseT Ve AUt Onned
s

Fear Wake Moaa VaerAmouTE Owied
5

Gorrr(s)
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Appendix D - Section 4:
Other Income

25. Do you receive child support? [] Yes [No

Is the payment for past-due child support payments?

ClYes CINo

Note: The question above is in Section 3 on the 1/06/25 and 7/22/25 versions,
it should be in the Section 4: Other income section.

Amount How Often?

26. Do you receive Veteran's Administration benefits? (] Yes [INo

Amount How Often? Type

27. Does anyone help you pay, or lend you money to pay rent, utilities, medical bills, or any other bills?
CiYes CINo  — If yes, please provide the following information:
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Double-Check
Application Information!

A person’s name, date of birth, and other information
provided on the application must be accurate and must
match any documentation that person provides to verify
identity, citizenship, or immigration status.

— Example: The birthdate for an applicant born on
January 7, 1956, should be written 01/07/56,
rather than 07/01/56.

If a person has a hyphenated last name, it is important
to make certain both last names are included on an
application and written the same as on the person’s
documents verifying identity or immigration status.
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How Long Does it Take
to Process an Application?

Maximum 45-calendar-day processing time for most
applicants

If a state Disability Determination Services (DDS)
disability determination is needed, the processing time
is extended to 90 calendar days.

— Local DSS will send applicant a Notice of Action letting
him/her know that additional processing time is needed.

— Expedited processing (as little as 7 days) is available for a
hospitalized individual who needs both Medicaid and a
DDS disability determination.
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How Are Updates Shared?

Application updates are typically sent via the mail. Be
sure to tell your client to OPEN MAIL from Cover
Virginia, their local DSS office, or DMAS.

Applicants can also call Cover Virginia to check on the
status of their application.

The two types of correspondence an applicant is most
likely to receive during this process.

— They are first, a request for verification, often called a
“verification checklist”

— Second is the “Notice of Action”
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If More
Information
is Needed

If the local DSS needs
more information to
process the
application, they will
send a request for
verification, often
called a Verification
Checklist.
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Notice of
Action

Once the application
has been processed,
a Notice of Action
will be sent, which will -
indicate whether the [ rmep— e —

application has been e e
approved or denied. e .

News foryour household

It is long, be sure to
read the whole thing!

Section 2

What if the Case is{peniep

|

2?

The applicant will get a Notice of Action from the state showing:

— Reason for the denial, with a code section citation from the
Medicaid manual.

If someone meets the resource limit for a program, but is over the
income limit, the person will also receive a notice of his/her
Spenddown Amount and Budget Period.

If the applicant doesn’t agree/understand and if fewer than 10
business days have passed since the Notice of Action, s/he should
contact the LDSS and ask to speak to the worker who denied the case.
If an error is discovered, case decision can be revised on the spot.

Applicant has the right to Appeal (form submitted to DMAS — online,
telephonic, and paper options) within 35 days of the Notice of Action.

Individuals/families can request to keep coverage while appeal is
pending and can have hearings by phone.
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