
DRS-383-04/15       Eligibility/Ineligibility Determination

for

Independent Living Services

Applicant’s Name: 

If a significant disability cannot be verified in PART 1, the applicant is not eligible.  Skip to PART 4.

	PART 1  -  List disability(s):

Primary: _____________________ Secondary: ____________________

CIL staff has document the presence of a significant disability listed above by at least one of the following methods. (check at least one & explain/verify):

____ Observable significant disability (explain)

____ Medical or psychological report of significant disability (source and date of report)

____ SSI or SSDI verification of significant disability (method verified)

____ Current client of vocational rehabilitation who has a 
significant disability (method verified)

____ Other (i.e. If in Special Education, copy of IEP)



If there is no substantial functional limitation, the applicant is not eligible.  Skip to PART 4.

	PART 2  -  The CIL has documented that the applicant has a substantial functional limitation(s) which impairs the applicant’s ability to function independently in the family, community or to maintain or advance in employment.  (explain)




If there is no IL service that will be of benefit, the applicant is not eligible.  Skip to PART 4. 

	PART 3  -  The CIL has documented that the following independent living services will improve the applicant’s ability to function in the family, community, or to maintain or advance in employment.  (List IL services that will benefit consumer).




PART 4  -  CIL staff must check one statement below, sign and date:

____ I have determined that the applicant IS ELIGIBLE for IL services.

____ I have consulted, or provide a clear opportunity for consultation, with the applicant or representative and have determined that the applicant is NOT ELIGIBLE for IL services.  I will also provide:

1.
provided written notification of the action taken in an accessible format; and 

2.
provided an explanation of the availability, purpose and how to contact CAP in an accessible format.

This decision will be reviewed within 12 months or when the CIL determines the applicant’s situation has changed, unless the applicant refuses the review, no longer present in the State or whereabouts are unknown.

Staff Signature: _______________________________  Date:_________

See Attachment 1 for instructions and sample

