Georgia Department of Human Resources

MENTAL RETARDATION WAIVER PROGRAMS COMMUNICATOR

MAO DETERMINATION (for MRWP or CHSS Waivers)

______________________________________     ______​​​​________________     ____________________________

Client Name



         County  of  Residence
                    MHID #

______________________________________     _________________     _________________________________

Address   



         Social Security #            Medicaid #

______________________________________     _________________     _________________________________

City 


Sate       Zip   Code       Date of Birth                  (Area code) Phone #

SECTION I COMPLETED BY CET CASEMANAGER

___________________   Date client was determined eligible for the Medicaid Waiver program (MRWP) or Community  Habilitation and Support Services Waiver (CHSS) 

_______________________________      ___________________________     ______________________________  

Signature


          Phone #:


            Date:

SECTION II : COMPLETED BY MRWP/CHSS/CET CASE MANGER (check those that apply)

______   Client currently resides in an ICF-MR, which received Medicaid reimbursement.  Please compute 

               cost share.

______   Client currently resides in the community and does not receive Medicaid.  Please determine eligibility

               and cost share.  Date services began: __________________

______   Client is currently receiving MAO.  Please compute cost share.

______   Client  needs annual redetermination of MAO status and cost share.

______   Client requires a home visit application (Reason in remarks).

Signature


          Phone #:


            Date:

_________________________    ___________________________    ________________________

SECTION III:  COMPLETED BY DFACS WORKER

_______________  Date client applied for MAO                             ELIGIBILITY DATE:__________​​​​​​​​​​​​​​___________

$ _____________   Client  Cost Share                                              Effective Date: ___________________________

$ _____________   Client cost share due to liability change            Effective date:_______________​_____________ 

_______________  Date client was determined INELIGIBLE (Reason in Remarks)

Signature


          Phone #:


            Date:

______________________     _____________________________     ________________________ 

SECTION 1V COMPLETED BY MRWP/CHSS CASEMANAGER

This client has been released from the MRWP/CHSS effective________________, for the following reason:

_____________________________________________________________________________________________ 

Signature


          Phone #:


            Date:

______________________    _____________________________     __________________________

SECTION V COMPLETED BY MRWP/CHSS CASE MANAGER OR DFACS WORKER
Remarks: _____________________________________________________________________________________

_____________________________________________________________________________________________

Return to:  CET (address)__________________________________________________________________

                    Regional Board (address)_______________________________________________________________

(CET TO COMPLETE ADDRESS INFORMATION)
Form 1008


