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This application may only be used for patients admitted to the hospital on or after 12/31/2020. 
Has a long term care application been submitted for the patient to Oklahoma Human Services (OKDHS) since the hospital admittance date?
If yes, follow up with the local OKDHS county office and do not proceed with the presumptive eligibility application. 
Patient Information
Gender
Does the patient have an existing OKDHS case number?
Do you anticipate the patient's disability lasting for at least 12 months?
Does the patient wish to enter a long-term care facility?
When yes:
Medical Presumptive Eligibility
Can the patient meet their own daily needs or have adequate support(s) available to meet current daily needs if discharged to home setting?
If yes, the patient does not meet presumptive medical eligibility. 
Health Condition Status
Please check the box that describes patient health status:
in a stable-controlled state. 
Functional Tasks
Check the box that describes patient's ability to meet each Functional Task in A and B. 
Functional Tasks A
Independent
Needs help
1. Dressing
2. Grooming
3. Bathing
4. Eating
5. Transfer
6. Mobility
7. Toileting
8. Changing appliances/incontinent supplies
Functional Tasks B
Independent
Needs help
1. Answers phone and responds appropriately
2. Makes phone calls and responds appropriately
3. Shopping/errands
4. Arranges transportation
5. Prepares meals
6. Laundry
7. Housekeeping
8. Heavy chores (yard-home)
9. Manages medication
10. Manages money
Patient must need help with at least four Functional Tasks A AND six Functional Tasks B to meet Presumptive "Medical Level of Care" Eligibility; 
OR
Patient must need help with four Functional Tasks A OR six Functional Task B AND changing-chronic or worsening health conditions to meet Presumptive "Medical Level of Care" Eligibility. 
Financial Presumptive Eligibility
Check all that apply.
Citizenship Status
years from the date of entry. The alien must be lawfully admitted for permanent residence, a parolee, an asylee, or a refugee. 
Residence Status
Categorical Relationship
Supplemental Security Income.
Income
Income is all the money received each month prior to any deductions. Types of income include money earned from working for someone else, working for yourself, and any unearned income.  
 
Some types of unearned income are: child support, Social Security, Supplemental Security Income (SSI), State Supplemental Payment (SSP), Temporary Assistance for Needy Families (TANF), Tribal TANF, veteran's benefits (including a pension, disability compensation, retirement, Aid and Attendance, and/or veteran's benefits for dependents, or a deceased family member's benefit, unemployment benefits, military allotments, alimony, gambling or lottery winnings, Workers' Compensation, contributions, student income, interest, dividends, pension or retirement income from any source, rental income, foster care or adoption subsidy payments, income from mineral rights or oil and gas leases, and personal loans. 
Based on the information above, what is the total amount of income the patient receives each month? 
Resources
resources are less than $28,076. 
A resource is anything the patient owns, owns jointly with someone else, or is buying that can be sold, traded, or changed into cash. Do not report personal property, such as jewelry, furniture, household appliances, or clothing. 
Has the patient sold, deeded, or given away any resource, such as those listed above in the past five years? 
Check the boxes for the resources the patient or spouse has and enter the value or balance on the line provided:
*Is life insurance or prepaid policy irrevocably assigned to a funeral home?
If yes, do not include the value in the total resource amount below.
**One vehicle may be exempted if used for transportation. 
Total Resource amount
If the patient meets all five of the financial eligibility categories above, the patient meets presumptive financial eligibility. 
Voter Registration Information
If you are not registered to vote where you live now, would you like to apply to register to vote here today?
If you do not check a either box, you will be considered to have decided not to register to vote at this time.  OKDHS staff will give or mail you the Oklahoma Voter Registration Application.
1. Applying or declining to apply to register to vote will not affect the amount on assistance that you will be provided by this agency.  
2. If you want help filling out the voter registration application form, we will help you.  The decision to seek help is yours.  You may fill out the form here in private or you may take it with you to fill out later.
3. If you decline to apply to register to vote, the fact that you have declined will remain confidential and will be used only for voter registration purposes.
4. If you apply to register to vote, the location at which you submit your application form will remain confidential and will be used only for voter registration purposes. 
5. If you do not check a box on this form and/or refuse to sign this form, you will be given a copy of the voter registration application form to take with you when you leave today.
6.If you believe that someone has interfered with your right to register or to decline to register to vote, with your right to privacy in deciding whether to register or in applying to register, or with your right to choose your own political party or other political preference, you may make a complaint to the Oklahoma State Election Board. Mailing Address: Oklahoma State Election Board, PO Box 53156, Oklahoma City, OK 73152 E-mail address: info@elections.ok.gov Telephone: (405) 521-2391.
7. If you fill out the application form here today, we will accept it and submit it to election officials for you. If you take the form with you to fill out later, you can return it here. We will accept and submit it for you, or you can mail it to the State Election Board yourself. 
Signature
By signing this application, I:
declare under penalty of perjury that all of the information I give to OKDHS to complete this application is true and correct;authorize the release of information, documents, or forms to OKDHS from persons, businesses, banking institutions, public or private organizations, federal or state agencies, including person or business income tax returns to determine my eligibility for long term care or the accuracy of vendor payments made on my behalf;understand that the name and Social Security number I provided will be used to obtain information from other state and federal agencies;give OKDHS permission to share my information with other agencies in order to get help for me;understand the Oklahoma Health Care Authority (OHCA) has the right to make payments from SoonerCare (Medicaid) directly to doctors or other medical providers for health services I receive while on assistance; andtransfer, assign, and authorize payment to OHCA all claims I have or may have against health insurance or liability insurance companies, or any third parties for all payments for medical services made by OHCA for me. 
Presumptive Eligibility Determination
I certify that this patient is both medically and financially eligible for presumptive eligibility. 
Form Routing
Fax the completed application to (405) 230-8019.
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