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Alphabet Soup

RSDI

RSDI refers specifically to "retirement,
survivors, and disability benefits paid to

workers, their dependants, and survivors.

Retirement, Survivors, and Disability
Insurance or RSDI pays benefits to a
disabled child or a widow or widower of
someone who has worked, qualified based
on the deceased person's earnings. These
benefits may come from one of three
programs: retirement benefits, survivors

benefits and disability benefits.




SOCIAL SECURITY BASICS

Income Maintenance Health Coverage

Supplemental

Means- | Security Income Medicaid

Tested (SSI) Title XIX
Title XVI

Farned Social Security

Through Old Age, Survivors, and Medicare

Work Disability Insurance -

Cradite (OASDI) Title XVIII

Title Il




Why Apply for Social Security
Disability As Soon As Possible

A Locks in monetary benefit start date if
applicable

I SSI benefits, If approved, start the first day of the
month following the application. It does not go
back to date of injury

A Timeliness in getting a decisigrhope for 90
days after date of injury

A Approval necessary for Adult Medicaid



Why Do People Not Apply For
Disabllity
A Misinformation from family, friends, facility
staff
I You cannot apply for 2 years
I With their type of injury it is not worth it

:
:
I They will recover quickly and will not need it
:

I If they get disability they can never go back to
work

I The patient is the only one who can apply
A No one ever told me to



Social Security Disability Standard

A Medically determinable physical or mental
iImpairment

A Expected to last at least 12 months or result ir
death

I Does Notmean it has to last forever

A Unable to preform Substantial Gainful Activity
or SGA; earnings of $1220 per month (2019)

i52Sa y2d4 YSIy ay2z2 62N}



Soclal Security Disability Benefits
(SSDI) Social Security Act Title Il

* Guaranteed monthly benefit

* Adjusted annually, as necessary, for inflation

* Higher replacement rate for lower income earners
* No asset (resource) limits

* Earned income is limited to substantial gainful
activity (SGA) level

— Numerous work incentives allow work above SGA level
(too complex for this discussion)

* Eligibility for Medicare — 2-year wait for beneficiaries
with disabilities

In general, to get disability benefits, you must meet two different earnings
tests: 1. A recent work test, based on your age at the time you became
disabled; and 2. A duration of work test to show that you worked long

enough under Social Security. Certain blind workers have to meet only the
duration of work test.




A recent work test, based
on your age at the time
you became disabled

Rules for how much work
you need for the recent
work test, based on your
age when your disability
began. We base the rules
in this table on the
calendar quarter in which
you turned or will turn a
certain age.

The calendar quarters are:

First Quarter: January 1 through March 31
Second Quarter: April 1 through June 30

Third Quarter: July 1 through September 30
Fourth Quarter: October 1 through December 31

If you become disabled...

Then you generally need:

In or before the quarter you
turn age 24

1.5 years of work during the three-year
period ending with the quarter your
disability began.

In the quarter after you
turn age 24 but before the
quarter you tum age 31

Work during half the time for the period
beginning with the quarter after you
turned 21 and ending with the quarter
you became disabled. Example: If you
become disabled in the quarter you
turned age 27, then you would need
three years of work out of the six-year
period ending with the quarter you
became disabled.

In the quarter you turn age
31 or later

Work during five years out of the 10-year
period ending with the quarter your
disability began.

~




A duration of work test to
show that you worked long
enough under Social Security

The following formula shows how
many quarters of coverage you
need to meet the duration of
work test: In general, you may
take the year you became
disabled and subtract the year
you attained age 22, in order to
get the number of quarters of
coverage necessary to meet the
duration requirement. NOTE: You
must have a minimum of six
guarters of coverage to meet the
duration requirement. This
minimum requirement for six
quarters of coverage is also
applicable for those who have not

yet attained age 22 and may apply

for disability based on their own
earnings. NOTE: This table is an
estimate only and does not cover
all situations.

If you become disabled...

Then you generally need:

Before age 28 1.5 years of work
Age 30 2 years
Age 34 3 years
Age 38 '4 years
Age 42 5 years
Age 44 5.5 years
Age 46 -6 years
Age 48 6.5 years
Age 50 '? years
Age 52 |7.5 years
Age 54 8 years
Age 56 '8.5 years
Age 58 E years
Age 60 9.5 years




Supplemental Security Income (SSI)
Social Security Act, Title XVI

Provides a modest monthly benefit to seniors

and people with severe disabilities who have

very low income and assetx YS I ya S
I 2019 federal payment standard (maximum

benefit): $771/month (individual) and
$1157/month couple)

I Asset limits : $2000 (individual); $3000 (couple) *
exclusions apply

A Same disability definition as SSDI



How To Apply

A In Person or Telephone

I Call local office number and make an appointment
for shorter wait times

| office locator
https://secure.ssa.gov/ICON/main.jsp

A Internet
I https://secure.ssa.gov/iIClaim/dib



https://secure.ssa.gov/ICON/main.jsp
https://secure.ssa.gov/iClaim/dib

What can you do to expedite the
pProcess

A Medical Records from each hospital/treatment
centerc this avoids any delays due to hospitals
slow or no response

I History and Physical
I Discharge Summary
I Consults
I MRI/CT results

I

I Therapy evaluations, discharge notes, current notes If
receiving treatment

I Medication List
I EEG/EKG report if applicable



Letters From Physicians

A Can be helpful
A Must not claim the patient is disabled

A Want to convey debilitating condition and
cognitive and physical deficits and the in their
2LIAVAZY GF2NJ 0KS T2 NX
gAff NBIddzZANBE Hn K2 dzNJ



Social Security Forms

SSA827

Authorization to Disclose Information
to the Social Security Administration

Form Approved
WHOSE Records to be Disclosed ‘OME No. DBG0-0823

| FAWE First Middle, Laet Suff]

ZEN Birthday
(mmidiayy)

AUTHORIZATION TO DISCLOSE INFORMATION TO
THE SOCIAL SECURITY ADMINISTRATION (SSA)

** PLEASE READ THE ENTIRE FORM, BEOTH PAGES, BEFORE SIGNING BELOW **

I voluntarily authorize and request disclosure (including paper, oral, and electronic interchange):
OF WHAT All my medical records: also education records and other information related to my ability to
; This includ i = i .

1. All records and other information regarding my treatment, hospitalization, and outpatient care for my impairment(s)
including , and not limited to :
Psychological, psychiatric or ather mental impaiment(s) (excludes “psychotherapy notes” as defined in 45 CFR 164.501)
Drug abuse, aleoholism, or other substance abuse
Sickle cell anemia
= Reconds which may indicate the presence of a communicable or noncommunicable disease; and tests for or reconds of HV/AIDS
= Gene-related impaimments (including genetic test results)
2. Information about how my impairment]s) affects my ability to complete tasks and activities of daily living, and affects my ability to work.
3. Copies of educational tests or evaluations, including Individualized Educational P rams, friennial assessments, psychological and
speech evaluations, and any other records that can elp evaluate function: also teachers * observations and evaluations.
4. Information created within 12 months after the date this authorization is signed, as well as past information.

EEOM WHOM

- All medical sources (hospitals, dinics, labs, |THIS BOX TO BE COMPLETED BY SSAIDDS (a5 needed) Additional inform.ation to identify
physicians, psychologists, etz ) induding [the subject (e.g.. other names wsed), the specific source, or the material to be disclosed:
mental health, comeetional, addiction
reatment, and VA health care faciities

= Al educational sources (schools, teachers,
records administrators, counselors, eic.)

= Social workersirehabiitation counselors

= Consulting examiners used by S5A

= Employers, imsurance companies, workers'
compensation programs

- Others who may know about my condition
(family, neighbors. friends, public officials)

TO WHOM The Social Security Administration and to the State agency authorized to process my case (usually called "disabiity
determination services”), including contract copy services, and doctors or other professionals consulted during the
process. [Alse, for mtemational claims, to the LS. Department of State Foreign Senvice Post ]

PURPOSE Determining my eligibility for benefits. including looking at the combined effect of any impairments that
by themselves would not meet S5A's definition of disabiity; and whether | can manage such benefits.

[ Determining whether | am capable of managing benefits ONLY (check only if this apphes)

EXPIRES WHEHN This authorization is good for 12 menths from the date signed (below my signature).

| authorize e use of a copy (ncluding electronic copy) of this form for the disclosure of the information described above.

| understand that there are some circumstances in which this information may be redisclosed to other parties (see page 2 for details).
| may write to 35A and my sources to revoke this authorization at any time (see page 2 for details).

S5 A will give me a copy of this form if | ask: | may ask the source o allow me to inspect or get a copy of material to be disclosed.

I have read both pages of this form and agree to the disclosures above from the types of sources listed.

PLEASE SIGM USING BLUE OR ELACK INK ONLY|IF not signed by subject of disclosure, specify basis for authority to sign

IMDIVIDUAL authorizing disclosure [] Parentof minor [] Guardian [] Other personal representative
{explain}
SIGH P (Parentiguardanioersonal representative sign >
here If two signatures raguired by Siabe law)
Date Signed Strest Address
Phone Number (with area code ) City ‘ State ‘ ZIP
WITHESS | know the person zigning this form or am zatizfied of thiz person's identity:
IF needed, second witness sign here (e.g.. if signed with X" above)
SIGN b SIGN P>
Phone Number (or Address) Phone Number {or Address)
This general and special autherization to disciose was developed fo comply with & i ding disch of medical, tional, and

other information under P.L. 104-131 ("HIPAA"); 45 CFR parts 160 and 164; 42 US Codesecrm 2900'0'—2 42 CFR part 2; 38 U.5. Code section
7332; 38 CFR 1.475; 20 U.5. Code section 1232g ("FERFA?); 34 CFR parfs 89 and 300; and Siate law.

Form $SA-827 {11-2012) ef (11-2012) Use 4-2008 and Later Editions Untd Supply is Exhausted Pagel of 2



Social Security Form
SSA1696U4

Social Security Administration Form Approved

Please read the instructions before completing this form. OMB No. 0DE0-D527
Mame (Claimant) (Print or Type) Eocial Security Number

Wage Eamner (If Different) [Social Security Number

Part | CLAIMANT'S APPOINTMENT OF REPRESENTATIVE

I appoint this individual,

{Mame and Addrees)
to act as my representative in connection with my claim(s) or asserted right(s) under:

O Titten(rsony [ Title X1 (551 [ Title xvinl (Medicare)

%

[ Title VIl {(SVB)

/ f I A Y I y. lj Q é | LJLJ2 7\ y. L,I Y g yr?i -i dividua.lea‘hafy:ﬁtirelyinmyplace. make any request or give any notice; give or draw out evidence or
infol +]

Representation

Mandates that Social Security must
work with the individual on the
claimants behalf.

This can be any person that the
claimant/guardian wishes to help.

4 identical pages with different

footers. Turn in File and ODAR copies
to the local social security office at
time of application in person, fax or
mail.

Claimant (or guardian) must be able to
give informed consent and make a
mark. If a mark have a witness or
notary, it does not say the person has
to be able to write a signature

ation; g ation; and receive any notice in connection with my pending claim(s) or asserted right(s).

] 1 authorize the Social Se curity Administration to release information about my pending claim(s) or assented
right(s) to designated associates who perform administrative duties (e.g. clerks), partners, andfor parties
under contractual arrangements (e.q. copying services) for or with my representative.

|:| | appoint, or | now have, more than one representative. My principal representative is:

(Name of Principal Representative)

Signature (Claimant) Address
Telephone Number [with Area Code) Fax Number (with Area Code) Date
Part Il REPRESENTATIVE'S ACCEPTANCE OF APPOINTMENT

I, , hereby accept the above appointment. | certify that |
have not been suspended or prohibited from practice before the Social Security Administration; that | am not
disqualified from representing the claimant as a current or former officer or employee of the United States; and
that | will not charge or collect any fee for the representation, even if a third party will pay the fee, unless it has
been approved in accordance with the laws and rules referred to on the reverse side of the representative's
copy of this form. If | decide not to charge or collect a fee for the representation, | will notify the Social Security
Administration. (Completion of Part Ill satisfies this requirement.)

Check one: [_| | am an attomey. [C]1 am a non-attomey eligible for dirsct payment under SSA law.

O | am a non-attomey not eligible for direct payment.

| am now or have previeusly been disbarred or suspended from a court or bar to which | was previously

admitted to practice as an attomey. [|YES [ |NO

I am now or have previously been disqualified from participating in or appearing before a Federal program or agency.
[IvES

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying

statements or forms, and it is true and cormrect to the best of my knowledge.

Signature (Representative) Address
Telephone Number (with Area Code) Fax Number (with Area Code) Date
Part Il FEE ARRANGEMENT

{Select an option, sign and date thiz section.)

D | am charging a fee and requesting direct payment of the fee from withheld past-due benefits. (554 must suthorize the
fee unless a reguiatory exception applies.)

|:| I am charging a fee but waiving direct payment of the fee from withheld past-due benefits —| do not qualify for or do not
request direct payment. (354 must authorize the fae unless a regulafory exception applies.)

|:| I am waiving fees and expenses from the claimant and any auxiliary beneficiaries --By checking this block | certify
that my fee will be paid by a third-party entity or govemment agency, and that the claimant and any auxiliary beneficiaries
are free of all liability, directly or indirectly, in whole or in part, to pay any fee or expenses to me or anyone as a result of
their claim(s) or asserted right(s). (554 does nof need fo suthorize the fiee if a third-pariy eniify or a govemment agency will pay from
its funds the fee and any expenses for this appoinfment. Do not check this bock i 5 thind-party individual will pay the fee )

D I am waiving fees from any source --| am waiving my right to charge and collect any fee, under sections 206 and 1831
{dM2) of the Social Security Act. | release my client and any auxiliary beneficiaries from any cbligations, ceniractual or
otherwise, which may be owed to me for services provided in connection with their claim(s) or assered right{s).

Signature (Representative) Date

Form 55A-1696-U4 (07-2014) =F (07-2014)
Use Frior Editions Until Exhausted FILE COPY



Adult Function Report
SSA3373BK

This form is for the applicant to
complete. Depending on the extent
of injury, where in the rehabilitation
and recovery process the person is,
they may or may not be able to
complete.

DO NOT COMPLETE FOR THEM

The individual can attempt to answer,
scribble, draw pictures, answer
completely¢ you want to show social
security that there are issues. It is not
expected to be completed perfectly.

| only fill out if someone does not have
use of their upper extremities to write
but can verbalize some or all of their
answers. | always note that why |
completed the writing and that the
answers were verbatim what was said
to me. | provide my name and phone
number.

If the person cognitively cannot
participate at all, | make a note on the
first page of the applicatiog Mr.

Smith cannot completed due to extent
of cognitive deficits, | sign and date
and turn the whole thing in.

FUNCTION REPORT - ADULT - Form SSA-3373-BK

READ ALL OF THIS INFORMATION BEFORE
YOU BEGIN COMPLETING THIS FORM

IF YOU NEED HELP

If you need help with this form, complete as much of it as you can and call the phone
number provided on the letter sent with the form, or contact the person who asked you to
complete the form. If you need the address or phone number for the office that provided
the form, you can get it by calling Social Security at 1-800-772-1213.

HOW TO COMPLETE THIS FORM

The information that you give us on this form will be used by the office that makes the
disability decision on your disability claim. You can help them by completing as much of
the form as you can.

Itis important that you tell us about your activities and abilities.

« Printor type.

+ DO NOT LEAVE ANSWERS BLANK. If you do not know the answer or the
answer is "none" or "does not apply," please write "don't know" or "none" or "does
not apply."”

* Do not ask a doctor or hospital to complete this form.

+ Be sure to explain an answer if the question asks for an explanation, or if you think
you need to explain an answer

+ If more space is needed to answer any questions, use the "REMARKS" section on
Page 8, and show the number of the question being answered.

REMEMBER TO GIVE US THE NAME AND ADDRESS OF THE PERSON
COMPLETING THIS FORM ON PAGE 8

ME-€LEE-VSS Wiod jnpy - Hoday uopouny



Function Report; Adult-
Third Party
SSA3380-BK

This form is to tell Social Security
AAYLX & agKEFG O2dzA
before their injury that they cannot
y20¢€

This is used for all disabilities and is
not necessarily brain injury specific.

Most answers can be as simple as
Currently inpatient status
Was independent prior to injury

Due to cognitive issues requires
supervision and assistance

Requires verbal reminders
Requires supervision

Due to physical deficits cannot
safely attempt

To o Do Do Do P>

Does not have to essay answers

FUNCTION REPORT - ADULT - THIRD PARTY Form SSA-3380-BK

READ ALL OF THIS INFORMATION BEFORE
YOU BEGIN COMPLETING THIS FORM

IF YOU NEED HELP

Rf youuee%hélp ailh thLdﬁnN@ﬁplae}/s. muRoat as you can and call the phone number

provided on the letter sent with the form, or contact the person who asked you to complete
the form. If you need the address or phone number for the office that provided the form, you
can get it by calling Social Security at 1-800-772-1213 (TTY 1-800-325-0778).

HOW TO COMPLETE THIS FORM

The information that you give on this form will be used to make a decision on the disabled
person's claim. You can help by completing as much of the form as you can. When a
question refers to the "disabled person," it refers to the person who is applying for or
receiving disability benefits.

It is important that you tell us what you know about the disabled person's activities and
abilities.
DO NOT ASK THE DISABLED PERSON TO GIVE YOU ANSWERS

+ Print or type.

- DO NOT LEAVE ANSWERS BLANK. If you do not know the answer or the
answer is "none" or "does not apply," please write “don’t know" or "none" or "does
not apply."

- Do not ask a doctor or hospital to complete this form.

« Be sure to explain an answer if the question asks for an explanation,
or if you think you need to explain an answer.

« If you need more space to answer any questions, use the "REMARKS"
section on Page 8, and show the number of the question being answered.

WE-08E£-VSS W04 Aled Pyl - Inpy - Hoday uonouny



What you need

A Name and Phone number of disability worker
I You are allowed to contact the worker to ask for
updates

I You can give the worker permission to speak with
someone working on your behalf

I You can submit records/letters/support
documents directly to the worker
A Claim Numbec they are moving away from
using the Social Security Number



Correspondence

—=\a=  CABINET FOR HEALTH AND FAMILY SERVICES
mtu(’}(yf‘\ DEPARTMENT FOR INCOME SUPPORT
AL ol bl . DISABILITY DETERMINATION SERVICES

PO BOX 1000
¥ — FRANKFORT KY, 40602-9987
o WWW.CHFS.KY.GOV :
) P—— AN EQUAL QPPORTUNITY EMPLOYER M/F/D "
o = Matthew G. Bevin September 7, 2018 Vickie Yates Brown Glisson
N=" = Governor Secretary
e
D_
=

Social Security Administration
Retirement, Survivors and Disability Insurance
Notice of Disapproved Claim '

Office of Central Operations

1500 Woodlawn Drive
Baltimore, Maryland 21241-1500

Date: February 12, 2019
Claim Number: 4

Social Security Administration
Supplemental Security Income
Notice of Overpayment

SOCIAL SECURITY

10503 TIMBERWOOD CIR

STE 50
LOUISVILLE KY 40223
Date: October 22, 2018

Claim Number: m

O W R TR T TR TR R TR I UU R
2 0018413 00029300 2 AB 0.408 SN6LNA 'T132 P6
%\g&. SSI M04 10/15 A45 18S1767C20731
RSt JULIE BRENNAN
NO 1132
3044 BARDSTOWN RD
LOUISVILLE KY 40205-3020



| Have Been Denied

A Appeal must be done within 60 days or you risk
losing original application date

A How many appeal levels are there?

Reconsideration;

" Hearing by an administrative law judge;

Review by the Appeals Council; and

|
:
| Federal Court review.

You will receive a letter about a decision on your
application, it will tell you how to appeal the decision.



SSI Denial

A Financial

I Claimant or spousal income (includes food and
shelter)
I Resources (things you own) over limindividual
$2000, Couple $3000
ALife insurance
AMoney in the bank
Alnvestments
AVehicles over 1

A Medical



SSI Request for
Reconsideration

Must be submitted within
60 days of denial.

A person who owns more
resources than allowed
0S5Ol dzasS 27
be sold quickly may still be
able to get SSI payments by
signing an agreement to sell
the resources

LINZ LIS NIi e

Form Approved
SOCIAL SECURITY ADMINISTRATION TOE 710 OMB Mo. 0960-0622

REQUEST FOR RECONSIDERATION
CLAIMANT SSN

NAME OF CLAIMANT CLAIM MUMEBER: (If different than S5M)

ISSUE BEING APPEALED (Specify if retirement, disability, hospital or medical, 551, SVB, overpayment, etc.)

I do not agree with the Social Security Administration’s (55A) determination and request reconsideration.
My reasons are:

SUPPLEMENTAL SECURITY INCOME (S5l) OR SPECIAL VETERANS BENEFITS (SVB)
RECONSIDERATION ONLY
| want to appeal your determination about my claim for SSI or SVB. | have read about the three ways
to appeal. | have checked the box below.

THREE WAYS TO APPEAL
I CASE REVIEW - You can pick this kind of appeal in all cases. You can give us more facts to add to your file.
Then we will decide your case again. You do not meet with the person who decides your case.

INFORMAL CONFEREMNCE - You can pick this kind of appeal in all 551 cases except for medical issues. In

I SVEB cases, you can pick this kind of appeal only if we are stopping or lowering your SVE payment. You will
meet with a person who will decide your case_ You can tell that person why you think you are right. You can give us
more facts to help prove you are right. You can bring other people to help explain your case.

FORMAL CONFERENCE - You can pick this kind of appeal only if we are stopping or lowering your 551 or
[C] SVB payment. This meeting is like an informal conference, but we can also get people to come in and help prove
you are right. We can do this even if they do not want to help you. You can guestion these people at your meeting.
CONTACT INFORMATION
| MAME OF CLAIMANT'S REPRESENTATIVE (If any)

CLAIMANT SIGNATURE - OPTIOMNAL

A MAILING ABDRESS |MAIL.lNG ADDRES

0KI vV Qi

CITY STATE ZIP CODE | CITY STATE ZIP CODE

TELEPHOME NUMBER (indude area code)| DATE |TELEPHONE NUMBER (indude area code) | DATE

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION

T_HAS INITIAL DETERMINATION Yes FIELD OFFICE DEVELOPMENT (GN 03102.300)
BEEN MADE? = ENo
: , [[]NO FURTHER DEVELOPMENT REQUIRED
2.15 THIS REQUEST FILED TIMELY? 1 Yes  [INo | F{REQUIRED DEVELOPMENT ATTAGHED

(If "NWQ", attach claimant's explanation for delay. Refer to O REQUIRED DEVELOPMENT PENDING, WILL

GN 03102.125) FORWARD OR ADVISE STATUS WITHIM 30 DAYS
SOCIAL SECURITY OFFICE ADDRESS AND DATE
APPEAL RECEIVED

§$5I CASES ONLY - GOLDBERG KELLY (GK)
(S102301.310) RECIPIENT APPEALED AN ADVERSE
ACTION:

| WITHIN 10 DAYS AFTER RECEIVING THE ADVANCE
NOTICE;

DAFTER THE 10-DAY PERICOD ANMD GOOD CAUSE
EXISTS FOR EXTENDING THE TIME LIMIT

[ PAYMENT CONTINUATION APPLIES AND INPUT
MADE TO SYSTEM

NOTE: Take or mail the completed original to your local Social Security office, the Veterans Affairs Regional Office in
Manila, or any 5. Foreign Service post and keep a copy for your records.
Form $SA-561-U2 (03-2015) uf (03-2015)
Pricr Edition May Be Used Until Exhausted

Claims Folder



Disability (RSDI) Denial

A Denied based on Medical facts

A Whether or not Medical Records are provided
make a difference

A Neuropsychological Evaluation
A Physician Letters



RSDI Disability Appeal

Disability Report Appeal

DISABILITY REPORT - APPEAL
SSA-3441-BK

PLEASE READ THIS INFORMATION BEFORE COMPLETING THIS REPORT

This report is used to update your infermation for your disability appeal. Completing this report accurately
helps us process your claim. Please complete as much of this report as you can,

IF YOU NEED HELP

Please do not ask your health care provider to complete this report. You can get help from other people,
such as a friend or family member. If you cannot complete this report, a Sacial Security representative
can assist you. If you make an appointment with us, please complete as much of this report as you can
and have it with you for your appointment.
HOW TO COMPLETE THIS REPORT
If you have Intemet access, you may be able to complete this report online at
www.ssa.gov/disability/appeal
If you complete this report on paper:

* Print or write clearly.

Include a ZIP or postal code with each address.

Provide complete phone numbers, including area code. If a phone number is outside the
United States, also provide International Direct Dialing (IDD) code and country code.

If you cannot remember the names and addresses of your health care providers, you may be
able to get that information from the telephone book, Internet, medical bills, prescriptions, or
prescription medicine containers

ANSWER EVERY QUESTION, unless this report indicates otherwise. You can write "don't
know,” or “none,” or "does not apply” if you need to.

If you need more space to answer any question, please use the REMARKS section on the last
page, SECTION 10. Include the number of the question you are answering

YOUR MEDICAL RECORDS

If you have any medical records that you have not given to us, send or bring them to our office with this
completed report. Please tell us if you want us to retum them to you. If you are having an interview in our
office, bring your medical records, your prescription medicine containers (if available), and this completed
report with you.

YOU DO NOT NEED TO ASK DOCTORS OR HOSPITALS FOR ANY MEDICAL RECORDS THAT YOU
DO NOT ALREADY HAVE. With your permission, we will request your records. The information that you
give us on this report tells us where to request your medical and other records.

HOW TO SUBMIT THIS REPORT

Send or bring this completed report to your local Social Security office. If you have Intemet access, you
can locate your nearest Social Security office by zip code at www socialsecurity govilocator. Our offices
are also listed under U.S. Government agencies in your telephone directory or you may call Social
Security at 1-800-772-1213 (TTY 1-800-325-0778).

Request for Reconsideration

Form Approved

SOCIAL SECURITY ADMINISTRATION TOE 710 OMB No. 0960-0622
REQUEST FOR RECONSIDERATION

NAME OF CLAIMANT CLAIMANT SSN CLAIM NUMBER (If cifferent than SSN)

ISSUE BEING APPEALED (Specify if retirement, disability, hospital or medical, 551, SVB, overpayment, etc )

Tdo not agree with the Social Security Administration's (S54) determination and request reconsideraton
My reasons are

SUPPLEMENTAL SECURITY INCOME (551) OR SPECIAL VETERANS BENEFITS (SVB)
RECONSIDERATION ONLY

I'want to appeal your determination about my claim for SSI or SVB. I have read about the three ways
to appeal. | have checked the box below.

THREE WAYS TO APPEAL

CASE REVIEW - You can pick this kind of appeal in all cases. You can give us more facts to add to your file.

Then we will decide your case again. You de not meet with the person who decides your case.

INFORMAL CONFERENCE - You can pick this kind of appeal in all $SI cases except for medical issues. In

SVB cases. you can pick this kind of appeal only if we are stopping or lowering your SVB payment. You will

meet with a person who will decide your case. You can tell that person why you think you are right. You can give us

more facts to help prove you are right. You can bring other people to help explain your case.

FORMAL CONFEREMCE - You can pick this kind of appeal only if we are stopping or lowering your SS1 or
VB payment. This meeting is like an informal conference, but we can also get peaple to come in and help prove

you are right. We can do this even ff they do not want to help you. You can question these people at your meeting

CONTACT INFORMATION

CLAIMANT SIGNATURE - OPTIONAL [NAME OF CLAIMANT'S REFRESENTATIVE (If any)
MAILING ADDRESS [MAILING ADDRESS

Iy STATE ZIP CODE [CImyY STATE ZIP CODE
TELEPHONE NUMBER (include area code)| DATE ‘TELEPHONE NUMBER (indude area code) | DATE

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION

T HAS INITIAL DETERMINATION Yes FIELD OFFICE DEVELOPMENT (GH 03102.300)
BEEN MADE? = Hie

| BEENMADET v No | INO FURTHER DEVELOPMENT REQUIRED

2.15 THIS REQUEST FILED TIMELY? [I¥es  [1NO | |REQUIRED DEVELOPMENT ATTACHED

(IF "NG™ attach claimant's explanation for deiay. Refer ta [JREQUIRED DEVELGPMENT FENDING, WILL

GN 03102.125) FORWARD OR ADVISE STATUS WITHIN 30 DAYS

SOCIAL SECURITY OFFICE ADDRESS AND DATE SS1 CASES ONLY - GOLDEERG KELLY (GK)
APPEAL RECEIVED (S102301.310) RECIPIENT APPEALED AN ADVERSE
ACTION

[m] WITHIN 10 DAYS AFTER RECEIVING THE ADVANCE
NOTICE,;

[JAFTER THE 10-DAY PERIOD AND GOOD CAUSE
EXISTS FOR EXTENDING THE TIME LIMIT

[ PAYMENT CONTINUATION APPLIES AND INPUT
MADE TO SYSTEM

NOTE: Take or mail the completed original to your local Social Security offics, the Vieterans Affairs Regional Offics in

Manila, o any U.S. Forsign Service post and keep a copy for your records.

Form SSA-561-U2 (03-2015) uf (03-2015)

Prier Edition May Be Used Until Exhausted

Claims Folder



Do | need an attorney to apply or
appeal?
A An attorney can assist will all stages of the

application/appeal processbut it is not free

A Most applications can be initiated and
managed independently.

A Appeals after the initial Request For
Consideratiorg attorney may be beneficial as
It Involves the legal processes




What Is The ABI Walver

The Acquired Brain Injury (ABI) waiver was developed to serve
Kentucky residents age twengne (21) to sixtyfive (65) who have
an acquired brain injury.

The goal of the ABI waiver program is to rehabilitate and
reintegrate individuals with an acquired brain injury into the
community with the availability of existing community resources
when discharged from the ABI waiver program..



Kentucky Acquired Brain Injury
Medicaid Waivers

Acquired Brain Injury Acute Acquired Brain Injury Long

Wavier (ABI) Term Waiver (ABI LT)
A For adults with an acquired brain A For adults with an acquired brain
Injury who can benefit from Injury who have reached a
Intensive rehabilitation services plateau in their rehabilitation

A Focuses on assisting participants level
to reenter the community and A They require maintenance

function independently services to live safely in the
A Short term rehabilitative program ~ community and to avoid
in nature Institutionalization

PLEASE NOTE: All waivers are currently under review and it is unknown at this time
how upcoming changes will alter this information
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Waliver Services

ABI

Case Management

Personal Care

Companion Services

Respite

Environmental Modifications
Behavior Programing
Counseling and Training
Structured Day Program
Specialized Medical Equipment and Supplies
Prevocational Services
Supported Employment
Occupational Therapy

Speech and Language Services
Supervised Residential Services

i (Excluding room and boagiseparate
application process)

To Po Bo o o o Io Io Io Io Do Do Do Do Do Do Do

ABI LT
Case Management
Community
Respite

Adult Day Health Care

Adult Day Training
Environmental Modifications
Behavior Programing
Counseling/Group Counseling
Specialized Medical Equipment and Supplies
Prevocational Services
Supported Employment
Physical Therapy
Occupational Therapy
Speech Therapy

Nursing Supports

Family Training

Supervised Residential Care

i (Excluding room and boagiseparate
application process)
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ABI and ABI LT Walver Eligibility

At least 18 years of age

I This allows adults who had their injuries before 18 to apply for adult
services if appropriate

I Must have adult social security disability to meet Medicaid
requirement

Meet nursing facility level of care
Ranch Level IV or above

Have a primary diagnosis of an acquired brain injury (ABI and TBI) which
necessitates supervision, rehabilitative services and long term supports

Expected to benefit from waiver services
Eligible for Adult Medicaid for ABI Waliver
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907 KAR 1:022

Low Intensity Nursing Care (criteria equivalent to the former intermediate care patient status standards). Medicaidradigidleals
shall qualify for low intensity patient status when the individual requires, unrelated teapgeopriate dependencies with respt to a
minor, intermittent high intensity nursing care, continuous personal care or supervision in an institutional setting.rg thmaki
decision as to patient status, the following criteria shall be applicable: () An individual with a stable medical ceaugiti
intermittent high intensity services not provided in a personal care home shall be considered to meet patient status.

An individual with a stable medical condition, who has a complicating problem which prevents the individual from caiingefbirh
an ordinary manner outside the institution shall be considered to meet patient status. For example, ambulatory cardiac and
hypertensive patients may be reasonably stable on appropriate medication, but have intellectual deficiencies preventisgogafe
seltmedication, or other problems requiring frequent nursing appraisal, and thus be considered to meet patient status.

An individual with a stable medical condition manifesting a significant combination (two (2) or more) of the followingexdrstrall
be determined to meet low intensity patient status when professional staff determines that such combination of needs a&n be m
satisfactorily only by the provision of intermittent high intensity nursing care, continuous personal care or supenasimsiitutional
setting:

(1) Assistance with wheelchair;

(2) Physical or environmental management for confusion and mild agitation;

(3) Must be fed;

(4) Assistance with going to bathroom or using bedpan for elimination; (5) Old colostomy care;

(6) Indwelling catheter for dry care;

(7) Changes in bed position;

(8) Administration of stabilized dosages of medication;

(9) Restorative and supportive nursing care to maintain the resident and prevent deterioration of his condition;

(10) Administration of injections during time licensed personnel is available;

(11) Services that could ordinarily be provided or administered by the individual but due to physical or mental conmbtioapsble
of selfcare;

(12) Routine administration of medical gases after a regimen of therapy has been established.



ABI/ABI LT Waliver Exclusions

The following conditions are no considered acquired brain injuries requiring specialized
services

A A stroke treatable in a nursing facility providing routine rehabilitation services

T Pathways at Louisville East is the only skilled nursing level program with a contract with Medicaid
A Considered specialized salute program
A Short Term in nature
A Not set up for Long Term Care

A A spinal cord injury with non known or obvious injury to the intracranial central nervous
system

Progressive dementia or other mentally impairing condition of a chronic nature such as
senile dementia, organic brain disorder, Alzheimer's Disease, alcoholism or other
addition

Depression or psychiatric disorders with no known or obvious central nervous system
damage

Condition which causes an individual to pose a level of danger or aggression which
cannot be managed and treated in the community setting

Intellectual Disability not associated with an acquired brain injury
Birth Defects

o

To Do Do D>



Application Assistance

AABI Case Manager
https://chfs.ky.gov/agencies/dms/dca/abib/Documents
[ABIABI1%20LTCServiceProviders.pdf

A Community Mental Health Centers
http://dbhdid.ky.gov/cmhc/default.aspx

AArea Agency on Aging
https://chfs.ky.gov/agencies/dail/Pages/aaail.aspx



https://chfs.ky.gov/agencies/dms/dca/abib/Documents/ABIABI LTCServiceProviders.pdf
https://chfs.ky.gov/agencies/dms/dca/abib/Documents/ABIABI LTCServiceProviders.pdf
http://dbhdid.ky.gov/cmhc/default.aspx
https://chfs.ky.gov/agencies/dail/Pages/aaail.aspx

Traditional

A Services must be received through approved
an approved providec list available

I https://chfs.ky.gov/agencies/dms/dca/abib/Docu
ments/ABIABI%20LTCServiceProviders.pdf

I Assisted by an approved ABI Case Manager


https://chfs.ky.gov/agencies/dms/dca/abib/Documents/ABIABI LTCServiceProviders.pdf
https://chfs.ky.gov/agencies/dms/dca/abib/Documents/ABIABI LTCServiceProviders.pdf
https://chfs.ky.gov/agencies/dms/dca/abib/Documents/ABIABI LTCServiceProviders.pdf

ParticipantDirected Services

A Participant Directed Servicegarticipants can hire their own
employees to provide their nemedical, noAresidential services
I Assisted by a support broker through
A Community Mental Health Centelstp://dbhdid.ky.gov/cmhc/default.aspx
A Area Agency on Agirdtps://chfs.ky.gov/agencies/dail/Pages/aaail.aspx

I Community GuideProvidessupport to an individual whaises the
PDS program

I Community Living Supportsielp with personal care and
homemaking needs

I Day TrainingDesigned to help an individual participate in meaningful,
daily routines within the community

I Goods and Serviceiems, equipment or services designed to reduce
the need for personal care, increase the ability to live independently
and/or increase safety while living at home

I Respite:Provides a shorterm break for primary, unpaid caregivers.
I Supported EmploymentProvides helping finding and retaining a job



http://dbhdid.ky.gov/cmhc/default.aspx
https://chfs.ky.gov/agencies/dail/Pages/aaail.aspx

Blended Services

A Participants can receive some services
through traditional service provider agencies
while using the PDS for their nonedical,
non-residential services



Application

Completed Medicaid Waiver application
ABenefindSelf Service Portahttps://benefind.ky.qov/

Welcome to benefind

benefind allows Kentucky's families to easily access R -
public assistance benefits and information 24/7 Check for Eligibility Let's Get Started

through an online application and account. The goal
of Kentucky's public assistance programs is to build
strong families and obtain services such as food, cash
and medical assistance to become self-sufficient. You
can use benefind from any computer that has internet

When you submit your application or report a change, the
information will be sent to the Department for Community
Based Services (DCBS) for processing. An interview may be
needed to obtain any other information needed to determine

access. .
your eligibility.

If you do not want to utilize benefind, you may also make an

Assistance Programs o
application or report a change by:

« Supplemental Nutrition Assistance Program

(SNAP) - helps individuals and families stretch their Contact the DCBS Family Support Call Center at 1-855-306-
food budget and buy healthy foods. 8959
SNAP Overview Mail or fax a hardcopy application to
« Kentucky Transitional Assistance Program (KTAP) -
provides cash assistance to families with children DCBS Family Support
to help pay for basic needs such as rent, utilities, P.O. Box 2104
and other household expenses. Frankfort KY 40602
« Medicaid - offers assistance to help cover costs for Fax Number: 502-573-2007
needed medical care including preventive health
care. Click here if you would like to get help from people in Kentucky
«+ Child Care Assistance Program - offers assistance trained to help you enroll.

to working families to pay for Child Care services.
If you are applying for SNAP, KTAP or Medicaid benefits on

How can benefind help me? behalf of someone else, click on this button

Through benefind, individuals and families can: .
« Prescreen to determine if you and your family Let's Get Started

may be eligible for benefits;



https://benefind.ky.gov/

Records

A Hospital discharge summary and MRI/CT
records documenting the brain injury

A If injury is older and records no longer
available letters from treatinghyscianghat
know of injury may be accepted, or a new
scan that shows the injury site
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Medicaid Form

AMAP 115
2 AGSNI { SNIBAOSA t KearaOAl yQa
Recommendation



