
The document you are trying to load requires Adobe Reader 8 or higher. You may not have the 
Adobe Reader installed or your viewing environment may not be properly configured to use 
Adobe Reader. 
  
For information on how to install Adobe Reader and configure your viewing environment please 
see  http://www.adobe.com/go/pdf_forms_configure.


 
*THIS STATE AGENCY IS REQUIRING DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER PER IC 4-1-8-1  THE INFORMATION OBTAINED ON THIS FORM IS CONFIDENTIAL UNDER STATE AND FEDERAL REGULATIONS  THIS INFORMATION WILL NOT BE RELEASED EXCEPT AS PERMITTED OR REQUIRED BY LAW OR WITH THE CONSENT OF THE APPLICANT.
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APPLICATION FOR LONG-TERM CARE SERVICES
State Form 45943 (R9 I 7-06) I BAJS 0018
PLEASE COMPLETE BOTH SIDES OF THIS FORM.
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Department of Veterans Affairs
Application is for (check one):
If In-Home Services, check all that apply 
SECTION I - GENERAL INFORMATION
SECTION One - GENERAL INFORMATION
Federal law provides criminal penalties,  including a fine and/or imprisonment for up to 5 years, for concealing a material fact or making a materially false statement. (See 18 U.S.C. 1001)
Federal law provides criminal penalties,  including a fine and/or imprisonment for up to 5 years, for concealing a material fact or making a materially false statement. (See 18 U S C 1 0 0 1)
1. NAME OF APPLICANT(Last, First, Middle Name)
1. VETERAN'S NAME (Last, First, Middle Name)
2. OTHER NAMES USED
3. GENDER 
4. SOCIAL SECURITY NUMBER
5. DATE  OF BIRTH (mm/dd/yyyy)
5. DATE  OF BIRTH (mm/dd/yyyy)
6D. COUNTY
6 D. COUNTY
6F. E-MAIL ADDRESS
6 F. E MAIL ADDRESS
6A. CITY
6. A. City
6C. ZIP
6 C. ZIP
6. PERMANENT ADDRESS (Street)
6. PERMANENT ADDRESS (Street)
6E. HOME TELEPHONE NUMBER (Include area code)
6 E. HOME TELEPHONE NUMBER (Include area code)
6B. STATE
6 B. STATE
 8. NAME, ADDRESS AND RELATIONSHIP OF NEXT OF KIN
MALE
gender
FEMALE
  7. CURRENT MARITAL STATUS (Select one)
SECTION II - MEDICAID STATUS 
SECTION One - GENERAL INFORMATION
CHECK ALL THAT APPLY:
I AUTHORIZE THE RElEASE OF INFORMATION to and among state agencies and their agents on my medical condition and other relevant information
necessary to determine appropriate long-term care services and/or In-Home Services, by my physician, hospital, nursing facility, Community Mental Health Center, Division of Mental Health and Addiction, Office of Family Resources, other social service or health services providers, and family members. I understand I may revoke this release of information in writing at any time.
Every person applying for admission to a nursing facility must be assessed by the PreAdmission Screening Program (PAS) to determine the person's
need for care in a nursing facility. Failure to participate in the PreAdmission Screening Program will result in the applicant's ineligibility for Medicaid reimbursement in any nursing facility for up to one (1) year from date of admission.    NOTE: See /PAS /Information  Sheet for program details.
 
SECTION III - PREADMISSION SCREENING NOTIFICATION 
SECTION One - GENERAL INFORMATION
2D. CHILD'S DATE OF BIRTH (mm/dd/yyyy)
2 D. CHILD'S DATE OF BIRTH (MM/DD/YYYY)
1. SPOUSE'S NAME (Last, First, Middle Name)
1. SPOUSE'S NAME (Last, First, Middle Name)
2A. CHILD'S RELATIONSHIP TO YOU (Check one)
2. A. CHILD'S RELATIONSHIP TO YOU (Check one)
1C. SPOUSE'S DATE  OF BIRTH  (mm/dd/yyyy)
1 C. SPOUSE'S DATE OF BIRTH  (MM/DD/YYYY)
1E. SPOUSE'S ADDRESS AND TELEPHONE NUMBER (Street, City, State, ZIP )
1 E. SPOUSE'S ADDRESS AND TELEPHONE NUMBER (Street, City, State, ZIP )
1B. SPOUSE'S SOCIAL SECURITY NUMBER 
1 B. SPOUSE'S SOCIAL SECURITY NUMBER 
1A. SPOUSE'S MAIDEN NAME
1. A. SPOUSE'S MAIDEN NAME
1D. DATE OF MARRIAGE (mm/dd/yyyy)
1 D. DATE OF MARRIAGE (MM/DD/YYYY)
2B. CHILD'S SOCIAL SECURITY NUMBER
2 B. CHILD'S SOCIAL SECURITY NUMBER
2. CHILD'S NAME (Last, First, Middle Name)
2. CHILD'S NAME (Last, First, Middle Name)
2E. WAS  CHILD PERMANENTLY AND TOTALLY DISABLED BEFORE THE AGE OF 18?
2 E. WAS  CHILD PERMANENTLY AND TOTALLY DISABLED BEFORE THE AGE OF 18?
2C. DATE CHILD BECAME YOUR DEPENDENT 
2 C. DATE CHILD BECAME YOUR DEPENDENT (MM/DD/YYYY)
(mm/dd/yyyy)
2 C. DATE CHILD BECAME YOUR DEPENDENT. Enter 2 digit month, 2 digit day and 4 digit year.
relationship
disabled
Daughter
Stepson
Stepdaughter
Son
NO
YES
SECTION IV - DEPENDENT INFORMATION (Use a separate sheet for additional dependents)
SECTION 6 - DEPENDENT INFORMATION (Use a separate sheet for additional dependents)
3. LIST OTHER INCOME AMOUNTS (e.g., Social Security, compensation, 
    pension, interest, dividends). EXCLUDING WELFARE.
3. LIST OTHER INCOME AMOUNTS (for example, Social Security, compensation, pension, interest, dividends). EXCLUDING WELFARE.
SECTION V - PREVIOUS CALENDAR YEAR GROSS ANNUAL INCOME OF VETERAN, SPOUSE AND DEPENDENT CHILDREN 
(Use a separate sheet for additional dependents)
SECTION 7  - PREVIOUS CALENDAR YEAR GROSS ANNUAL INCOME OF VETERAN, SPOUSE AND DEPENDENT CHILDREN (Use a seperate sheet for additional dependents)
VETERAN
TOTAL
1. GROSS ANNUAL INCOME FROM EMPLOYMENT (eg., wages, bonuses, tips, etc.)  
    EXCLUDING INCOME FROM YOUR FARM, RANCH, PROPERTY OR BUSINESS.
1. GROSS ANNUAL INCOME FROM EMPLOYMENT (for example, wages, bonuses, tips, etc.)  
    EXCLUDING INCOME FROM YOUR FARM, RANCH, PROPERTY OR BUSINESS.
SPOUSE
2. NET INCOME FROM YOUR FARM, RANCH, PROPERTY OR BUSINESS.
$
Dollar
$
Dollar
$
Dollar
$
Dollar
$
Dollar
$
Dollar
$
Dollar
$
Dollar
$
Dollar
SECTION VI - PAPERWORK REDUCTION ACT AND PRIVACY ACT INFORMATION
SECTION 4 - PAPERWORK REDUCTION ACT AND PRIVACY ACT INFORMATION
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of Section 3507 of the Paperwork Reduction Act of 1995. We  may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB number. We anticipate that the time expended by all individuals who must complete this form will average 24 minutes. This includes the time it will take to read instructions, gather the necessary facts and fill out the form.
Privacy Act Information:   VA is asking you to provide the information on this form under 38 U.S.C. Sections 1710, 1712, and 1722 in order for VA to determine your eligibility for medical benefits.  Information you supply may be verified through a computer-matching program. VA may disclose the information that you put on the form as permitted by law. VA may make a "routine use" disclosure of the information as outlined in the Privacy Act systems of records notices and in accordance with the VHA Notice of Privacy Practices. Providing the requested information is voluntary, but if any or all of the requested information is not provided, it may delay or result in denial of your request for health care benefits. Failure to furnish the information will not have any effect on any other benefits to which you may be entitled If you provide VA your Social Security Number, VA will use it to administer your VA benefits. VA may also use this information to identify veterans and persons claiming or receiving VA benefits and their records, and for other purposes authorized or required by law.
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of Section 3507 of the Paperwork Reduction Act of 1995. We  may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid O M B number. We anticipate that the time expended by all individuals who must complete this form will average 24 minutes. This includes the time it will take to read instructions, gather the necessary facts and fill out the form.
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