Rick Scott
Govemor
B
Barbara Palmer
Director

HE
Northeast Region
=]

3631 Hodges
Bouievard

Jacksonville,
Florida
32224

2420
(804) 992-2440
Fax;
(904) 992-2442
EE
Toll Free:
{866) APD-CARES

.o A888-2732273) .

agency for persons with disabilities
State of Florida

Please complete and sign the application and return to the address below
within thirty (30) calendar days of the date of this letter. Please contact us
if something comes up that you cannot complete this application within 30
days. We will be glad to grant an extension of time (an additional 30 days)
to complete the application.

A completed application also includes the following to meet residency and
identification requirements:

(-]

Proof of Residency — Florida ID or copy of a bill (electric, water,
cable or phone — any of these will meet the requirement).

Proof of Identity — Copy of birth certificate, Florida State ID or
school photo identification card (any one of these will meet the
requirement),

Proof of Guardianship (if applicable).

Copy of applicant’s social security card.

Copy of any medical records to confirm a diagnosis of Cerebral
Palsy, Spina Bifida, Prader-Willi Syndrome or Down Syndrome.

-~ Copy of'a psychological evaluation showing a-functional 1Q and -~ == -

adaptive behavior score to confirm a diagnosis of an Intellectual
Disability.

Copy of an Autism diagnosis completed by a Florida licensed
psychiatrist or psychologist, a board certified pediatric neurologist, a
board certified developmental pediatrician, or the same information
from another state if the evaluator is licensed through the same
credentials as shown in this current descriptive statement.

Please return the application and all documents to:
1219 Dunn Avenue

Daytona Beach, FL 32114

Or you may fax it to 386-366-9294,

If you have any questions regarding the application forms or supporting
documents, please do not hesitate to contact us at (386)257-1700 or
(844)865-1172.

Sincerely,

Agency for Persons with Disabilities

hitp:// apdcares.org
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ogency for persons with disabilities
State of Florida

Uniform Legal Residency Requirements:

In accordance with C. 393.065 (1) F.8., only individuals whose domicile is in
Florida are eligible for services. In order to he domiciled in Florida, the
individual must be a United States citizen or resident alien,

Per Ch. 222.17 (1) £.S., an individual who resides in Florida for any length of
time can demonstrate that their domicile is in Florida with one of the following:

i.  Formal declaration (a swom staternent, or Notice of Intent to Domicile,
filed with the clerk of the cireuit court for the county in which the said
person shall reside), or :

ii.  Florida voter registration card, or )
iii,  Florida driver’s license or Florida state ID card, or
iv.  Homestead exemption filing, or
v. . Cwrent federal income tax returns with a Florida address, or

vi.  Filing of Florida intangible tax returns,

~

Additional evidence may incjude enrollment in school, 2 bill with an address on e

1t, the issuance of a license tag on any motor vehicle ovmed by the individual or
legal guardian, or other items showing a local address, so long as the intent to
domicile is evidenced by one of the actions above.

Proof of Identity Requirements:

Proof of identity is required as part of the application process, These include,
but are not limited to: ‘
i.  Birth Certificate;
ii.  Resident Alien Card (green card);
ili.  Passport; -
iv.  School photo identification card;
v.  State for federal government photo identification card;
Vi.  Any other identification that would reasonably be presumed to be proof
of identity.

Copy of a social security card,

At least one of the documents noted above must be provided for both the
residency and identity requirement,



USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATIDN,
PLEASE REVIEW JT CAREFULLY.

APD's Responsibliiities

The Agency for Persons with Disabilities is required by law fo maintain the privacy of your protected herlth information in our
custody. We must provide you with nolice of our legal dulies and privacy praclices with respect Lo your health information. We must
also follow the lems of this nofice.,

How APD Uses and Safeguards your Health Information

if you are a Developmental Disabilities Individual Budgeling Medicald Walver reciplent, we use your health information to pay for
your health care products and services and {o operate the Devalopmental Disabifittes Individual Budgeting Medicald Waiver
program. We may also use your health infornation ta telf you about lreatment aflermatives or other heallh-related benefils and
Services,

The following are some examples of how we may use your health information:

«  Coordinating supporied Jiving services,

+  Placement In an intermediate care facliity. .

+  We may shara your informnation with a company that contracls with the State of Florida to check on lhe quialily of care that you
received.

APD may also use and disclose your health information as permitied by faw, such as:

»  Forpurposes of trealmenl, payment, or our operations and as othervise required by law,

¢ To entilies oulside the Agency for purposes directly connected with the administration of the State Medicaid plan.

v In responding fo public emergencies, access to your health information may be granted to persans or Agency representatives
who are subjec! to standards of confidentlality coraparable to those of APD, Such other agencies may include the Federat
Emergency Management Agency (FEMA) or the Cenfers for Disease Controt (GDC). .

s Where disclosure would assist in delemining eligibilily for benefils, amaunt of medical assistance paymen} ar otherwise assisis
the Agency in the administration of the Medicaid program.

»  To the confidentlal Florida abuse holline In order to report abuse, neglect andfor domestic violence as per criterfa and
conditions Imposed on the Agency by law, . . ,

+ * For health oversight aclivifies and/or administration of the Medicaid program, such as inspections, Investigations, and audits,

» , To conduct research to benefit the Medicaid program, . :

-s  Other uses or disclosures of your protected heaith Information fequire Your or your personal representative’s wiliten
. authorization. For example, we will not use or disclose psychotherapy noles without your vittery authosfzation or-as aliowed by
law. We will not vse or disclose your profected heallh information for markeling purposes without your wiltlen authorization and
we vill hot sell your protacted health information without vour weitten authorization. We also are prohibited by law from using or
.. disclesing genelic Information for insurance undenwriting pumposes. At any Ume; you may, revoke'authorizatlans i writing. If you
cannot give your aulhorization due to an emergency, we may release your health information ifit is in your best Inferest.

Your Health Information Rights -

You haye the following righfs with respect to your pratected health information: | ..
«  To see or oblain a copy of your health information that Is malntalned by APD, We may not be able {o provide hiealth information -
that lnch:_des psychatherapy noles, Is part of a legal case, or Is olherwise excluded from disclosure by law. We may charge a
copying fee,
»  Torequestihatwe amend heallh information we maintain that you belleve Is incorrect or Incomplete,
« ' To requesfa list of disclosures we have made of your health informatlon. The fist may not Include disolosures authorized by
you, disclostires for trealment, payment and healil care operations, or other disclosures permitied by faw,
v Torequest that we conlact you at a different address or phone pumber, if confacting you about your health information at your
- present lacation would endanger you. ) ’ ' ’
To request that we imit the use and disclosure of your heaith information, We are nol required to agree o your request,
To request a paper capy of this notice,
To opt-out of fundraising communications from us should the Agency ever engage in fundraising.
To receive a notification from us follawing a breach of your unseoured protecled health infenmation,

v e & &

Contact Infarmation

If you have any questions, wish fo make a request regarding your health Information, or would like another paper copy of this nolice,
please confact the APD regional affice in your atea al the telephone number listed below. We may ask you to make the request in
willing. .

Cenlral Reglon (Orfando): (407) 245.0440 Seutheasl Region (West Palm Beach): (561) 837-5564
Northeast Reglon {Jacksonville): (904) 592-2440 Southern Reglon (Miami): (305) 349-1478
Northwesl Reglon (Taflahassee): (850) 487-1952 Suncoast Region (Tampa): (813) 2334300

Filing a HIPAA Complaint

Ifyou believe your privacy rights have been violaled by APD or one of ils employees, You may file a complaint with APD and/for the
Secrellary of the Depariment of Health and Human Services at the addresses below. You vill not be relaliated against for filing a
complaint.

HIPAA Privacy Officer Secretary

Agency for Persons with Disabilitfes Department of Health and Human Services
4030 Esplanade Way 200 Independence Ave, SW

Tallahassee, Florida 32399-0950 Washington, D.C. 20201

(850) 822-9308 (80D) 368-1019

Fufure Changes to the Notice of Privacy Pracfices

APD reseives the right 1o change the lerms of this notice and to snzke new nolice provislons effective for afl prolecled health
information that we maintain, IFwe male a malerial revislon to this notice, wa will send a revised copy of the nolice to recipient
households within sixly (60) days of the revision.

1atha rorolvac tho Makicra nf Driusew Drsnticoc



® d Application for Services

agency for persons with disabilities
State of Florida

Region/Fleld Office: Phone #
Name of APD Staff Person: Date of Application: __/__/____
1. Applicant Information
Name: SSit: *

(Last) {First) (M) (Suffix)
Address: Medicaid #:

Phone #:

Emall: Alternate Phone #:
DOB: Sex: ___ Race (for data purposes only): [} White; (] Black; [ Astan; [] Nafive American or Ataskan Native; ('] Other

Ethnicity (for data purposes only): [1 USA; [[] Cambodia; (] Cuba; (] Ethnic Chinese; [ Halt; [ Laos; [[] Mexico; [ Nicaragua;
[ Poland; [] Puerto Rico; (] Russia; [] Vietnam; [J Other Hispanic Country; [] Other Asian Country; [] Other Foreign Country
Primary DD Diagnosis (must select at least one): [ Aulism; [(] Gerebral Palsy; [] Intellectual Disability; {1 Prader-Willi Syndrome;

[] Spina Bifids; [_] Down Syndrome; {] Phelan McDermid Syndrome; OR, [T} Between the ages of 3 and 5 and at High Risk of Developing
a Developmental Disabllity (if selecting this box, please explain):
{7] secondary DD Diagnosis: [ Mental Health Diagnosis:
Do you have a job paying minimum wage or better? [ Yes [INo 1f No, are you interested in gainful employment? l:] Yes [INo
1.a. Applicant's Primary Caregiver Information

Nan‘lEI'"“ e --DOB._ i s )

(Last) (Flrst) (MI) (Sufﬁx)
Phone #: Alternate Phone #:

Relationship of Primary Caregiver to Applicant:
Does the primary caregiver have health issues that prevent them from continuing fo provide care? [ClYes [JNo IfYes, please indicate

the medical issues:

| 16 thé piitiary carégiver also providing primary care fo a minor, elderly person or another person wiih a disability? (3Yes [ No ifYes,

please explain:
Are the current caregiver responsibilities preventing them from being employed? [JYes [J No
If the applicant Is an adult (over the age of 18) has the applicant been removed fram their family home by Adult Protective Services in the fast

12 months? (Regardless of the result of the investigation) [ Yes [] No

2. Active Duty Military Service Member (if No fo the first question, move to the next section)

Is the applicant's parent or legal guardian an active duty military service member? [J Yes [ No
If Yes, please identify by name:
Was the family transferred to FL as part of military assignment? [J Yes [ No

If Yes to the above, did the applicant receive home and community-based waiver services in another staie? [ Yes [ No

If Yes to the above, please list services received:
Did the epplicant move to FL to be closer to family while a parent or legal guardian is.deploy'ed? [ Yes [] No
If Yes, please explain:
Attached is a copy of the miltary service member's Uniformed Services ID Card [] Yes [ No

Updated March 31, 2016 1




@ Application for Services

agency for persons with disabllities
. State of Florida

3. Person Assisting Applicant

Name: Refationship to Applicant:
(Last) {Flrst) (M1
Address:
Phone # ' Altemate Phone #:
Email: Preferred Language of Applicant/Legal Guardian:

4. Services Requested

t am requesting services via the Home and Community-Based Services (HCBS) Waiver. [ Yes [[INo
OR

| am requesting services in an Intermediate Care Facllity. [ ] Yes [JNo

| am requesting the following services from the Agency for Persons with Disabilities:

5. Applicant's [dentity Verlfication {must check one) (to be filled out by APD Staff):
[J FL Driver’s LicensefiD Card [] US Passport ] Military/Govemment Issued Photo ID Card
[ICertificate of Naturalization/Citizenship [_J School Photo ID {only accepted for persons under the age of 16)

-{6.---Applicant's Legal Status (select all that apply).(to be filled.outby ARDSIEHY ... oo .o.oe oo oo o oo

{TIBetween the ages of 3 and 18 and under legat custody of hisfher parent(s)

[CIBetween the ages of 3 and 18 with a court appointed representative

[CIBetween the ages of 3 and 18 and the parents have delegated decision making under the Family Care Act using a written power of altomey
or durable power of attormey

{118 or older and his/her own representative _ _ _

{118 or older and has delegated in willing decision-making authority related to govemnmental benefits or medical decislons to someane else by
using a power of altomey or durable power of attorney

{118 or older and a court has Issued letters of guardianship or guardian advocacy, naming someone other than the applicant as the decision
maker for govemmental benefits or medical decisions

Name of legal guardian or guardian advocate, court appointed representalive or person delegated decision making avtherity {if applicable):

List type of document(s) provided as proof of legal status (if applicable):

7. Community Based Care (CBC) (if No to first question, move to next section) (to be filled cut by APD Staff):
Is this applicant an active Community Based Care (CBC)/Child Welfare services recipient? [JYES [CINO
If yes, Is he or she receiving out-of- home (foster care) services? [JYES [CINO
Is he or she receiving in-home (protective supervision) services? [JYES [INO

Updated March 31, 2016 2



@ Application for Services

agency for persons with disabilities
State of Florida

8. Citizanship Verification (must check one) (fo be fitled out by APD Staf): :
To receive services from APD, the applicant and parent or legal guardian (if applicable) must be domiciled in Florida, and the applicant must be

a U.S, cilizen or resident alien
Is the applicant a U8, Citizen? [JYES [CINO

Place of Birth: {_JUnited States (What State?) [CJother (Name of Country)
{f not a US citizen, must provide USCIS alien status and number (also please fill out page 6 of this application):
[CIPermanent Resident [JOther; USCIS #;

Type of docurmentation provided for proof of citizen or alien status:
[CJus Birth Certificate [TJUS Passport [ JCertificate of Naturalization/Citizenship {“JGreen Card {T] USCIS lssued Form

9. Residency:
Is the person requesting services a resident of the state of Florida? [JYES [CJNO
if the applicant is a minor, Is the parent or legal guardian domiclled in Florida? [JYES [CINO

Has the applicant recently relocated to Florida? [JYES [JNO
IfYES, please explain

Resldency Verification (must check one} (to be filled aut by APD Staff):
{_JFL Driver's License/ID Card; [“IVoter Registration Card; [JFL Court Filed Declaration of Domicile; [ JUtility Bil; [“IMortgage or Lease

Agreement;_[_JEmployment/School Record .

"[10. Eligibility Assessments:

Do you agree to participate In assessment(s) that may be needed to find out if you are efigible for services provided by APD?

(Jves [no

Assessment Needed (fo be fifled out by APD Staff):

11. APD Eligibility Determination (o ba filled out by APD Staff); 12. Collateral/Supporting Information or Source of Information
About Disabllity (to ba filted out by APD Stalf):
Eligible for APD: Date: __[__/ (1Q scores, medical records, school records, efc,)

Eligibility Category:

Noteligible Date: _ /[

Reason:

13. Waiver Eligibility Determination {lo be filled oul by APD Staff): 14. ICF Eligibility Determination (to be filied out by APD Stafi):

Eligible for Medicaid Waiver: Date: __ [/ Eiigible for ICF: Date; __ [/
Not eligible Date: __/__/ Not eligible Date: __/__ [/
Reason; Reason:

Updated March 31,2016 3



‘ @ d Application for Services

agency for persons with disabllities
State of Florida

15, By signing this application, | understand and acknowledge that it is my responsibility to keep the Agency informed of any changes in
address or telephone number so that | may be contacted immediately if the Agency has any quastions about my application, or, if | am
deemed eligible for services if services have become available. Faflure fo keep the Agency informed of how | may be contacted may result
in my application not being processed, or if determined eligible for services, my active client status being closed. Furiher, if my name has
been added to the Medicald HCBS Walver Wait list, It will be removed, In the event the Agency Is not able te contact me by mait o phone,
| authorize the Agency to contact the following person, who does not live at my address:

-

ALTERNATE CONTACT:

Name: Phone:

Address:

Relationship to Applicant; E-mall;

16. ALL INFORMATION PROVIDED ABOVE IS COMPLETE AND ACCURATE, TO THE BEST OF MY KNOWLEDGE.,

Signature of Applicant: Date:
Signature of Legal Representative; Date:
For application for government benefits or for making medical decisions

Printed Name of Legal Representative: Relationship:

Signature of Person Assisting the Applicant (if applicable): Date:

1 17.. Referrals Lto be filled out by APD Slaﬂ)

ool To : -| Date .. e o] COMAGE v | AddressiTelephone# T

| have received a copy of:

{C] The Bill of Rights of Persons who are Developmentally Disabled, section 393,13, Florida Statutes.
[] Family Care Council Brochurs

{"] Serving Floridians with Developmentat Disabilities - brochure

{_] Agency for Persons with Disabflities Guide to Administrative Hearings- brochure

{71 HIPAA Notice of Privacy Practice

YOU CAN APPLY TO REGISTER TO VOTE HERE

If you are not registered to vote where you live now, would you like fo register to vote here today? Check YES if you

would like to apply to register to vote or update your voter registration information. If you check the NO box or do not
check a box, you will be considered to have decided nof to apply to register to vote or update your voter registration

information, Checking YES, NO, or leaving this question blank will not affect your receipt of benefits.

(1 YES[INO

NOTICE OF RIGHTS

Help: if you would like help in filling out your volter registration application, we will help you. The decision whether to seek
or accepl help is yours. You may fill out the voter registration application in private.

Benefits: If you are applying for public assistance from this agency, applying to register, or declining to register to vote
will not affect the amount of assistance you will be provided by this agency.

Updated March 31, 2016 4



de Application for Services

agency for persons with disabilities
State of Florida

Privacy: Your decision not to register or update your record and the location where you applied to register or update your
voter regisiration record is confidential and may only be used for voter registration purposes.

Format Complaint: If you believe someone has interfered with either your right to apply to register or to decline to ragister
to vote, your right to privacy in declding whether to apply to register to vote, or your right to choose your own political party
or other politica! preference, you may file a complaint with: Florida Secretary of State, Division of Elections, NVRA
Administrator, R.A. Gray Building, 500 S. Bronough Street, Tallahassee, Florida 32399-0250. Forms for filing a complaint

are avallable at http:/felection.dos.state.fl.us/nvrafindex,shiml

* The collection of soclal security number is for record keeping purposes and is imperative fo the agency’s dutles and responsibifities
as prescribed by law. The social security number collected will not be available to the general public.

Updated March 31, 2016
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agency for persons with disabililies
Stare of Rloride

AGENCY FOR PERSONS WITH DISABILITIES

Client Information Sheet

Date: Name:
” SSN: | County]

Address:

Primary Disahility:

Secondary Disability: Phone #: Day:] l Evening: ]

Referral Dafe: Email:

Referred By: i TDD (Telephone Device for Deaf)

Arga of Residence: DOB: | | Age:| [ Male:] | Female]
Legal Status; |
Guardian Type/ Area;]

Insurance/ Resources: (Please complete} Directions to Home:

Health Insurance

Cémpar]y:

Policy # '

Nledicare #:

NP T e

Nitlitary Be‘neﬁts:

INGOThS AMOURE

Ssi

SSA:

Other

Other Resources:)

" Background and Personal Information Place of Employment ~

Other Names/ Nick Names:] Employer: |

Prithary Language Address:

In Home: :

Are.interbrefer [1Yes [ TNo

Services Needed? ,

If yes, what kind or

language’? i

Avéilable =~ | | None Self Bus- Phone #: Ext.

Transporiation:

Taxi Family VWalk Volunteer

Other(Specify):

e s e S i S




Name:

SSN

- Peopleto Contact

RElSHorehip B

Nafme/Address SR

-§ Phone #lEméil ) :

Guardian

Mother

Father

Other
Relatives

Friends

Programs/ Agencies Involved with Individual/ Family (inciude health cars providers)

ﬁggl_ggy/Progrqm:

Contact Person: : Phohe
' : Number:
Address: :
Contact Person: ‘ Phone -
e Number:
Address: -
Agency/Prograii:
Contagt Person: Phone
) Numpber:
Address:
Agency/Program:
Contact Person: Phone
RS Number:
Address:
Agéncy/Program:
Contact Person: Phone
' Nuniber:

Ad_;ir‘es_s:

Additional Information:

Ared’ oo

Coritact Peison:

Phiohe Number; |

Name/Title of Person:Completing This Form:

Supiport Codidinator:

Name:
-’fftjez

Napiei. =~ .-

Phoné Number:”

T —
e S T ST R T S S s T e e T e




SOCIAL SERVICE INFORMATION QUESTIONNAIRE

Applicant’s Name: | Ssi:

Applicant’s School History

Name of School Address Date

Were you ever in special classes in school? If so, why?

Applicant’s Medical History

Current Physician: ' R Phone:

Address:

Medical Problems including sensory deficits:

President Medjcation: Dosage: Prescribed by: Reason Given:




MANAGEMENT AND PROTECTION OF
PERSONAL HEALTH INFORMATION POLICY

I hereby acknowledge receipt of the pamphlet
Your Privacy is important to us.

Tunderstand that if I would like a copy of the complete APD Management and
Protection of Personal Health Information Policy, one will be provided to me.

PRINT NAME:

SIGNATURE:

DATE:




Agency for Persons with Disabilities
Consent fo Obtain or Release

agency for persons with disabilities Confidential information

State of Florida
{ndividuals Date of Birth
Name:

E]Permission for Obtaining Record information. | hereby give my permission and consent to the Ageney for Persons
with Disabilities or its representative to obtain the specified protected health information on the above named consumer from
agencies, Individuals and institutions identified below OR

I hereby request the specified protected health information on the above named consumer be sent fo me OR

Permission for Release of Information. | hereby give my permission for the Agency for Persons with Disabilities orits
representative to discuss matters related to my services or goals or to release protected health information to the following

person, agency or institution.
The information requested below will be used/disciosed for the following purposes:

Medical Reports ) ’ Social Service Reports

Academic Records and Plans Speech and Hearing Reports

Habilitation Plans/Support Plans . Physical Therapy Reporis

Psychologlcal Repo'ﬂé . : .| Occupational Therapy Reports

Omér-(Pl%ase specify): R - ‘

Name, address, or fax & of individual or agenocy from whom information Is to be ;Jbtained:

Name, address, or fax # of individuals or agencies fo whom information is to be provided:

1. lunderstand that information may only be re-released with my approval except as required by law, However, |
understand that if the receiver of the information is not a health care provider or health plan covered by federal
privacy reguiations, the information described above may be re-disciosed and no longer protected by these
regulations.

2. lunderstand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to
obtain services or my eligibility for benefits. | may inspect or copy any information used/disclosed under this
authorization,

3. {understand that | may revoke this authorization in writing at any time by contacting my support coordinator,
except when the requested information has already been sent, hased on this authorization.

4. |certify thatl understand the above statements either personally or through my legal representative.

5. lalso understand that this form is valid for ho longer than 90 calendar days unless otherwise Iindicated.
I understand that I may specify that it be for a shorter period of time.
Expiration dafe:

Signature of Client or Legal Representative . Printed Name/Relationship o client Date

If this authorization has been signed by a personal representative {above) on hehalf of an individual, histher authority to
act on behalf of the individual must be set forth here:




