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(New 10/08)

(Revised 9/09 & 4/11 
Temporary)


Thank you for your interest in "Money Follows the Person" (MFP). When filling out the application please do not leave anything blank. Write "unsure" on sections where you are not certain. Once we have received the application and reviewed it, a letter will be sent to you letting you know a transition coordinator will be contacting you to begin your assessment. He/ She can help answer any questions you may have about "Money Follows the Person." If you need help filling out the application, please call 1-888-99CTMFP (1-888-992-8637). For the hearing impaired or TTY users, please use 711 as a relay service. (If application is completed by someone other than applicant complete "referred by" section.)

Referred by:





Telephone: (    __)

-



Title/Relationship:





Does the person know you are making the referral?  Yes

No


________________________________________________________________________________________________________________________
Referrals from Facility Social Workers, Discharge Planners, etc – Please provide the following: 
Is this referral the result of an MDS Screening? ___ Yes: Screening Date: ___/___/___     ___No 
What is the person’s latest PASSR/LOC Approval? _____________ Last Approved Day ___/___/___
Date the person first admitted to your facility ___/___ /___ Admitted from: ______________________
First Name:





 Last Name:






Date of Birth:
              /            /
____                            
                      Month    date
     year
Sex:  Male
  Female   (circle one)

Social Security Number:

-
-_______
Are you currently receiving or pending for Medicaid through the State of Connecticut?
YES
NO
UNKNOWN
(circle one)
      Client ID Number (if known): ________________

Are you currently living in a nursing home or other facility?

YES

NO

(circle one)
What is the name of the facility?
______________​​​​​​​________________________

What is the address of the place you are living?






_______


Street




_________________
City, State


Zip Code

Do you want to move back to the community?
YES
   NO
(circle one)

Please tell us the best telephone number you can be reached at: (        )           -__________               


Name: ___________________________________________

Please provide information on anyone who may be an authorized representative
First Name:





Last Name: __________________________
What is this person’s relationship to you? (check one)

(Conservator of Person/Guardian
(Conservator of estate
( Other: ​​​_______________






How can we reach them? (Telephone number)
(
)
  -

​​​​​​


Address: _____________________________________________________________________
What address will you live at when you leave the nursing home? 
________________________________________________________________________

Do you use a wheelchair or walker?  ___ Yes ___ No
What brought you to the nursing home? _____________________________________________

How long have you been there? _______________
Do you have family or friends who will help when you move to the community? 

___ Yes (Name) _______________________________   ___ No

Phone: _(_____)_________________________________
Mail Applications to:




Fax Applications to:

Department of Social Services



(860) 951-9544

Money Follows the Person, 11th Floor


Attention: MFP Referrals

Attention: MFP Referrals
25 Sigourney Street, Hartford, CT  06106

*The Social Security numbers of all people receiving or requesting assistance will be used to verify identity and eligibility. Social Security numbers also will be cross-matched against federal, state and local government files by computer. The department is allowed to request Social Security numbers based on 42 USC §§1320b-7(a) (1), (b) (2).


MFP Use Only: 	Screened: ___/___/___         By: ___________       H: __Y __N   Citizen: _______





Adm. ____/____/____	M:___ E:___   LOC _______ Approved through ____/____/____





AU 1 __________ A P from ____/____/____      AU 2 __________ A P from ____/____/____  





Uinc ______________ Asst _________________    High    INC   AST     Neither 





MED A  B  D   Q: Yes  No			Assign to: ____________________________________





Notes: 
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