Name:


VIRGINIA DEPARTMENT FOR AGING and REHABILITATIVE SERVICES

Community Rehabilitation Case

Management Services Program:
Long Term Case Management, Nursing Home Outreach,

and Medicaid Waiver Support Coordination 

"Matching Consumer Needs with Community Services"
APPLICATION FORM (8/12)
PROGRAM DESCRIPTION
The DARS Community Rehabilitation Case Management Services (CRCMS) Program assists people with severe physical and sensory disabilities to build a quality of life of their choosing through self-direction, support, and community resources.  The CRCMS Program seeks to eliminate, reduce, or prevent economic and personal dependency.  CRCMS Rehabilitation Specialists match an individual's rehabilitative needs with appropriate services and supports in the community.

CRCMS Rehabilitation Specialists provide specialized long-term rehabilitation case management services to eligible individuals who meet the criteria listed below.  CRCMS also services residents of skilled nursing facilities through a Nursing Home Outreach Services Program (see separate information on this program) through an agreement with the Department of Behavioral Health and Developmental Services (DBHDS) and provides Support Coordination Services  (see separate information on this program) through the Virginia Individual and Family Developmental Disabilities Medicaid Waiver program administered by the Virginia Department of Medical Assistance Services (DMAS).

Individuals with physical and sensory disabilities are often challenged by a complicated service delivery system as they seek assistance in meeting their needs.  CRCMS Rehabilitation Specialists work collaboratively to plan services and build community supports to enhance an individual's quality of life, independence, and employment.

The Community Rehabilitation Case Management Services Program (formerly called the Long Term Rehabilitation Case Management Program) provides services to people with central nervous system and other severe functional disabilities.  Case management services are designed for, but not limited to persons with traumatic brain injury, spinal cord injury, cerebral palsy, muscular dystrophy, multiple sclerosis, arthritis, lupus and, most recently, Prader-Willi syndrome.  CRCMS Rehabilitation Specialists assist persons with disabilities and their families to obtain needed services, as well as increase their skills in accessing services, such as:
· Assistive Technology 

· Education 

· Financial and Legal Support 

· Housing 

· Independent Living Services 

· Individual/Family Counseling 

· Job Training/Placement 

· Medical Treatment/Services 

· Social/Recreation/Leisure Opportunities 

· Respite/Day Services 

· Support Groups 

· Transportation 

· Other services as needed 

Interagency planning meetings and “support team” meetings are facilitated by a Rehabilitation Specialist to assist an individual and his/her family in identifying and developing a service plan to meet their needs.  Unfortunately, the CRCMS Program does not have funds to purchase goods or services; however, the Rehabilitation Specialist will work to identify existing sources of support.  

Individuals are eligible to apply for services through the DARS Community Rehabilitation Program (CRCMS) if they have a physical or sensory disability; require a special combination of life long or extended duration services; and their disability results in substantial limitations in three or more of the following life areas:

· Communication 

· Economic Sufficiency 

· Independent Living 

· Learning 

· Mobility 

· Self-Care 

· Self-Direction 

Application may be made directly to CRCMS for services, or an individual may be referred by a family member, agency, or organization.  The application process includes sending a completed Authorization for Release of Information form.
Each Rehabilitation Specialist works with a limited number of persons to ensure thorough services; therefore, applicants who are eligible for services may be placed on a waiting list.
A person shall be eligible to receive long-term rehabilitative case management services pursuant to 

Code of Virginia - 51.5-123~if the Department determines such person is disabled indefinitely and requires a combination and sequence of special interdisciplinary or generic care, treatment, or other services which are lifelong or for an extended duration and are individually planned and coordinated, or such person’s disability results in substantive functional limitations in three or more of the following areas of major life activity; (i) self-care, (ii)receptive and expressive language, (iii) learning, (iv) mobility, (v) self-direction, (vi) capacity for independent living, and (vii) economic sufficiency.  Rehabilitative Case Management shall not be provided to any person who is eligible for Medicaid targeted case management or other publically funded case management or Medicaid transition coordination.

For more information about the Community Rehabilitation Case Management Services (CRCMS) Program, contact
Carolyn C. Turner, Program Manager
Community Rehabilitation Case Management Services 

Virginia Department of Aging and Rehabilitative Services

8004 Franklin Farms Drive

Richmond, Virginia  23288-0300

Telephone: 804/662-7107; Toll Free 800/552-5019; TDD 804/662-9040.

VIRGINIA DEPARTMENT FOR AGING and REHABILITATIVE SERVICES

Community Rehabilitation Case

Management Services (CRCMS) Program
APPLICATION FORM

Case Management Services
Note: Please provide complete information to avoid delay in screening for services.

	Name:
	First:
	Middle:
	Last:



	Address:
	Street:
	City:
	Zip:



	Alt. Address:
	Street:
	City:
	Zip:



	Phone:
	Home:
	Cell:
	Alternate:

	Alt. Contact:
	Fax:
	Email:
	Best Time to Contact:



	
	SS#:
	Date of birth:
	Gender:  FORMCHECKBOX 
  M  FORMCHECKBOX 
  F


	Marital Status:       Single (         Married(        Divorced(      Widowed(     Other(  


	Employment Status: Company Name
	Full Time: 
	Part Time: 
	Volunteer:
	None:

	Daytime activity situation:
	Day Program:
	Nursing Home:
	Clubhouse:
	Other:


****§ 51.5-123. Long-Term Rehabilitative Case Management System. 
The Department shall develop and pilot a model for the initiation of a Long-Term Rehabilitative Case Management System. Such system shall provide for the coordination of medical, psychosocial, vocational, rehabilitative, long-term care, and family and community support services for persons with functional and central nervous system disabilities. 

The Department shall facilitate the provision of such services by the Department and any other state, local, public, or private nonprofit agency, organization, or facility to such persons. 

(1989, c. 176, § 51.5-9.2; 2012, cc. 803, 835.) 

Please check the box next to primary disability. 

( Traumatic Brain Injury 
( Spinal Cord Injury 

(Prader-Willi Syndrome
( Arthritis


( Cerebral Palsy

( Muscular Dystrophy 
( Multiple Sclerosis

( Lupus
( Other: Please list 





**Date of onset of primary disability: 


Please list any additional medical diagnosis: 










	Primary Care Physician:
	Name:
	Phone #:


	Fax:



	Address:
	Street:
	City:
	Zip:




Seizures: 
( Y          (N

Allergies:




Current Medications:








Education/Training

	Name of School / Program
	How Many Years Completed:
	Subject Studied:

	High School/GED:


	
	

	College:


	
	

	Vocational Training:


	
	

	Certificates:


	
	

	Military Service/ Branch:

	
	

	Other:
	
	


	Person Completing Application:
	Name:
	Relationship to Applicant: 
	Email:

	Phone:
	Fax:


	
	


Where is the applicant currently living? 

 FORMCHECKBOX 
  Own Home
 FORMCHECKBOX 
  Living with Parents/Siblings/Grandparents                   

 FORMCHECKBOX 
  Nursing Home
 FORMCHECKBOX 
  Group Home

 FORMCHECKBOX 
  State Psychiatric Facility
 FORMCHECKBOX 
  Homeless

 FORMCHECKBOX 
  Living with Friends
 FORMCHECKBOX 
  Rehabilitation Facility

 FORMCHECKBOX 
    Other:



Please check any equipment used by the applicant:
	Wheelchair:
	
	Cane/Walker:
	
	Communication Device:
	

	Hearing Aid:
	
	Computer for Communication:
	
	Specialized equipment for bathing/showering:
	

	Other:
	
	
	
	
	





Has applicant had any of the following?
· History of substance and or alcohol abuse 

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

· History of mental illness



Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

· History of aggressive behavior/outburst

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Does applicant receive:
 FORMCHECKBOX 
Department of Social Services Companion Services



     
# hrs



 FORMCHECKBOX 
Medicaid Personal Care Services/Home Health/EDCD Waiver 

     
# hrs


 FORMCHECKBOX 
Waiver Services (DD/IFDDS, ID, Tech., Aids, Other)

 FORMCHECKBOX 
State Personal Assistance Services  





       # hrs

	Primary Emergency Contact:
	Name:
	Relationship to Applicant: 
	Fax:

Email:

	Address:
	Street:
	City:
	Zip:



	Phone:
	Home:
	Cell:
	Alternate:


	Legal Guardian:
	Name:
	Phone #:

Cell:

Alternate:
	Fax:

Email:

	Address:
	Street:
	City:
	Zip:




	Power of Attorney:
	Name:
	Phone #:

Cell:

Alternate:
	Fax:

Email:

	Address:
	Street:
	City:
	Zip:




	Representative payee
	Name:
	Relationship to Applicant: 
	Fax:

Email:

	Address:
	Street:
	City:
	Zip:



	Phone:
	Home:
	Cell:
	Alternate:


Please check all support services/benefits applicant is currently receiving:
Services 

Contact Person 


Phone #/ID #
Center for Independent Living

(










DARS




(










CSB




(










DBVI




(










Clubhouse:



(











Social Worker



(










Other




(











Workers Comp.



(










Medicaid



(











Medicare



(











Insurance



(









 Income/Resources



Amount





SSI




(






SSDI




(





Food Stamps (SNAP)


(





Other




(






Please list the names and numbers (no need to duplicate # if already provided) of anyone that you would like to have involved in planning services: (example: persons you would like involved in team meetings or to participate in short and long term goal planning)













































   

SERVICE NEEDS (Please list service needs in the following areas.  Place an NA if not applicable.  Examples listed in parentheses but please do not limit your responses to those services listed.)
	Assistive Technology/Equipment
(Communication device, wheelchair, specialized equipment)
	

	Blind/Vision Impaired Services 

	



	Day Program/Clubhouse

	

	Deaf & Hard Of Hearing Services

	

	Entitlement Programs
(Medicaid, Food Stamps)
	

	Financial Planning
(Budgeting)
	

	Health Insurance
(Private Insurance)
	

	Home Modifications
(ramps, accessible stairs, kitchens, bathrooms)
	

	Individual/Family Support / Respite Care
(temporary or fill in home care)
	

	Independent Living Skills Training
(organization, scheduling, Medication Management etc)
	

	PT/OT/Speech
	

	Mental Health/Behavioral Support For Individual (counseling)
	

	Personal Assistance Services 
(home health care aides)
	



	Residential/Supportive Housing
	



	Social /Recreation / Leisure
	



	Substance Abuse Treatment
	



	Transportation
	



	Other
	




I, 




 am signing this form for: 



.  My Relationship to the applicant is: (Self     (Parent     (Power of Attorney     (Legal Guardian     (Other Legally Authorized Representative 

By signing this form I give approval for the application of case management services.  

Signature:








Date:






The Following Information is Voluntary and for Informational Purposes Only! 

Please select as many as apply
Race / Ethnicity / Heritage:

American Indian 

or Alaskan Native
(


Black
(





White                           
(
Asian                              
(
Native Hawaiian
or Other Pacific Islander
(
Hispanic or Latino
(
Other
(
VIRGINIA DEPARTMENT FOR AGING and REHABILITATIVE SERVICES

Community Rehabilitation Case

Management Services (CRCMS) Program
Authorization for Release of Information
	Applicant's Name: 
	


I am applying to the Virginia Department for Aging and Rehabilitative Services (DARS) for the Community Rehabilitation Case Management Services (CRCMS) Program to develop an individual service plan and to assist me in accessing rehabilitative and other supportive resources I may need.
I give permission for the agencies, organizations, facilities, and individuals listed below to release medical, psychological, social, financial, and vocational information about me to DARS in order to determine my eligibility for the CRCMS Program, or to receive such information from DARS for the purposes of procuring or coordinating rehabilitative services for me.  I understand that my permission to release this information is voluntary; however, the absence of such information may affect the determination of my eligibility for services from the CRCMS Program.  All information will remain confidential according to the guidelines described above.  I may revoke this permission for release of information, in writing to DARS, at any time.  
The agencies and organizations included in this release of information are listed below (check appropriate boxes):
Virginia Department of Social Services

 FORMCHECKBOX 
Y
 FORMCHECKBOX 
 N

Virginia Department for the Blind and Visually Impaired

 FORMCHECKBOX 
Y 
 FORMCHECKBOX 
 N

Virginia Department of Behavioral Health and Developmental Services
 FORMCHECKBOX 
Y    FORMCHECKBOX 
 N

Veterans Administration


 FORMCHECKBOX 
Y 
 FORMCHECKBOX 
 N

Virginia Department of Health

 FORMCHECKBOX 
Y 
 FORMCHECKBOX 
 N

Virginia Department of Medical Assistance Services (Medicaid)
 FORMCHECKBOX 
Y 
 FORMCHECKBOX 
 N

Release of information includes other organizations as listed below:
	

	

	

	

	


Signature of applicant or legal guardian:










Date:




