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SCHEDULE

1:00 Medicaid Application—Workshop
F Initiating with DHS
F The application itself
F Communication with DHS and the client
F Income Cap Trust (ICT) Schedule B calculations
F Practical approaches
F Appeals and denials
There will be one 15-minute break.

3:30 Updates to Medicaid Policy

3:45 Adjourn

FACULTY

Moderator: Rebecca Kueny, Kueny Law LLC, Salem. Ms. Kueny devotes most of her practice to estate 
planning and elder law issues, including protective proceedings and long-term care planning. She is 
chair of the Oregon State Bar Elder Law Section CLE Committee, assisting with continuing education on 
protective proceedings, long-term care planning, and elder law. She is a Nationally Certified Guardian 
and an accredited attorney with the Department of Veteran Affairs. Ms. Kueny is a member of the 
Oregon Women Lawyers, the Special Needs Alliance, the Marion County Bar Association Board of 
Directors, and the Marion County CourtCare Board of Directors.

Alana Hawkins, Kueny Law LLC, Salem. Ms. Hawkins focuses her practice on long-term care 
planning, estate planning, probate, guardianships/conservatorships, and Social Security disability. She 
is secretary of the Oregon State Bar Elder Law Section.

Julie Meyer Rowett, Yazzolino & Rowett LLP, Portland. Ms. Rowett’s expertise includes estate planning 
and administration, protective proceedings, special needs planning, Medicaid, and planning for long-
term care. She is past chair of the Oregon State Bar Elder Law Section and an active member of the 
Oregon State Bar Estate Planning and Administration Section, the National Academy of Elder Law 
Attorneys, and the Academy of Special Needs Planners. She is a frequent presenter at continuing legal 
education events, presenting on diverse topics such as Medicaid, income cap trusts, and guardianships 
and conservatorship. She is a 2013 recipient of the Multnomah Bar Association Senior Law Project 
Volunteer of the Year award.

Jennifer Trundy, Rose Elder Law LLC, Lake Oswego. Ms. Trundy focuses on estate planning, long-
term care planning, and Medicaid qualification. Her professional background is in real estate, hospitality, 
and nonprofit, and she has served as a Municipal Planning Commissioner for the City of Canby.
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Medicaid 
Boot Camp

Medicaid application workshop
Julie Meyer Rowett, Oregon Elder Law –Yazzolino & Rowett, LLP 

(Portland)
Alana J. Hawkins, Kueny Law LLC (Salem & Lake Oswego)

Jennifer A. Trundy, Rose Elder Law LLC (Lake Oswego)

Overview of the application process

• Initiating with DHS
•The application itself
•Communication with DHS and the Client
• Income Cap Trust Schedule B
•Appeals and Denials
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Initiating with DHS- Differences Between Counties

• Overview of the Screening Process
• Differences between Counties

• Multnomah - phone
• Clackamas – phone or email screening form (see materials) 
• Washington - phone
• NWSDS Counties – phone(nwsds.org; information.nwsds@nwsds.org)

• Marion
• Polk
• Yamhill
• Clatsop
• Tillamook

Finding your 
local DHS 
office

• https://www.oregon.gov/dhs/offices/pages
/self-sufficiency.aspx

https://www.oregon.gov/dhs/offices/pages/self-sufficiency.aspx
https://www.oregon.gov/dhs/offices/pages/self-sufficiency.aspx
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Clackamas 
County 

Screening Form

Northwest 
Senior and 
Disability 
Services 
(NWSDS)

Marion Co.
Polk Co.
Yamhill Co.
Clatsop Co.
Tillamook Co.

NWSDS is an intergovernmental agency that contracts 
with the state of Oregon to deliver services to seniors 
and adults with physical disabilities.

To start an application for Medicaid services: Call 
NWSDS' local office in the county where the Medicaid 
applicant resides.

Email the MSC 0231 (Authorized Representative Form) 
to information.nwsds@nwsds.org prior to the 
application, or be prepared to email the form to the 
case worker at the time of the financial screening.

The AVS Form may also be filled out prior to the 
application to be emailed to the financial screening 
case worker
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*Practical Tip #1
Every county has their own strengths, quirks and 
systems, keep notes on how the process works for the 
counties you work with.

*Practical Tip #2
Keep good notes, the clock starts on the date of first 
contact. It may take days, weeks or months to get 
through the application process but payment and 
penalty periods are retroactive based on the first date 
of contact.

QUESTIONS?

The Application Itself

• The “Old School” paper application
• This is the way many applications were done prior to the 

introduction of the ONE system February 1, 2021. Review the 
sample in your materials so you are prepared for the information 
you will need.

• The ONE system
• ONE.Oregon.gov

• Phone Financial Intake
• Block 1 hour for a single person and 2 hours for a married couple.
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Paper 
Applications

OHP 7210

OLD Form SDS 0539A

NEW Form OHP 7210
• Application screens for multiple benefit programs.
• Maintain "big picture" as you complete the application.
• If you don't know every answer, fill out what is known, the 

case worker will circle back if that missing information is 
required/necessary.

• Print out additional pages if necessary and/or attach 
additional pages.

• Similarly, leave pages blank if they are unnecessary or 
"strike out" those pages.

• Treat the "Appendix A" section like they are exhibits for 
your application.
• If something is not covered on the application, provide 

information in the Appendix A.
• Use a cover letter to summarize what you wish to draw 

attention to on the application (I.E. Transfers to disabled 
children, caregiving children, disqualification).

• Include CSRA information as an additional exhibit in the 
Appendix A.

*Practical Tip #3
Use an internal form for gathering information so you 
have the answers to all the questions. 

*Practical Tip #4
Be sure you have as much documentation as you 
need. Different DHS case managers request different 
items, some want a POA every time- Others never ask.
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Communication with DHS

• You can communicate via phone or email. Some counties use a 
secure system where you need to create a login.

• Self-Attestation
• Written Correspondence vs. Phone/Verbal Correspondence

• You will communicate with the Screener, the scheduler, the 
financial intake worker, the medical/CAPS assessment case 
manager and the case manager. You might need to escalate to a 
lead or supervisor.

• Keep track of deadlines DHS has 45 days to complete the 
application process or extend it, if they don’t extend it in the 
system, ONE will send a denial letter. If it is getting close to the 45 
days reach out to your contacts.

Communication 
with your Client

Manage expectations both of 
how often you will update them 
and the steps in the process. 

Determine the best and quickest 
way to get documentation and 
information from them. Do they 
have someone to help with 
technology? 

How to talk to the case manager 
during the CAPS assessment and 
who should talk to them. 
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Communication 
with the Care 
Community

Make sure they have a Medicaid or 
PACE/Elderplace contract.

• If you are working with Elderplace, sometimes it take a little 
bit longer to get things set up, because Elderplace has its 
own application process that is completed after Medicaid 
eligiblity is confirmed.

Talk to them about your client paying estimated 
R&B and Liability once they are “Medicaid 
Pending”

Update them if the case is dragging out.

Let them know if they should expect a call 
regarding CAPS. 

*Practical Tip #5
Remember you represent your Client, and yet you may be working 
with various family members to collect necessary documents.

*Practical Tip #6
DHS case manager have a full schedule, they are busy and stressed 
out, Be Nice!

*Practical Tip #7
Set expectations with your Client, it is not a fast process. There can 
be weeks between the different stages.

*Practical Tip #8
If you have the client sign the 231 (Authorized Representative form) 
and the AVS (Account Verification System form) it will save you time.
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Income Cap Trust
This section on Income Cap 
Trusts was written and used in 
the Preparing the Canvas: 
Medicaid Eligibility Standards 
and Practices section of the 
2021 Elder Law CLE The Art of 
Elder Law: A Broad Brushstroke 
Overview. We have updated 
some of the materials where 
rules or numbers have changed. 
A huge thank you Ekua 
Hackman and Julie Nimnicht, 
the writers of this portion of our 
materials, for allowing us to use 
their well written and eloquent 
material.

Income Cap: If the Medicaid applicant’s countable monthly income is more 
than the current income cap ($2,523/month gross) he or she will need an 
Income Cap Trust in order to qualify for Medicaid. OAR 461-145-0540(10)(c).

Irrevocable: The Income Cap Trust is an irrevocable living trust agreement. All 
of the Medicaid applicant’s monthly income is deposited into an account 
held in the name of the Income Cap Trust. The trustee of the Income Cap Trust 
is then allowed to make certain distributions from the trust to or for the benefit 
of the Medicaid applicant. These distributions are outlined in a later slide. The 
balance of the monthly income must be used to pay for the Medicaid 
applicant’s care costs. Medicaid then steps in to pay for the balance of what 
the Medicaid applicant’s share couldn’t cover.

EIN: Despite the fact that the Income Cap Trust is irrevocable, practitioners 
differ on whether or not to obtain a separate Taxpayer Identification Number 
(also called an Employer Identification Number, or EIN). Some choose to do so 
in order to ease the process of opening bank accounts in the name of the 
Income Cap Trust, as many banks require EINs whenever they see an 
irrevocable trust of any shape, size, or flavor. Alternatively, because the 
Income Cap Trust is, in fact, a grantor trust many practitioners choose to use 
the grantor’s social security number. The choice does not seem to have any 
bearing on Medicaid eligibility.

The Distribution Plan: 
The Income Cap Trust 
provides a schedule 
for the monthly 
distribution of the 
Medicaid recipient's
income. "Schedule B"

Personal Needs Allowance – OAR 461-145-0540(10)(c)(C)
• Nursing home residents are allowed $68.77 per month as a personal needs allowance. OAR 461-

160-0620(3)(c)(A). Note that a Medicaid applicant who receives VA benefits can be allowed up 
to $90 per month as a personal needs allowance. OAR 461-160-0620(3)(c)(B).

• For applicants living in community-based care settings, their monthly personal needs allowance is 
currently set at $187.00, which is indexed to increase annually.

Room and Board – OAR 461-145-0540(10)(c)(C)
• If the applicant is receiving community-based care, he or she is expected to pay $654.00 per 

month toward his or her room and board costs. This amount is indexed to increase annually.

Reasonable Administrative Costs – OAR 461-145-0540(10)(c)(D)
• The trust allows for the use of trust funds to pay for costs incurred in the administration of the 

trust. “Reasonable administrative costs” include trustee fees, bank service charges, copy and 
postage expenses, tax preparation and accounting fees, future legal expenses, income taxes 
attributable to trust income, and conservatorship/ guardianship fees and costs. The trustee may 
only expend a total of $50 from the trust per month on these expenses.

Community Spouse and Family Monthly Maintenance Needs Allowance - OAR 461-145-
0540(10)(c)(E)
• The trust can allocate some of the income each month to the community spouse (the spouse not 

receiving Medicaid benefits) in order to help ensure that he or she has enough to get by from 
month to month. If the community spouse’s monthly income is insufficient to pay his/her monthly 
living expenses, then a portion of the Medicaid recipient spouse’s income can be distributed 
each month to the community spouse. The minimum monthly maintenance needs allowance 
(MMMNA) the community spouse can receive is $2,177.50 per month. If the community spouse 
has high enough costs of living then the amount can be increased to $3,435.00 per month. In 
cases of great need this amount can be increased even higher by court order.

Medicare and Other Private Medical Insurance Premiums – OAR 461-145- 0540(10)(c)(F)
• The Medicaid recipient’s insurance premiums for Medicare and other supplemental health 

insurance policies may also be paid from the Income Cap Trust.
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The Distribution Plan 
continued....

Other Incurred Medical Costs – OAR 461-145-0540(10)(c)(G)
• Those medical costs allowed under OAR 460-160-0030 and 461-150-0055 may be paid from the 

Income Cap Trust. These include medical and dental care, psychotherapy, rehabilitation services, 
hospitalization, outpatient treatment, prescription drugs and over-the-counter 
medications, medical supplies and equipment, dentures, hearing aids, prostheses, and prescribed 
eyeglasses. As you can see, most medical expenses can be covered by the Income Cap Trust. If 
there are too many medical expenses in a given month for the Income Cap Trust to cover, then 
an installment plan may be set up and paid from the Income Cap Trust for as many months as is 
necessary until the medical expense has been paid in full.

Contributions to Reserves for Child Support, Alimony, and Income Taxes – OAR 461-145-0540(10)(c)(H)
• If the Medicaid applicant is responsible for child support and/or alimony obligations these costs 

can be paid from the Income Cap Trust. Income taxes can also be paid from the Income 
Cap Trust.

Monthly Contributions to Reserves or Payments for the Purchase of Irrevocable Burial Plan – OAR 461-
145-0540(10)(c)(I)
• The Income Cap Trust can pay for a pre-arranged, irrevocable burial plan, so long as the plan’s 

value does not exceed $5,000.

Contributions for Home Maintenance – OAR 461-145-0540(10)(c)(J)
• If the Medicaid applicant plans to return to his or her residence, then the Income Cap Trust can 

make contributions to a reserve or payments for home maintenance. In order to make these 
payments the applicant must meet the criteria of either OAR 461-160-0630 or OAR 461-155-0660.

• OAR 461-160-0630 allows the Income Cap Trust to make monthly payments for up to six months if 
the individual would not be able to afford to keep the home or rental property without the 
deduction and the applicant’s physician documents that it is likely that the applicant will 
be medically able to return home within the next six months. Additionally, the department must 
determine that maintaining the home is consistent with the individual’s care needs. The amount 
of the deduction is the total of the individual’s housing cost, including taxes 
and homeowners insurance, plus the limited standard utility allowance for the SNAP program.

OAR 461-155-0660 allows for a temporary accommodation allowance in some limited circumstances if the 
Medicaid applicant has temporarily entered a qualifying long-term care situation, cannot afford to keep his 
or her residence without the additional allowance, will be able to return to the residence within six months 
of moving into the qualifying long-term care situation (this must be confirmed in writing by a medical 
professional), and the residence will accommodate the care

Sample 
"Schedule B"
Community Based Care

• Gross Monthly Income: $3,750.00

• Personal Needs Allowance: ($187.00)

• Room & Board: ($654.00)

• Administrative Costs (Trustees Fee): ($50.00)

• Community Spouse (LDS): ($500.00)

• Medicare Premium (Part B): ($170.10)

• Health Insurance Premium (Medicare Supplement): ($150.00)

• Patient Liability: $2,888.90

• Amount Due to Facility (Patient Liability + Room & Board): $2,542.90

In Home Care and all PACE applicants no longer have client 
liability!

• This is brand new as of January 2022, expect changes and 
differences in how counties are interpreting and 
implementing this new policy.
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*Practical Tip #9
Prepare your client to open an ICT. Not all banks and/or bank 
representatives have encountered an ICT. The account may be 
opened under the Grantor's SSN. US Bank does not open ICT accounts.

*Practical Tip #10
The use of OIMs can help cover the cost of private pay to care 
facilities. This is possible with or without an ICT.

*Other Considerations
• Excess Client Liability – Married Couples
• Consider providing a sample letter to the EAU for clients to send 

excess ICT Funds

Denials and Appeals

• OAR 461-115-0190 (requirement to process applications within 45 
days)

• An incorrect resource assessment can and should be appealed.
• Request for Administrative Hearing Form (0443)
• Tips for completion
• Where to send the appeal
• Follow-up and confirmation of referral to hearings
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*Practical Tip #11
Appealing the Department's lack of processing can 
be an effective tool to escalate a case to policy. If 
the Department has failed to act on a resource 
assessment, copy the worker, the worker's supervisor 
and Bill Brautigam. Often, this results in quick 
resolution of the case.

*Practical Tip #12
Don't be afraid of the administrative hearing process. 
Notices that are factually incorrect should be 
appealed.

*Practical Tip #13
Administrative hearings are fact finding forums. 
Traditional rules of evidence do not apply. A hearing 
memorandum is essential to narrow down the issues 
and to draw attention to specific rules/policies for 
the Administrative Law Judge. Reach out to other 
Elder Law attorneys if you have questions.

Wrap up and Questions
Thank you
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Oregon Medicaid Long Term Care Application Process Basic Timeline 

1. Compile intake materials 
a. Application 
b. Financials 
c. Checklist 
d. ICT if required 
e. POA 
f. It is helpful to have the 231, rights and responsibilities, and AVS forms signed.  

2. Start screening process – this is your first date of contact and starts the clock. Options: 
a. Complete application in ONE system 
b. Call county screening line 
c. Call ONE screening line 
d. Email screening form (if the county allows it)  
e. Send paper application into county 

3. Document the screening date in your notes and let your client know.  
4. Wait for screener to call  
5. Complete screening (this usually only confirms basic identifying information and medical 

condition and takes 10-15 minutes) If you have a case with a gift/penalty let them know this so 
they assign a more experienced intake worker. They should provide a case number. Note this.  

6. Schedule financial intake and email in 231, AVS and R&R if you have them 
7. Complete financial intake 

a. They will ask for assets, income, medical ADLs (these will be covered more thoroughly in 
the CAPS -Medical/Functional Assessment.)  

b. Let them know who to contact for CAPS Assessment – name and phone number 
c. They will ask veteran status, ethnicity, tax filing status etc. Have recent bank accounts and 

balances available and all gross income.  
d. They will ask for documentation it varies depending on case worker as to what they ask 

for.  
e. If you didn’t get a case number before, get one now.  
f. They should assign a case worker – get their contact information 

8. Email any supporting documentation that the intake worker requests.  
9. Let client/family know to expect a call from the caseworker to schedule the medical/functional 

assessment.  
10. If they have Medicaid Pending status, let the family know. At this point I usually let the 

community know and ask that client be allowed to start paying estimated liability.  
11. Let client/family know that they may receive an approval/denial letter in the mail, discuss what 

this looks like and let them know that they will probably see some services denied and not to 
panic.  

12. Follow up if you haven’t heard back in 7-10 days.  
13. Follow up again.  
14. When application is approved let the client/family know and let the community know what 

liability is.  
15. If they needed an ICT discuss how to fund it and timelines to do so. 
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MSC 0231 (04/20) Page 1 of 3

Program: Branch: Case number: 

Case name: Worker ID: 

Authorized Representative and Alternate Payee 
You may choose someone to be an authorized representative, alternate payee or both. Please  
use this form to tell us about the person you have chosen. You must sign this form. The authorized 
representative and/or the alternate payee must also sign this form. This form will be used to inform 
you if an alternate payee is chosen for you by the Department of Human Services (DHS). 

Client’s name: Date of birth:

Client’s Social Security number, case number or OHP ID number:

Assigning an authorized representative 
Rights and liability of an authorized representative 

An authorized representative may do things such as the following for the client(s): Sign and submit 
applications and renewals, report changes, and receive copies of notices and other communication. 

An authorized representative acts on behalf of the client(s) for the DHS and Oregon Health 
Authority (OHA) programs they apply for or receive (except the Temporary Assistance for 
Domestic Violence Survivors program and in some cases long-term care services). This will 
apply to all clients on the case. The authorized representative listed on this form will replace any 
previously designated authorized representatives on the case. 

The person or organization that is chosen as the authorized representative will remain the 
authorized representative until: 

• A client on the case tells DHS or OHA that they want to end this approval; or
• The authorized representative tells DHS or OHA that they want to end this approval; or
• The person or organization is no longer permitted to act as the client’s

authorized representative

If the authorized representative gives wrong or incomplete information to DHS or OHA and the 
information results in an overpayment, the clients and any other liable parties will have to pay back 
what they should not have received. If the authorized representative knowingly withholds or gives 
wrong information, the authorized representative will also have to pay it back. 

The authorized representative must maintain the confidentiality of any information provided by DHS 
or OHA regarding anyone listed on the application or case as well as adhere to any other relevant 
state and federal laws concerning conflicts of interest and confidentiality of information. 
Oregon Administrative Rules: 461-115-0090, 410-200-0111 
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MSC 0231 (04/20) Page 2 of 3

Authorized representative information 
Name (Last, first) Age 18 or older?

Yes  No
Organization (if applicable) Email address

Mailing address Phone number 

Authorized representative agreement  
Client signature Date signed 

Authorized representative signature Date signed 

Assigning an alternate payee 
Rights and responsibilities of an alternate payee 

An alternate payee may use program benefits on the client(s) behalf. If the alternate payee misuses 
the program benefits, the client cannot get them back. 

The person or organization chosen as the alternate payee will remain the alternate payee until: 

• A client on the case or their authorized representative tells DHS or OHA that they want to 
end this approval; or 

• The alternate payee tells DHS or OHA that they want to end this approval; or 
• The person or organization is no longer permitted to act as the client(s) alternate payee 

Oregon Administrative Rules: 461-165-0035 
This person or organization is my alternate payee for: 

 Supplemental Nutrition Assistance Program 
(SNAP)  

 Temporary Assistance for Needy Families 
(TANF) or Refugee Assistance Programs 
(REF) 

 General Assistance — Utility and Personal 
Incidental Funds (GA) 

 Oregon Supplemental Income Program 
(OSIP) 

Alternate payee information 
Name (Last, first) Age 18 or older?

Yes  No
Organization (if applicable) Email address

Mailing address Phone number 

Alternate payee agreement    Check here if department designated

Client signature: Date signed: 

Alternate payee signature: Date signed: 
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MSC 0231 (04/20) Page 3 of 3

Our non-discrimination policy 

The Department of Human Services (DHS) and the Oregon Health Authority (OHA) do not 
discriminate against anyone. This means that DHS|OHA will help all who qualify and will not treat 
anyone differently because of age, race, color, national origin, gender, religion, political beliefs, 
disability or sexual orientation. 

You may file a complaint if you believe DHS or OHA treated you differently for any of these reasons.  
To file a complaint with the state, you can call the Governor’s Advocacy Office at 1-800-442-5238 
(TTY 711) or write to their office at:  

Governor’s Advocacy Office  
500 Summer Street NE, E17 
Salem, OR 97301  

Fax: 503-378-6532  

Email: DHS.info@state.or.us

“Equal opportunity is the law!” 
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Authorization for Electronic  
Verification of Resources  

   
 

 MSC 2639 (03/20) 

 IMPORTANT  
This form is required if you are: 
• Receiving or eligible for Medicare. 
• Age 65 or older, blind or disabled. 
• Requesting long-term care. 

 
This is because we may need to review for  
long-term care or programs based on age or  
being blind or disabled. These programs  
require electronic verification of resources.

Signing this form gives Oregon Health Authority (OHA) and Oregon Department of Human Services (DHS) 
permission to electronically verify banking records. 
 

Person Requesting Benefits 
Name:             
 (First name) (Last name) 

Social Security number:       -     -         Birthdate:     /     /         
Spouse (Requesting or not requesting benefits*) 
Name:             
 (First name) (Last name) 

Social Security number*:       -     -         Birthdate:     /     /         
* A social security number and signature are required if you are also requesting benefits. A spouse who is not 
requesting benefits is not required to give their social security number or sign this form. However, it will help 
speed up our decision. If you do not give a social security number and sign this form, we may ask you for up 
to five years of banking records. 
Authorization 
I authorize electronic verification of my resources held at banks and credit unions in order to determine and 
redetermine Medicaid eligibility. This authorization will end if you are denied, if your benefits close, or if you 
ask us to end it in writing.  

If we review for long-term care or programs based on age or being blind or disabled, failure to fill out 
and sign this form may result in a denial, reduction or closure of benefits. 

   
        
Signature of person requesting benefits  Today’s date 
   

   
        
Signature of spouse  Today’s date 

 
For office use only Case number:       
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Branch: Case Number: Worker ID:

Case Name:

Enter prevailing interest rate (example: for 3.5%, type in .035) 0.009

1. Compute monthly maintenance needs allowance:

Monthly maintenance needs standard   (Adjusted annually in July)

Shelter
Rent or mortgage
Taxes/insurance +
FS utility allowance +
Total shelter =
Shelter allowance - (adjusted annually in July)
Excess Shelter = +

New monthly allowance (same as SDS 450 Step 2b SUBTOTAL) =
Cannot exceed the cap (adjusted annually in January)

2. Compute spouse's total income:

A/R's gross income
OSIP standard/PIF - FALSE
Available income =
Spouse gross income +
Total spouse income = -
Monthly income needed (if a positive number ) =

(if not a positive number , then  stop here. )

3. Determine amount of resources which will generate needed income:

Monthly income needed: -$         x12 months = -$                 

 : =

4. Compare resource amount with the other resource amounts allocated by the 
Resource assessment process and pick the largest of the four figures.

794.00$                       

Allocating Resources to General Income for a Community Spouse
OAR 461-160-0580(2)(c)(D)

2,177.50$                              

6,200.00$                    
-$                             

450.00$                       
6,650.00$                    

653.25$                       
5,996.75$                              

3,259.50$                              

5,000.00$                    

(Prevailing interest Rate)(Annual Income Needed) (Resource Amount)

4,206.00$                    
3,000.00$                    

7,206.00$                              
-$                                        

(Annual Income Needed)
-$                                 0.009 -$                                        

Nursing Home
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COUNTABLE ASSETS Joint Applicant Spouse Joint Applicant Spouse

SUBTOTALS -$                          -$                     -$                              -$                   -$                    -$                  

NON COUNTABLE ASSETS
Residence
Vehicle 

GROSS MONTHLY INCOME
SSA
Pension
Other

TOTAL MONTHLY INCOME -$                          -$                     -$                              -$                   -$                    -$                  

 Snapshot Values  Current Values 

Total Countable Assets -$                     -$                    
Community Spouse Resource -$                     -$                    
Applicant to Keep 2,000.00$            2,000.00$           
Amount to Spend Down (2,000.00)$           -$                    

Current Asset Values as of Snapshot Values as of 

Long Term Care Plan for 
Assets and Income Values 
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IMPORTANT NOTICE



 28Medicaid Boot Camp: Medicaid Application—Workshop

OHP 7210 (05/01/20), recycle prior 4



 29Medicaid Boot Camp: Medicaid Application—Workshop

Questions? Please visit www.OHP.Oregon.gov or call us at 800-699-9075 (TTY 711). OHP 7210 (05/01/20), recycle prior 5

IMPORTANT
 • You can apply faster online. Go to OHP.Oregon.gov to create an account and start your application.

 • Required information — Questions marked with a star " " are required. If you do not answer " " 
questions, your application will be delayed.

 • An Application Guide was sent with this form. The guide has helpful information about how to answer the 
questions in each section. You can also find the guide at OHP.Oregon.gov.

 • Complete all required pages, then SIGN your application and send it to:
Mail: OHP Customer Service, P.O. Box 14015, Salem, OR 97309-5032
Fax: Use the yellow coversheet in this packet to fax your documents to 503-378-5628. Please fax both sides of 
each page.

BEFORE YOU START — Please review the information below to help us process your application.

1. How many people are in your household? We use the term “household” in this application. Your household 
includes your spouse, children and anyone else you list on your tax return. Your household may include people who 
live with you, and people who don’t. Below is a list of who you should include on this application.

Application for Oregon 
Health Plan Benefits

2. Include these people on this application:

• You
• Your legal spouse
• Your live-in partner if you have a child (under 

age 19 ) together
• Your children (under age 19 ) who live with 

you, and
• Anyone you include on your federal income 

tax return, including children (of any age ) or a 
spouse, even if they don’t live with you. You do 
not need to file taxes to get health coverage.

• If you are under 19, also include your parents, 
step-parents, and any siblings (under age 19 ) 
you live with

• If you are requesting long-term care services, 
and you have a spouse who does not live with 
you, include them on this application.

Important: Is someone living with you who is not 
on the list above? If they want health coverage, they 
must fill out a separate application.
If there are more than four people in your household, 
please make copies of Step 2 (page 10–12 ) and 
complete them for those people.

3. I am applying for someone in my household who (check 
all that apply):

Is pregnant

Has an urgent medical or behavioral health need

Is in prison/jail

Meets one of the following:

Needs help with activities of daily living (like bathing 
dressing, etc.); OR

Lives in a medical facility or nursing home

Is one of the following:

An enrolled member of a federally recognized tribe or 
a shareholder in a regional Alaska Native; OR

Receiving services from Indian Health Services, Tribal 
Health Clinics, or Urban Indian Clinics

Is currently getting OHP. If someone in your household 
is currently getting benefits, you may not need to 
complete a full application. If you are adding someone 
to your case, or reporting a change to your current 
case, tell us about those changes, by logging into your 
online account or calling 1-800-699-9075 (TTY 711)

OFFICIAL USE ONLY
Date of request: Date received: Case number:
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STEP 1 Primary contact (person filling out this application), cont.

Please give information in Step 1 about your household’s primary contact. The other people on the application must 
give consent for the primary contact to share their information with us. The other people must also give consent for us 
to ask the primary contact about them.

1. Legal name — Write your name as it appears on your Social Security card, if you have one.

Legal first name:

Legal last name:  

Middle initial: Preferred name: 

2. Birthdate: For data matching purposes, what was your sex 
assigned at birth?:   Male   Female

3. Gender identity:     Male     Female     Trans Male (FTM)     Trans Female (MTF)     Not listed    
      Gender Non-Binary/Two Spirit     Decline to answer     Other: 

4. If you are applying for OHP benefits for yourself, do you have a Social Security number (SSN)?

An SSN is required for everyone who is applying for health benefits and who has one. Giving us an SSN is optional if 
you are not applying. But giving us an SSN can speed up the application process. 

If you need help getting an SSN, we may be able to help. You can call us at 1-800-699-9075. You can also visit 
www.socialsecurity.gov, or call the Social Security  Administration at 1-800-772-1213 (TTY 1-800-325-0778).

Are you providing an SSN?

YES, what is your SSN:

NO, tell us why not:     Applied for SSN but have not received it yet     Newborn without an SSN
Have an SSN but do not know the number   Do not have an SSN but will apply for one 
Do not have an SSN due to religious reasons         Not applying for benefits
I have an SSN but do not want to provide it (this choice will result in a denial of benefits )        Other

5. Email address:

You can get OHP notices via email or text. To do this, please set up an account online at OHP.Oregon.gov. See the 
Application Guide for more information.

6. Primary phone:        ( __  __  __ )  __  __  __ - __  __  __  __   Home   Work   Cell

7. Secondary phone:   ( __  __  __ )  __  __  __ - __  __  __  __   Home   Work   Cell

I authorize DHS/OHA to leave a voicemail alert on my:        Primary phone     Secondary phone
I authorize DHS/OHA to send text message alerts to my (must be a cell phone ):   Primary phone     Secondary phone

8. Do you have a home address?

YES — Give us your home address below.
NO — Only tell us the state, ZIP code and county where you spend most of your time below.

Street address (include apartment number )

City State ZIP code County

= Required
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STEP 1 Primary contact (person filling out this application), cont.

9. Do you have a mailing address that is different from your home address?

YES — Give us the mailing address below, where you receive mail.     NO.

Address (include apartment number )

City State ZIP code County

10. Do you need written materials in a different format?    YES, mark one below.     NO

 Large print     Audio     Braille     Computer disk     Oral presentation

11. In what language do you want us to:   Write to you? ________________   Speak to you? ________________

12. Would you like to choose an authorized representative or one or more alternate payees? See the Application 
Guide for more information about authorized representatives and alternate payees.

 YES. You and the authorized representative and/or alternate payee will need to complete an Authorized 
Representative and Alternate Payee form. (http://bit.ly/authrep ).

 NO

13. Did a community partner help you complete this application? See the Application Guide for more information 
about community partners.

 YES, complete the Community Partner Assistance Consent form (http://bit.ly/cpconsent ).     NO

14.  Do you plan to file a federal income tax return for income you receive this year?     YES    NO

If YES, complete a–b and make sure to include everyone listed on your tax return in Step 2 (page 10 ).

a. What will your filing status be on your income tax return? Please choose one:
 Single     Married - jointly     Married - separately     Qualifying widow(er)     Head of household

b. Do you have any tax dependents?     YES, list them below.     NO 
If you are married, your spouse cannot be your dependent. If you have more dependents, please make a copy or 
use a separate piece of paper.

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

15. Are you a dependent on anyone's federal income tax return this year?     YES, complete a–b.     NO
If YES, we also need information about the tax filer and anyone else the filer includes on their taxes. Be sure to 
add information about those people in Step 2 (page 10 ).
a. Who is the tax filer?    First/last name: ______________________________ Birthdate: ______________

b. How are you related to the tax filer? _____________________________________________________

16. Has a household member recently died? You may be able to get help paying for their medical bills. If you 
would like to request help paying for their medical bills, please give us the following information and add their 
information to Step 2 (page 10 ).

a. First/last name: __________________________________________ Birthdate: __________________

b. Date of death: __________________

 = Required
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STEP 1 Primary contact (person filling out this application), cont.

17. Has anyone in your household who is applying for OHP benefits:

• Had any unpaid medical bills in the past 3 months? OR
• Had free medical services in the past 3 months?
We may be able to help with bills from doctor and hospital visits, medical supplies, medicine and more. See the
Application Guide for more information. Tell us who needs help:

First name Last name Birthdate Dates medical services were received

18. Is anyone in your household who is applying for benefits:

• Receiving or eligible for Medicare      • 65 or older      • Requesting long-term care services

 YES     NO

If YES, we may need to review eligibility for programs based on age or being blind or disabled. We will need you 
to answer the questions in Appendix A (page 42) if we review for those programs. You don’t have to answer the 
questions in Appendix A now, but it may speed up the application process.

19. Are you applying for OHP benefits for yourself? If you have OHP now, do you want to continue benefits? 
If someone in your household is currently getting OHP benefits, you may not need to complete a full application. 
If you are adding someone to your case, asking to close your benefits, or reporting a change to your current case, 
tell us about those changes, by logging into your online account or calling 1-800-699-9075 (TTY 711).

  YES, go to question 20.   NO, skip to Step 2 (page 10 ).

20. Are you an enrolled member of a federally recognized tribe or a shareholder in a regional Alaska 
Native Corporation?     YES    NO

IF YES, please tell us the name of the tribe:  ____________________________________________________

21. Are you receiving services from Indian Health Services, Tribal Health Clinics, or Urban Indian Clinics? 
 YES    NO

22. Do you have a parent or grandparent who is an enrolled member of a federally recognized tribe or a 
shareholder in a regional Alaska Native Corporation or Village?     YES    NO

23. Are you a U.S. Citizen or National?     YES, skip to Step 2 (page 10 ).     NO, go to question 24.

24. Are you a Naturalized or derived citizen?

 YES, please give us the information below and go to Step 2 (page 10 ).     NO, go to question 25.

A#, USCIS#, or Certificate #:  ______________________________________________________________

= Required
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STEP 1 Primary contact (person filling out this application), cont.

25. Do you have one of the immigration statuses listed below?     YES, complete a–h.    NO, answer “h” below.

Answer “Yes” if your status is listed below.

•  Lawful Permanent Resident (LPR)       •  Refugee       •  Asylum Granted or Pending

•  Paroled – granted for at least one year    •  Paroled – granted for less than one year

•  Paroled as a Refugee or Asylee       •  Other Immigration Status

•  Approved or Pending Prima Facie Determination (Battered Spouse, child or family member )

•  COFA – Citizen of Compact of Free Association (Micronesia, Marshall Islands, and Palau )     •  Conditional Entrant

•  Cuban/Haitian Entrant or Parolee       •  Special Immigrant Visa Holder (SIV)      •  Nonimmigrant visa holder

•  Victim of Human Trafficking or family member (T-visa )

•  Canadian Born Indians (at least 50%) or enrolled member of a U.S. Indian Tribe

•  Amerasian – Vietnamese      •  Visa Petition Approved — Pending Application for Adjustment of Status

a. Immigration status: _________________________________________________

You don’t have to answer the questions b–g below about your immigration document now. But giving us 
information now may help us process your request for health coverage more quickly.

b. What date was this status granted:  ____________________________________

c. Immigration document type: _____________________ Card or document number:  

d. Document expiration date: _________________________________  A# or USCIS#:  

e. If you are a Lawful Permanent Resident (LPR), have you ever held one of the statuses listed below?

 Refugee      Asylee     Amerasian-Vietnamese     Cuban/Haitian entrant or Cuban/Haitian parolee
  Paroled as a refugee or asylee     Iraqi or Afghan special immigrant     Victim of trafficking (T-visa )

f. Did you enter the U.S. before 8/22/1996?    YES    NO

g. Are you, your spouse (alive or deceased ) or a parent an honorably discharged veteran or an active duty 
member of the U.S. military?     YES     NO

h. Have you been approved for Withholding of Removal or Deportation Being Withheld?    YES    NO
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STEP 2 Additional household member — Person 2, continued

1. Person 2 legal name — Write their name as it appears on their Social Security card, if they have one.

Legal first name:

Legal last name:  

Middle initial: Preferred name: 

2. Birthdate: For data matching purposes, what was your sex 
assigned at birth?:   Male   Female

3. Gender identity:     Male     Female     Trans Male (FTM)     Trans Female (MTF)     Not listed    
      Gender Non-Binary/Two Spirit     Decline to answer     Other: 

4. Person 2’s relationship to you (primary contact ): ______________________________________________

5. If you are not Person 2’s parent or step-parent, are you their main caretaker?     YES     NO

6. If Person 2 is applying for OHP benefits, do they have a Social Security number (SSN)? An SSN is required 
for everyone who is applying for health benefits and who has one. Giving us an SSN is optional if Person 2 is not 
applying. But giving us an SSN can speed up the application process. 

If you need help getting an SSN, we may be able to help. You can call us at 1-800-699-9075. You can also visit 
www.socialsecurity.gov, or call the Social Security  Administration at 1-800-772-1213 (TTY 1-800-325-0778).

Are you providing Person 2’s SSN?

YES, what is their SSN:

NO, tell us why not:     Applied for SSN but has not received it yet     Newborn without an SSN
Has an SSN but does not know the number   Does not have an SSN but will apply for one 
Does not have an SSN due to religious reasons         Not applying for benefits
Has an SSN but does not want to provide it (this choice will result in a denial of benefits )        Other

7. Does Person 2 need written materials in a different format?     YES, mark one below.     NO

 Large print     Audio tape     Braille     Computer disk     Oral presentation

8. In what language does Person 2 want us to:

Write to them?  Speak with them? 

9. Is Person 2 a dependent on anyone’s federal income tax return this year?     YES, complete a–b.    NO

a. Who is the tax filer? First/last name: _______________________________ Birthdate: ______________

b. How is Person 2 related to the tax filer? __________________________________________________

= Required
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STEP 2 Additional household member — Person 2, continued

10. Does Person 2 plan to file a federal income tax return for income they get this year?

 YES, complete a–b.     NO

a. What will Person 2’s filing status be on their income tax return?

 Single      Married - jointly      Married - separately      Qualifying widow(er)      Head of household

b. Does Person 2 have any tax dependents?     YES, list them below.     NO 
If you are filing married -jointly or -separately, your spouse cannot be your dependent.

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

11. Is Person 2 applying for OHP? If this person has OHP now, do they want to continue benefits? 
They can apply even if they already have OHP or other health coverage.

 YES, go to question 12.

 NO. If there is someone else you need to include on this application, skip to page 13. If there is no one else you 
need to include on this application, skip to Step 3 (page 19 ). For more information on who should be included 
on your application, see page 5.

12. Is Person 2 an enrolled member of a federally recognized tribe or a shareholder in a regional Alaska 
Native Corporation?     YES    NO

IF YES, please tell us the name of the tribe:  ____________________________________________________

13. Is Person 2 receiving services from Indian Health Services, Tribal Health Clinics, or Urban Indian Clinics? 
 YES    NO

14. Does Person 2 have a parent or grandparent who is an enrolled member of a federally recognized tribe or 
a shareholder in a regional Alaska Native Corporation or Village?      YES    NO

15. Is Person 2 a U.S. Citizen or National?     YES, skip to page 13.     NO, go to question 16.

16. Is Person 2 a Naturalized or derived citizen?

 YES, please give us the information below and go to page 13.     NO, go to question 17.

A#, USCIS#, or Certificate #:  _____________________________________________________________

 = Required
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STEP 2 Additional household member — Person 2, continued

17. Does Person 2 have one of the immigration statuses listed below?

 YES, complete a–h.   NO, answer “h” below.

Answer “Yes” if Person 2’s status is listed below.

•  Lawful Permanent Resident (LPR)      •  Refugee      •  Asylum Granted or Pending      

•  Paroled – granted for at least one year      •  Paroled – granted for less than one year

•  Paroled as a Refugee or Asylee      •  Other Immigration Status

•  Approved or Pending Prima Facie Determination (Battered Spouse, child or family member )

•  COFA – Citizen of Compact of Free Association (Micronesia, Marshall Islands, and Palau )    •  Conditional Entrant

•  Cuban/Haitian Entrant or Parolee      •  Special Immigrant Visa Holder (SIV)      •  Nonimmigrant visa holder

•  Victim of Human Trafficking or family member (T-visa )

•  Canadian Born Indians (at least 50%) or enrolled member of a U.S. Indian Tribe

•  Amerasian – Vietnamese      •  Visa Petition Approved — Pending Application for Adjustment of Status

a. Immigration status: _________________________________________________

You don’t have to answer the questions b–g below about Person 2’s immigration document now. But giving us 
information now may help us process their request for health coverage more quickly.

b. What date was this status granted:  ____________________________________

c. Immigration document type: _____________________ Card or document number:  ______________

d. Document expiration date: _________________________________  A# or USCIS#:  ______________

e. If Person 2 is a Lawful Permanent Resident (LPR), have they ever held one of the statuses listed below?

 Refugee      Asylee     Amerasian-Vietnamese     Cuban/Haitian entrant or Cuban/Haitian parolee
  Paroled as a refugee or asylee     Iraqi or Afghan special immigrant     Victim of trafficking (T-visa )

f. Did Person 2 enter the U.S. before 8/22/1996?    YES    NO

g. Is Person 2, their spouse (alive or deceased ) or a parent an honorably discharged veteran or an active 
duty member of the U.S. military?     YES     NO

h. Has Person 2 been approved for Withholding of Removal or Deportation Being Withheld?   YES   NO

 = Required
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STEP 2 Additional household member — Person 3, continued

1. Person 3 legal name — Write their name as it appears on their Social Security card, if they have one.

Legal first name:

Legal last name:  

Middle initial: Preferred name: 

2. Birthdate: For data matching purposes, what was your sex 
assigned at birth?:   Male   Female

3. Gender identity:     Male     Female     Trans Male (FTM)     Trans Female (MTF)     Not listed    
      Gender Non-Binary/Two Spirit     Decline to answer     Other: 

4. Person 3’s relationship to you (primary contact ): ______________________________________________

5. If you are not Person 3’s parent or step-parent, are you their main caretaker?     YES     NO

6. If Person 3 is applying for OHP benefits, do they have a Social Security number (SSN)? An SSN is required 
for everyone who is applying for health benefits and who has one. Giving us an SSN is optional if Person 3 is not 
applying. But giving us an SSN can speed up the application process. 

If you need help getting an SSN, we may be able to help. You can call us at 1-800-699-9075. You can also visit 
www.socialsecurity.gov, or call the Social Security  Administration at 1-800-772-1213 (TTY 1-800-325-0778).

Are you providing Person 3’s SSN?

YES, what is their SSN:

NO, tell us why not:     Applied for SSN but has not received it yet     Newborn without an SSN
Has an SSN but does not know the number   Does not have an SSN but will apply for one 
Does not have an SSN due to religious reasons         Not applying for benefits
Has an SSN but does not want to provide it (this choice will result in a denial of benefits )        Other

7. Does Person 3 need written materials in a different format?     YES, mark one below.     NO

 Large print     Audio tape     Braille     Computer disk     Oral presentation

8. In what language does Person 3 want us to:

Write to them?  Speak with them? 

9. Is Person 3 a dependent on anyone’s federal income tax return this year?     YES, complete a–b.    NO

a. Who is the tax filer? First/last name: _______________________________ Birthdate: ______________

b. How is Person 3 related to the tax filer? __________________________________________________

= Required
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STEP 2 Additional household member — Person 3, continued

10. Does Person 3 plan to file a federal income tax return for income they get this year?

 YES, complete a–b.     NO

a. What will Person 3’s filing status be on their income tax return?

 Single      Married - jointly      Married - separately      Qualifying widow(er)      Head of household

b. Does Person 3 have any tax dependents?     YES, list them below.     NO 
If you are filing married -jointly or -separately, your spouse cannot be your dependent.

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

11. Is Person 3 applying for OHP? If this person has OHP now, do they want to continue benefits? They can apply 
even if they already have OHP or other health coverage.

 YES, go to question 12.

 NO. If there is someone else you need to include on this application, skip to page 16. If there is no one else you 
need to include on this application, skip to Step 3 (page 19 ). For more information on who should be included on 
your application, see page 5.

12. Is Person 3 an enrolled member of a federally recognized tribe or a shareholder in a regional Alaska 
Native Corporation?     YES    NO

IF YES, please tell us the name of the tribe:  ____________________________________________________

13. Is Person 3 receiving services from Indian Health Services, Tribal Health Clinics, or Urban Indian Clinics? 
 YES    NO

14. Does Person 3 have a parent or grandparent who is an enrolled member of a federally recognized tribe or 
a shareholder in a regional Alaska Native Corporation or Village?      YES    NO

15. Is Person 3 a U.S. Citizen or National?     YES, skip to page 16.     NO, go to question 16.

16. Is Person 3 a Naturalized or derived citizen?

 YES, please give us the information below and go to page 16.     NO, go to question 17.

A#, USCIS#, or Certificate #:  _____________________________________________________________

 = Required
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STEP 2 Additional household member — Person 3, continued

17. Does Person 3 have one of the immigration statuses listed below?

 YES, complete a–h.   NO, answer “h” below.

Answer “Yes” if Person 3’s status is listed below.

• Lawful Permanent Resident (LPR) • Refugee • Asylum Granted or Pending

• Paroled – granted for at least one year • Paroled – granted for less than one year

• Paroled as a Refugee or Asylee • Other Immigration Status

• Approved or Pending Prima Facie Determination (Battered Spouse, child or family member )

• COFA – Citizen of Compact of Free Association (Micronesia, Marshall Islands, and Palau )    •  Conditional Entrant

• Cuban/Haitian Entrant or Parolee • Special Immigrant Visa Holder (SIV) • Nonimmigrant visa holder

• Victim of Human Trafficking or family member (T-visa )

• Canadian Born Indians (at least 50%) or enrolled member of a U.S. Indian Tribe

• Amerasian – Vietnamese      • Visa Petition Approved — Pending Application for Adjustment of Status

a. Immigration status: _________________________________________________

You don’t have to answer the questions b–g below about Person 3’s immigration document now. But giving us 
information now may help us process their request for health coverage more quickly.

b. What date was this status granted:  ____________________________________

c. Immigration document type: _____________________ Card or document number:  ______________

d. Document expiration date: _________________________________  A# or USCIS#:  ______________

e. If Person 3 is a Lawful Permanent Resident (LPR), have they ever held one of the statuses listed below?

 Refugee      Asylee     Amerasian-Vietnamese     Cuban/Haitian entrant or Cuban/Haitian parolee
  Paroled as a refugee or asylee     Iraqi or Afghan special immigrant     Victim of trafficking (T-visa )

f. Did Person 3 enter the U.S. before 8/22/1996?    YES    NO

g. Is Person 3, their spouse (alive or deceased ) or a parent an honorably discharged veteran or an active duty 
member of the U.S. military?     YES     NO

h. Has Person 3 been approved for Withholding of Removal or Deportation Being Withheld?   YES   NO

= Required
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STEP 2 Additional household member — Person 4, continued

1. Person 4 legal name — Write their name as it appears on their Social Security card, if they have one.

Legal first name:

Legal last name:  

Middle initial:                      Preferred name:  

2. Birthdate: For data matching purposes, what was your sex 
assigned at birth?:   Male   Female

3. Gender identity:     Male     Female     Trans Male (FTM)     Trans Female (MTF)     Not listed     
                               Gender Non-Binary/Two Spirit     Decline to answer     Other:  

4. Person 4’s relationship to you (primary contact ): ______________________________________________

5. If you are not Person 4’s parent or step-parent, are you their main caretaker?     YES     NO

6. If Person 4 is applying for OHP benefits, do they have a Social Security number (SSN)? An SSN is required 
for everyone who is applying for health benefits and who has one. Giving us an SSN is optional if Person 4 is not 
applying. But giving us an SSN can speed up the application process. 

If you need help getting an SSN, we may be able to help. You can call us at 1-800-699-9075. You can also visit 
www.socialsecurity.gov, or call the Social Security  Administration at 1-800-772-1213 (TTY 1-800-325-0778).

Are you providing Person 4’s SSN?

YES, what is their SSN:  

NO, tell us why not:     Applied for SSN but has not received it yet     Newborn without an SSN
Has an SSN but does not know the number             Does not have an SSN but will apply for one  
Does not have an SSN due to religious reasons         Not applying for benefits
Has an SSN but does not want to provide it (this choice will result in a denial of benefits )        Other

7. Does Person 4 need written materials in a different format?     YES, mark one below.     NO

 Large print     Audio tape     Braille     Computer disk     Oral presentation

8. In what language does Person 4 want us to:

Write to them?   Speak with them?  

9. Is Person 4 a dependent on anyone’s federal income tax return this year?     YES, complete a–b.    NO

a. Who is the tax filer? First/last name: _______________________________ Birthdate: ______________

b. How is Person 4 related to the tax filer? __________________________________________________

 = Required



 41Medicaid Boot Camp: Medicaid Application—Workshop

Questions? Please visit www.OHP.Oregon.gov or call us at 800-699-9075 (TTY 711). OHP 7210 (05/01/20), recycle prior 17

STEP 2 Additional household member — Person 4, continued

10. Does Person 4 plan to file a federal income tax return for income they get this year?

 YES, complete a–b.     NO

a. What will Person 4’s filing status be on their income tax return?

 Single      Married - jointly      Married - separately      Qualifying widow(er)      Head of household

b. Does Person 4 have any tax dependents?     YES, list them below.     NO 
If you are filing married -jointly or -separately, your spouse cannot be your dependent.

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

First/last name: _______________________________________________ Birthdate: ______________

11. Is Person 4 applying for OHP? If this person has OHP now, do they want to continue benefits? They can apply 
even if they already have OHP or other health coverage.

 YES, go to question 12.

 NO. If there is someone else you need to include on this application, make a copy of Step 2 for each additional 
person. If there is no one else you need to include on this application, skip to Step 3 (page 19 ). For more 
information on who should be included on your application, see page 5.

12. Is Person 4 an enrolled member of a federally recognized tribe or a shareholder in a regional Alaska 
Native Corporation?     YES    NO

IF YES, please tell us the name of the tribe:  ____________________________________________________

13. Is Person 4 receiving services from Indian Health Services, Tribal Health Clinics, or Urban Indian Clinics? 
 YES    NO

14. Does Person 4 have a parent or grandparent who is an enrolled member of a federally recognized tribe or 
a shareholder in a regional Alaska Native Corporation or Village?      YES    NO

15. Is Person 3 a U.S. Citizen or National?     YES, skip to page 19.     NO, go to question 16.

16. Is Person 3 a Naturalized or derived citizen?

 YES, please give us the information below and go to Step 3 (page 19 ).     NO, go to question 17.

A#, USCIS#, or Certificate #:  _____________________________________________________________

 = Required
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STEP 2 Additional household member — Person 4, continued

17. Does Person 4 have one of the immigration statuses listed below?

 YES, complete a–h.   NO, answer “h” below.

Answer “Yes” if Person 4’s status is listed below.

•  Lawful Permanent Resident (LPR)      •  Refugee      •  Asylum Granted or Pending      

•  Paroled – granted for at least one year      •  Paroled – granted for less than one year

•  Paroled as a Refugee or Asylee      •  Other Immigration Status

•  Approved or Pending Prima Facie Determination (Battered Spouse, child or family member )

•  COFA – Citizen of Compact of Free Association (Micronesia, Marshall Islands, and Palau )    •  Conditional Entrant

•  Cuban/Haitian Entrant or Parolee      •  Special Immigrant Visa Holder (SIV)      •  Nonimmigrant visa holder

•  Victim of Human Trafficking or family member (T-visa )

•  Canadian Born Indians (at least 50%) or enrolled member of a U.S. Indian Tribe

•  Amerasian – Vietnamese      •  Visa Petition Approved — Pending Application for Adjustment of Status

a. Immigration status: _________________________________________________

You don’t have to answer the questions b–g below about Person 4’s immigration document now. But giving us 
information now may help us process their request for health coverage more quickly.

b. What date was this status granted:  ____________________________________

c. Immigration document type: _____________________ Card or document number:  ______________

d. Document expiration date: _________________________________  A# or USCIS#:  ______________

e. If Person 4 is a Lawful Permanent Resident (LPR), have they ever held one of the statuses listed below?

 Refugee      Asylee     Amerasian-Vietnamese     Cuban/Haitian entrant or Cuban/Haitian parolee
  Paroled as a refugee or asylee     Iraqi or Afghan special immigrant     Victim of trafficking (T-visa )

f. Did Person 4 enter the U.S. before 8/22/1996?    YES    NO

g. Is Person 4, their spouse (alive or deceased ) or a parent an honorably discharged veteran or an active duty 
member of the U.S. military?     YES     NO

h. Has Person 4 been approved for Withholding of Removal or Deportation Being Withheld?   YES   NO

 = Required
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STEP 3 Income from jobs

If you have more information to list than we gave you room for, please include it on a separate sheet with your 
application. Make sure this sheet includes your name and birthdate.

Important: Sending proof may help us process your information faster. See the Application Guide for information 
about what types of proof to send.

1. Does anyone in your household earn:

• Income from an employer? Tell us how much they make from each employer in gross wages (before taxes 
and deductions ). Be sure to include tips and commissions. Some examples of income from an employer are: 
Wages, work study, tips, and in-home careworkers paid by the state. Tell us how much they make at each job in 
gross wages and tips. 

• Income from self-employment? Tell us how much gross income from self-employment each person makes. 
Gross income is the amount of money you make before costs, expenses or other deductions are taken out.  
List self-employment costs, expenses and other deductions in question 3 (page 21 ). Some examples of  
self-employment are: Owning a business, donating plasma, being an independent contractor, and doing odd 
jobs for money.

 YES, give us the information below.     NO, skip to question 2.

a. First/last name: ______________________________________________ Birthdate: ________________
b. Income source — Employer name: _________________________________________________________

If self-employed, type of work: ______________________________________________

c. Tell us your gross income (before taxes and deductions) and how often you are paid this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: __________________________
 Annually. Date last received:  __________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: _________________________________________________________

d. Income from this job:       Is ongoing   Started within the last 3 months. First pay date: _______________
 Has ended or will end this month. Date of final pay: ________________________

a. First/last name: ______________________________________________ Birthdate: ________________
b. Income source — Employer name: _________________________________________________________

If self-employed, type of work: ______________________________________________

c. Tell us your gross income (before taxes and deductions) and how often you are paid this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: ________________________________________
 Annually. Date last received:  ________________________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: _________________________________________________________

d. Income from this job:       Is ongoing   Started within the last 3 months. First pay date: _______________
 Has ended or will end this month. Date of final pay: ________________________

 = Required
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 = RequiredSTEP 3 Income from other sources

2. Does anyone in the household get money from sources other than work? 
For example, unemployment benefits, Social Security benefits for retirement or survivors (SSB) or disability (SSDI), 
interest or dividends, retirement, alimony, or tribal benefits. Be sure to tell us what type of income it is in b below. 
See the Application Guide for special instructions about alimony and for more examples of other income. 

 YES, give us the information below.     NO, skip to question 3. 

Tribal Income — Some people receive income from a tribe. Some types of tribal income are not counted for 
OHP. If you have income from a tribe, give us details about the income in the “type of other income” section. For 
example, you can write: Per capita payments from a casino; OR Per capita payments from land designated as 
Indian trust land. If you know the public law the income is from, please include that. We will determine if your tribal 
income counts for OHP based on what you write in the “Type of other income” section.

a. First/last name: ___________________________________________Birthdate: ________________

b. Type of other income:  ______________________________________________________________

c. Tell us how much is received (before taxes and deductions) and how often you receive this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: ___________________________
 Annually. Date last received:  ___________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: ______________________________________________________

d. This income:       Is ongoing   Started within the last 3 months. First pay date: ___________________

 Has ended or will end this month. Date of final pay: ___________________________

e. Is this income from alimony?     YES     NO

If YES, date your divorce or separation agreement was finalized:  _________________________________

a. First/last name: ___________________________________________Birthdate: ________________

b. Type of other income:  ______________________________________________________________

c. Tell us how much is received (before taxes and deductions) and how often you receive this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: ___________________________
 Annually. Date last received:  ___________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: ______________________________________________________

d. This income:       Is ongoing   Started within the last 3 months. First pay date: ___________________

 Has ended or will end this month. Date of final pay: ___________________________

e. Is this income from alimony?     YES     NO

If YES, date your divorce or separation agreement was finalized:  _________________________________
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 = Required

3. Does anyone in the household have an expense that could be deducted on a federal tax return? This includes 
self-employment expenses that can be included on a federal tax return.

Allowable deductions are expenses that can be claimed on a federal tax return to get to the adjusted gross income. 
For example: educator expenses, student loan interest, and tax-deductible IRA contributions. You can tell us about 
a deduction even if you don’t plan to file a federal tax return. A tax deduction can reduce the amount of income we 
count. A tax deduction is not the same as a tax credit. See the Application Guide for more information. 

We cannot answer questions about how you should fill out your tax forms. For questions about tax forms or 
allowable deductions or expenses, visit IRS.gov. You may also talk with a tax professional.

 YES, give us the information below.     NO, skip to question 4.

a. First/last name: ___________________________________________Birthdate: ________________

b. Type of deduction: _________________________________________________________________

c. Tell us how much you pay and how often you pay this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: ___________________________
 Annually. Date last received:  ___________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: _____________________________________________________

d. This deduction:   Is ongoing   Started within the last 3 months. Date first payment made: __________
 Has ended or will end this month. Date last payment made: ____________________

a. First/last name: ___________________________________________Birthdate: ________________

b. Type of deduction: _________________________________________________________________

c. Tell us how much you pay and how often you pay this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: ___________________________
 Annually. Date last received:  ___________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: _____________________________________________________

d. This deduction:   Is ongoing   Started within the last 3 months. Date first payment made: __________
 Has ended or will end this month. Date last payment made: ____________________

a. First/last name: ___________________________________________Birthdate: ________________

b. Type of deduction: _________________________________________________________________

c. Tell us how much you pay and how often you pay this amount:
$_________________      Weekly   Twice a month   Monthly

 Quarterly. Date last received: ___________________________
 Annually. Date last received:  ___________________________
 Bi-weekly (every other week )   One time only – lump sum
 Other: _____________________________________________________

d. This deduction:   Is ongoing   Started within the last 3 months. Date first payment made: __________
 Has ended or will end this month. Date last payment made: ____________________

STEP 3 Deductions
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 = RequiredSTEP 3 Annual income

4. Did you answer yes to questions 1, 2 or 3 OR have you had any income this year?

 YES, give us the information below.     NO, skip to Step 4 (page 23 ).

If you make more than the monthly income limit, we may be able to use your annual (yearly ) income. Tell us below 
about the annual income and expenses for everyone on the application. Be sure the annual amount you tell us 
about includes all the income and expenses expected this calendar year. This includes all income and expenses 
this year, even if you no longer have the same job. For example, you had a job in January but got a different job in 
August. The annual income amount should include income from both jobs.

If there are self-employment expenses, include those in the amount of allowable tax deductions/expenses.

Don’t include child support, veteran’s payments, or Supplemental Security Income (SSI) in your unearned income. 
They do not count towards your annual income.

a. First/last name: ___________________________________________Birthdate: ________________

b. Tell us about your annual income/expenses:

Earned income and self-employment: $ __________________________________________________

Social Security Benefits (SSB) or Social Security Disability Insurance (SSDI): $ _______________________

Other unearned income (do not include SSB/SSDI income ): $ ___________________________________

Allowable tax deductions/expenses: $ ____________________________________________________

a. First/last name: ___________________________________________Birthdate: ________________

b. Tell us about your annual income/expenses:

Earned income and self-employment: $ __________________________________________________

Social Security Benefits (SSB) or Social Security Disability Insurance (SSDI): $ _______________________

Other unearned income (do not include SSB/SSDI income ): $ ___________________________________

Allowable tax deductions/expenses: $ ____________________________________________________

a. First/last name: ___________________________________________Birthdate: ________________

b. Tell us about your annual income/expenses:

Earned income and self-employment: $ __________________________________________________

Social Security Benefits (SSB) or Social Security Disability Insurance (SSDI): $ _______________________

Other unearned income (do not include SSB/SSDI income ): $ ___________________________________

Allowable tax deductions/expenses: $ ____________________________________________________

a. First/last name: ___________________________________________Birthdate: ________________

b. Tell us about your annual income/expenses:

Earned income and self-employment: $ __________________________________________________

Social Security Benefits (SSB) or Social Security Disability Insurance (SSDI): $ _______________________

Other unearned income (do not include SSB/SSDI income ): $ ___________________________________

Allowable tax deductions/expenses: $ ____________________________________________________
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STEP 4 More questions for your household, continued

1. Does everyone on this application live in Oregon? This includes living in Oregon to look for work.

 YES     NO, list those who live outside of Oregon below.

First/last name: _____________________________________________ Birthdate: ____________________

First/last name: _____________________________________________ Birthdate: ____________________

2. Does anyone listed on this application live at a different address than the primary contact (yourself )?

 YES, complete the section(s) below.     NO, go to question 3.

a. Who lives at a different address?

First/last name Birthdate

Home address (include apartment number )

City State ZIP code

County Country

Check all that apply:

This person lives at a different address, but they share a tax group with someone on this application.

This person is temporarily away. Reason:
 Attending school     In a nursing home     Hospitalized     In Jobs Corps     In jail or prison
 Community-based care facility     Other:

b. Does anyone else live at a different address?   YES, complete the section below.    NO, go to question 3.

First/last name Birthdate

Home address (include apartment number )

City State ZIP code

County Country

Check all that apply:

This person lives at a different address, but they share a tax group with someone on this application.

This person is temporarily away. Reason:
 Attending school     In a nursing home     Hospitalized     In Jobs Corps     In jail or prison
 Community-based care facility     Other:

If you need to list more people, please attach additional sheets.

3. Is anyone on this application pregnant?     YES, list them below.     NO

For “due date”, provide your best guess, even if you have not seen a doctor yet.

First name Last name Birthdate Due date
How many children are expected? 
Leave blank if unknown

= Required
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STEP 4 More questions for your household, continued

4. Did anyone on this application have a pregnancy end through birth or pregnancy loss in the past 3 
months? You may be eligible for more coverage or additional services if you have recently been pregnant.

 YES, list them below.     NO

First name Last name Birthdate Date pregnancy ended

5. Do you need to get away from an abusive or unsafe situation?     YES     NO

6.  Does your partner make you afraid by threatening, yelling or physically hurting you or your children?    
 YES     NO

Please answer questions 7–15 only for people listed on your application who are applying for OHP benefits.

7. Is anyone currently in prison/jail OR have they been released in the past 3 months?
 YES, list them below.     NO

First name Last name Birthdate Date of entry
Date of release/
expected release

Waiting for a decision 
on charges?

 YES     NO

 YES     NO

8. Is anyone 18 years old and a full-time high school student?     YES, list them below.     NO

First/last name: _____________________________________________ Birthdate: ____________________

First/last name: _____________________________________________ Birthdate: ____________________

9. Is anyone receiving Supplemental Security Income (SSI)? SSI is a government program that provides benefits 
to low-income people who are either aged 65 or older, blind, or disabled.     YES, list them below.     NO

First/last name: _____________________________________________ Birthdate: ____________________

First/last name: _____________________________________________ Birthdate: ____________________

10. Anyone who applies for OHP will be required to apply for and use other benefits they may be eligible for. 
Below are examples of other benefits:
• Unemployment Compensation      •  Veterans’ benefits      •  Workers’ compensation      •  Annuities
• Social Security for retirement, survivors or based on a disability
• No-fault personal injuries that you can get a settlement for (these can happen at work, at home or in a vehicle )
Is anyone potentially eligible for a benefit listed above? 

 YES, complete the table below.     NO, go to question 11.

First/last name: _____________________________________________ Birthdate: ________________

Benefit type:  ________________________________________________________________________
Has this person applied for this benefit yet, or has the settlement claim been approved?     YES     NO

First/last name: _____________________________________________ Birthdate: ________________

Benefit type:  ________________________________________________________________________
Has this person applied for this benefit yet, or has the settlement claim been approved?     YES     NO

 = Required
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STEP 4 More questions for your household, continued

11. Is anyone blind or permanently disabled?     YES, list them below.     NO

First/last name: _____________________________________________ Birthdate: ____________________
This person is:     Blind     Permanently disabled     Both blind and permanently disabled

First/last name: _____________________________________________ Birthdate: ____________________
This person is:     Blind     Permanently disabled     Both blind and permanently disabled

12. Does anyone need help with things like walking, using the bathroom, bathing or dressing? This does not 
include children who only need help because of their age.     YES, list them below.      NO

First/last name: _____________________________________________ Birthdate: ____________________

First/last name: _____________________________________________ Birthdate: ____________________

13. Was anyone in foster care in Oregon when they turned 18? Former foster care youth can get OHP until age 26, 
no matter how much income they make.     YES, list them below.     NO

First/last name: _____________________________________________ Birthdate: ____________________

First/last name: _____________________________________________ Birthdate: ____________________

14. Tell us which coordinated care organization (CCO) you prefer for each person. A CCO is like a local health 
plan in your area. CCOs help you use OHP in your area. It has a group of providers like doctors, counselors, nurses 
and dentists who work together near you.  
You are not required to choose now. However, if you do not choose now, we will select a CCO based on where you 
live (unless tribal exceptions in the Application Guide apply to you ). See the Application Guide for more information 
about choosing a CCO in your area.

First name Last name Birthdate CCO choice

= Required
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STEP 4 More questions for your household, continued

15. Does anyone under 19 have a parent who is not included on the application? 

 YES, answer the questions below.   NO, skip to Step 5 (page 27 ).
If you are applying for anyone under 19 years old and they have a parent who is not included on the application, 
you need to work with Oregon’s Child Support Program. The Child Support Program will ask you for more 
information about this child’s parent.

You do not have to work with Oregon’s Child Support program if you think it will be unsafe for you, the child, or 
other household members. You can tell us if it is unsafe below in “b.”

a. First/last name of the child who has at least one parent not listed on this application:
  Child’s birthdate:  

b.  Do you think this child’s parent may harm you or the child if the Child Support Program tried to 
establish paternity or pursue child support?     YES     NO

a. First/last name of the child who has at least one parent not listed on this application:
  Child’s birthdate:  

b.  Do you think this child’s parent may harm you or the child if the Child Support Program tried to 
establish paternity or pursue child support?     YES     NO

 = Required
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STEP 5 Other health insurance coverage, continued

1. Does any adult (over 18 years old) who is applying for medical assistance or do any children in the 
household have:
• Health insurance coverage, an offer for it, or are eligible for it (including dental coverage )? 

(Answer even if you are not applying for coverage for them.) Mark YES, even if they did not enroll due to cost, 
quality of coverage or another reason. Do not mark YES if their only coverage is Oregon Health Plan (OHP).

• Health insurance that ended in the past 3 months?
• Medicare or is entitled to receive Medicare?

 YES, give us the information below.     NO, skip to Step 6 (page 29 ).

Other health coverage 1

a. First/last name: ________________________________________________ Birthdate: ________________
b. Type of health insurance:  Private   Employer   COBRA   Medicare   TRICARE   Peace Corps 

 VA health care programs (including CHAMPVA )   Retiree health plan   Medicaid/CHIP from another state
c. Plan information: Health insurance company name: ______________________________________________

Company address: _______________________________________________________________________
Company phone number: __________________________________________________________________
Policy number:  ____________________________ Group ID number: ______________________
Policyholder name:  _________________________  Birthdate: ______________________
Relationship to policyholder: ___________________

d. Is this person enrolled in this plan?     YES, start date: ____________      NO, end date: ____________
e. Is this person unable to use the insurance?

 YES, because of:     Safety concerns      Distance from providers      NO
f. Is this employer sponsored health insurance?

 YES, complete Appendix B — Employer coverage (page 45)       NO
g. Was anyone in your household on Medicaid in another state in the last 3 months?

 YES, in which state?_________    Date it ended or is expected to end: _____________     NO

Other health coverage 2

a. First/last name: ________________________________________________ Birthdate: ________________
b. Type of health insurance:  Private   Employer   COBRA   Medicare   TRICARE   Peace Corps 

 VA health care programs (including CHAMPVA )   Retiree health plan   Medicaid/CHIP from another state
c. Plan information: Health insurance company name: ______________________________________________

Company address: _______________________________________________________________________
Company phone number: __________________________________________________________________
Policy number:  ____________________________ Group ID number: ______________________
Policyholder name:  _________________________  Birthdate: ______________________
Relationship to policyholder: ___________________

d. Is this person enrolled in this plan?     YES, start date: ____________      NO, end date: ____________
e. Is this person unable to use the insurance?

 YES, because of:     Safety concerns      Distance from providers      NO
f. Is this employer sponsored health insurance?

 YES, complete Appendix B — Employer coverage (page 45)       NO
g. Was anyone in your household on Medicaid in another state in the last 3 months?

 YES, in which state?_________    Date it ended or is expected to end: _____________     NO

 = Required
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STEP 5 Other health insurance coverage, continued

Other health coverage 3

a. First/last name: ________________________________________________ Birthdate: ________________

b. Type of health insurance:  Private   Employer   COBRA   Medicare   TRICARE   Peace Corps 
 VA health care programs (including CHAMPVA )   Retiree health plan   Medicaid/CHIP from another state

c. Plan information: Health insurance company name: ______________________________________________
Company address: _______________________________________________________________________
Company phone number: __________________________________________________________________
Policy number:  ____________________________ Group ID number: ______________________
Policyholder name:  _________________________  Birthdate: ______________________
Relationship to policyholder: ___________________

d. Is this person enrolled in this plan?     YES, start date: ____________      NO, end date: ____________
e. Is this person unable to use the insurance?

 YES, because of:     Safety concerns      Distance from providers      NO
f. Is this employer sponsored health insurance?

 YES, complete Appendix B — Employer coverage (page 45)       NO
g. Was anyone in your household on Medicaid in another state in the last 3 months?

 YES, in which state?_________    Date it ended or is expected to end: _____________     NO

Other health coverage 4

a. First/last name: ________________________________________________ Birthdate: ________________

b. Type of health insurance:  Private   Employer   COBRA   Medicare   TRICARE   Peace Corps 
 VA health care programs (including CHAMPVA )   Retiree health plan   Medicaid/CHIP from another state

c. Plan information: Health insurance company name: ______________________________________________
Company address: _______________________________________________________________________
Company phone number: __________________________________________________________________
Policy number:  ____________________________ Group ID number: ______________________
Policyholder name:  _________________________  Birthdate: ______________________
Relationship to policyholder: ___________________

d. Is this person enrolled in this plan?     YES, start date: ____________      NO, end date: ____________
e. Is this person unable to use the insurance?

 YES, because of:     Safety concerns      Distance from providers      NO
f. Is this employer sponsored health insurance?

 YES, complete Appendix B — Employer coverage (page 45)       NO
g. Was anyone in your household on Medicaid in another state in the last 3 months?

 YES, in which state?_________    Date it ended or is expected to end: _____________     NO

 = Required
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

These questions are optional. The answers to these questions do not impact whether you are eligible for health 
coverage. We ask these questions to help us guarantee that all members receive the highest quality care and the best 
service. We also use this information to address differences in care. Please answer the following optional demographic 
questions about anyone who is applying for OHP benefits. If you do not want to answer these questions, please select, 
“decline to answer.”

Person 1 first/last name: _________________________________  Birthdate: __________________________

1. Does this person need a spoken language interpreter?    
 YES, answer a-b below.   NO   Don't know   Decline to answer 
a. If available, will a DHS/OHA employee who is fluent in your language meet your needs?   YES     NO
b. Please say more about the individual’s spoken interpreter needs:

_____________________________________________________________________________

2. Does this person need a sign language interpreter or captioner?    
 YES, answer a–c below.  NO    Don't know    Decline to answer 

a. Tell us about the type of sign language interpretation or captioning that you need:
     American Sign Language (ASL)    Pidgin Signed English (PSE)    Signing Exact English (SEE)
    CART/Captioning    Assistive Listening Device (FM, Loop)    Other type of sign language interpreter 
    Tactile (for Deaf-Blind people) 
b. Tell us more about the type of sign language interpreting or captioning that the individual needs:

_________________________________________________________________________________
c. If available, will a DHS/OHA employee who is able to communicate using your preferred interpretation or

captioning type meet your needs?  YES  NO

3. How well does this person speak English?  Very well   Well   Not well   Unknown   Decline to answer

4. Is this person deaf or do they have serious difficulty hearing?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

5. Is this person blind or do they have serious difficulty seeing, even when wearing glasses?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

6. If this person is age 5 or older, do they have serious difficulty concentrating, remembering, understanding, 
or making decisions because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

7. If this person is age 5 or older, do they have serious difficulty walking or climbing stairs?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

8. If this person is age 5 or older, do they have difficulty dressing or bathing?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

9. If this person is age 15 or older, do they have difficulty doing errands alone? Examples are visiting a 
doctor's office or shopping. Is this because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don’t know   Decline to answer

10. Is this person limited in any way in any activities because of physical, mental or emotional problems?

 YES     NO     Don't know     Decline to answer

11. How does this person identify their race, ethnicity, tribal affiliation, country of origin, or ancestry? 
____________________________________________________________________________________
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 1, continued from previous page.

12. What is Person 1’s ethnic or racial identity? Check all that apply.

American Indian or 
Alaska Native:

 American Indian  Alaska Native  Canadian Inuit, Metis or First Nation 
 Indigenous Mexican, Central American or South American

Asian:  Chinese   Vietnamese   Korean   Hmong   Laotian   Filipino/a 
 Japanese   South Asian  Asian Indian   Other Asian

Black or African 
American:

 African American   African (black) 
 Caribbean  Other black

Hispanic or Latino/a:  Mexican   Central American   South American   Other Hispanic or Latino

Native Hawaiian or 
Pacific Islander:

 Native Hawaiian   Guamanian or Chamorro   Samoan  Micronesian   Tongan  
 Other Pacific Islander

White:  Western European   Eastern European   Slavic   Middle Eastern 
 Northern African   Other white

Other: __________________   Unknown    Decline to answer

If more than one ethnic or racial identity is chosen, please CIRCLE the one that best represents this 
person’s primary identity.
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 2 first/last name: _________________________________  Birthdate: __________________________

1. Does this person need a spoken language interpreter?    
 YES, answer a-b below.   NO   Don’t know   Decline to answer 
a. If available, will a DHS/OHA employee who is fluent in your language meet your needs?   YES     NO
b. Please say more about the individual’s spoken interpreter needs:

_____________________________________________________________________________

2. Does this person need a sign language interpreter or captioner?    
 YES, answer a–c below.  NO    Don’t know    Decline to answer 

a. Tell us about the type of sign language interpretation or captioning that you need:
     American Sign Language (ASL)    Pidgin Signed English (PSE)    Signing Exact English (SEE)
    CART/Captioning    Assistive Listening Device (FM, Loop)    Other type of sign language interpreter 
    Tactile (for Deaf-Blind people) 
b. Tell us more about the type of sign language interpreting or captioning that the individual needs:

_________________________________________________________________________________
c. If available, will a DHS/OHA employee who is able to communicate using your preferred interpretation or

captioning type meet your needs?  YES  NO

3. How well does this person speak English?  Very well   Well   Not well   Unknown   Decline to answer

4. Is this person deaf or do they have serious difficulty hearing?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

5. Is this person blind or do they have serious difficulty seeing, even when wearing glasses?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

6. If this person is age 5 or older, do they have serious difficulty concentrating, remembering, understanding, 
or making decisions because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

7. If this person is age 5 or older, do they have serious difficulty walking or climbing stairs?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

8. If this person is age 5 or older, do they have difficulty dressing or bathing?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

9. If this person is age 15 or older, do they have difficulty doing errands alone? Examples are visiting a 
doctor's office or shopping. Is this because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don’t know   Decline to answer

10. Is this person limited in any way in any activities because of physical, mental or emotional problems?
 YES     NO     Don't know     Decline to answer

11. How does this person identify their race, ethnicity, tribal affiliation, country of origin, or ancestry? 
____________________________________________________________________________________
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 2, continued from previous page.

12. What is Person 1’s ethnic or racial identity? Check all that apply.

American Indian or 
Alaska Native:

 American Indian  Alaska Native  Canadian Inuit, Metis or First Nation 
 Indigenous Mexican, Central American or South American

Asian:  Chinese   Vietnamese   Korean   Hmong   Laotian   Filipino/a 
 Japanese   South Asian  Asian Indian   Other Asian

Black or African 
American:

 African American   African (black) 
 Caribbean  Other black

Hispanic or Latino/a:  Mexican   Central American   South American   Other Hispanic or Latino

Native Hawaiian or 
Pacific Islander:

 Native Hawaiian   Guamanian or Chamorro   Samoan  Micronesian   Tongan  
 Other Pacific Islander

White:  Western European   Eastern European   Slavic   Middle Eastern 
 Northern African   Other white

Other: __________________   Unknown    Decline to answer

If more than one ethnic or racial identity is chosen, please CIRCLE the one that best represents this 
person’s primary identity.
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 3 first/last name: _________________________________  Birthdate: __________________________

1. Does this person need a spoken language interpreter?    
 YES, answer a-b below.   NO   Don’t know   Decline to answer 
a. If available, will a DHS/OHA employee who is fluent in your language meet your needs?   YES     NO
b. Please say more about the individual’s spoken interpreter needs:

_____________________________________________________________________________

2. Does this person need a sign language interpreter or captioner?    
 YES, answer a–c below.  NO    Don’t know    Decline to answer 

a. Tell us about the type of sign language interpretation or captioning that you need:
     American Sign Language (ASL)    Pidgin Signed English (PSE)    Signing Exact English (SEE)
    CART/Captioning    Assistive Listening Device (FM, Loop)    Other type of sign language interpreter 
    Tactile (for Deaf-Blind people) 
b. Tell us more about the type of sign language interpreting or captioning that the individual needs:

_________________________________________________________________________________
c. If available, will a DHS/OHA employee who is able to communicate using your preferred interpretation or

captioning type meet your needs?  YES  NO

4. Is this person deaf or do they have serious difficulty hearing?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

5. Is this person blind or do they have serious difficulty seeing, even when wearing glasses?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

6. If this person is age 5 or older, do they have serious difficulty concentrating, remembering, understanding, 
or making decisions because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

7. If this person is age 5 or older, do they have serious difficulty walking or climbing stairs?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

8. If this person is age 5 or older, do they have difficulty dressing or bathing?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

9. If this person is age 15 or older, do they have difficulty doing errands alone? Examples are visiting a 
doctor's office or shopping. Is this because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don’t know   Decline to answer

10. Is this person limited in any way in any activities because of physical, mental or emotional problems?
 YES     NO     Don't know     Decline to answer

11. How does this person identify their race, ethnicity, tribal affiliation, country of origin, or ancestry? 
____________________________________________________________________________________

3. How well does this person speak English?  Very well   Well    Not well   Unknown   Decline to answer
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 3, continued from previous page.

12. What is this person’s ethnic or racial identity? Check all that apply.

American Indian or 
Alaska Native:

 American Indian  Alaska Native  Canadian Inuit, Metis or First Nation 
 Indigenous Mexican, Central American or South American

Asian:  Chinese   Vietnamese   Korean   Hmong   Laotian   Filipino/a 
 Japanese   South Asian  Asian Indian   Other Asian

Black or African 
American:

 African American   African (black) 
 Caribbean  Other black

Hispanic or Latino/a:  Mexican   Central American   South American   Other Hispanic or Latino

Native Hawaiian or 
Pacific Islander:

 Native Hawaiian   Guamanian or Chamorro   Samoan  Micronesian   Tongan  
 Other Pacific Islander

White:  Western European   Eastern European   Slavic   Middle Eastern 
 Northern African   Other white

Other: __________________   Unknown    Decline to answer

If more than one ethnic or racial identity is chosen, please CIRCLE the one that best represents this 
person’s primary identity.
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 4 first/last name: _________________________________  Birthdate: __________________________

1. Does this person need a spoken language interpreter?    
 YES, answer a-b below.   NO   Don’t know   Decline to answer 
a. If available, will a DHS/OHA employee who is fluent in your language meet your needs?   YES     NO
b. Please say more about the individual’s spoken interpreter needs:

_____________________________________________________________________________

2. Does this person need a sign language interpreter or captioner?    
 YES, answer a–c below.  NO    Don’t know    Decline to answer 

a. Tell us about the type of sign language interpretation or captioning that you need:
     American Sign Language (ASL)    Pidgin Signed English (PSE)    Signing Exact English (SEE)
    CART/Captioning    Assistive Listening Device (FM, Loop)    Other type of sign language interpreter 
    Tactile (for Deaf-Blind people) 
b. Tell us more about the type of sign language interpreting or captioning that the individual needs:

_________________________________________________________________________________
c. If available, will a DHS/OHA employee who is able to communicate using your preferred interpretation or

captioning type meet your needs?  YES  NO

3. How well does this person speak English?  Very well   Well   Not well   Unknown   Decline to answer

4. Is this person deaf or do they have serious difficulty hearing?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

5. Is this person blind or do they have serious difficulty seeing, even when wearing glasses?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

6. If this person is age 5 or older, do they have serious difficulty concentrating, remembering, understanding, 
or making decisions because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don't know   Decline to answer

7. If this person is age 5 or older, do they have serious difficulty walking or climbing stairs?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

8. If this person is age 5 or older, do they have difficulty dressing or bathing?
 YES, what age did it begin? _________   NO   Don't know   Decline to answer

9. If this person is age 15 or older, do they have difficulty doing errands alone? Examples are visiting a 
doctor's office or shopping. Is this because of a physical, mental, or emotional condition?

 YES, what age did it begin? _________   NO   Don’t know   Decline to answer

10. Is this person limited in any way in any activities because of physical, mental or emotional problems?
 YES     NO     Don't know     Decline to answer

11. How does this person identify their race, ethnicity, tribal affiliation, country of origin, or ancestry? 
____________________________________________________________________________________
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STEP 6 Demographic questions to help us serve you better — OPTIONAL

Person 4, continued from previous page.

12. What is this person’s ethnic or racial identity? Check all that apply.

American Indian or 
Alaska Native:

 American Indian  Alaska Native  Canadian Inuit, Metis or First Nation 
 Indigenous Mexican, Central American or South American

Asian:  Chinese   Vietnamese   Korean   Hmong   Laotian   Filipino/a 
 Japanese   South Asian  Asian Indian   Other Asian

Black or African 
American:

 African American   African (black) 
 Caribbean  Other black

Hispanic or Latino/a:  Mexican   Central American   South American   Other Hispanic or Latino

Native Hawaiian or 
Pacific Islander:

 Native Hawaiian   Guamanian or Chamorro   Samoan  Micronesian   Tongan  
 Other Pacific Islander

White:  Western European   Eastern European   Slavic   Middle Eastern 
 Northern African   Other white

Other: __________________   Unknown    Decline to answer

If more than one ethnic or racial identity is chosen, please CIRCLE the one that best represents this 
person’s primary identity.
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STEP 7 Other questions — OPTIONAL

Answering these questions is optional. Your answers will not affect the decision about your benefits.

1. If you are not registered to vote where you live now, would you like to apply to register to vote today? Applying 
or declining to register will not affect the amount of assistance you will be provided by this agency.

 YES     NO
If you believe that someone has interfered with your right to register or to decline to register to vote, your right to 
privacy in deciding whether to register or in applying to register to vote, or your right to choose your own political 
party or other political preference, you may file a complaint with Oregon Secretary of State by calling 503-986-1518 
or by sending an e-mail to elections.sos@state.or.us.

2. Is any member of your household a current military service member or did they serve in the armed forces?    
 YES, list them below.     NO

First/last name: _____________________________________________ Birthdate: ____________________

If YES, would this person like to be contacted by the Department of Veterans’ Affairs regarding other resources 
that may be available?     YES     NO

First/last name: _____________________________________________ Birthdate: ____________________

If YES, would this person like to be contacted by the Department of Veterans’ Affairs regarding other resources 
that may be available?     YES     NO
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STEP 8 Read and sign

Your rights and responsibilities
The information in this section tells you what your rights and responsibilities are. Your “rights” are what the Oregon 
Department of Human Services (DHS) and the Oregon Health Authority (OHA) agrees to do for you. Your “responsibilities” 
are what you agree to do when you apply for medical assistance. 

Please read this information carefully. You can ask DHS staff to explain this information to you. Ask questions if there is 
something you do not understand. You can call 1-800-699-9075 (TTY 711) to ask questions. You agree to do certain 
things when you (and your family ) get benefits from DHS or OHA. You may lose those benefits or need to pay DHS or OHA 
back, if you get more than you should.

There is more information about your rights and responsibilities in the Application Guide. The Application Guide was 
included in the envelope this application came in. You can also find it online at: http://bit.ly/ohpguide. You can also call 
1-800-699-9075 (TTY 711) to request a copy of the Application Guide. 

Your rights (what you can expect from DHS and OHA):
• DHS and OHA will treat you with respect in a fair and polite way.

• What you tell DHS and OHA we will keep private. You can view our ‘Notice of Privacy Practices’ in Appendix C of 
this application. 

• You can ask for help to apply, fill out forms, or report changes in your preferred language.

• DHS and OHA will give you information in a format or language you can understand.

• DHS and OHA will do its best to meet your special needs if you have a disability. DHS and OHA follow the Americans 
with Disabilities Act and Section 504 of the Rehabilitation Act.

• Your right to a hearing:

» If you disagree with the decisions OHA or DHS make about your eligibility for health coverage you have the right to 
request a hearing. 

» You can ask for a hearing if you do not get a decision from us within 45 days. 

» You have the right to choose an authorized representative to act on your behalf during the hearing process.

» You can request a hearing in writing or by calling 1-800-699-9075 (TTY 711).

» If you want a hearing, you must request it within 90 days of the date on the eligibility notice you will receive (in the 
mail or email ). Your deadline to request a hearing does not change even if you contact us.

» If you receive home and community-based care or nursing home care there is no right for a hearing about an estate 
recovery claim. See the Estate Recovery section of the Application Guide for more information about the Estate 
Recovery Program.

Your responsibilities (what you must do):
You must:

• Give DHS and OHA true, correct and complete information.

• Give proof of certain things you report. If you cannot get proof, you must let us contact other people or agencies for 
proof when we need to.

• Allow DHS and OHA staff to visit your home to get information about your case.

• Report changes to DHS and OHA. 

• Help DHS and OHA get proof if your case is chosen for a review. Cases are chosen at random to take part in a review.

• Authorize release of your child support records from the Department of Justice, Division of Child Support, to DHS and 
OHA, unless you have good cause.
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STEP 8 Read and sign, continued

• Apply for and use certain benefits or money for which you qualify. You can see examples of these benefits or money in 
the Application Guide. 

• Report certain changes to the information you gave us in the application. When approved for benefits, your notice tells 
you what you must report and when. Read more about reporting changes in the Application Guide.  

• Tell medical providers (doctor, clinic, pharmacy or hospital ) if you have other health coverage before you get care. See 
the Application Guide for more information. 

• Report to the Personal Injury Liens Unit within 10 days if you or anyone in your family:

» Get medical assistance or Oregon Health Plan (OHP) benefits; and

» Have a claim against somebody for an injury they caused.

• Automatically give DHS and OHA the right to payments from others who were legally liable to pay any of your medical 
expenses. This applies to anyone who is receiving health coverage from DHS or OHA. This is called “assigning 
payments” to DHS or OHA and CCOs. Read more about assigning payments in the Application Guide.

Additional information
Use of Social Security Number (SSN)
These federal laws and regulations say that anyone applying for medical benefits must provide an SSN, if they have one: 
Federal laws – 42 USC 1320b-7(a), 7 USC 2011-2036, 42 CFR 435.910, 42 CFR 435.920, 42 CFR 457.340(b). When you 
write your SSN on the application it means you give permission to the Oregon Health Authority (OHA) or Department of 
Human Services (DHS) to use it and tell others about it for these reasons:

• DHS and OHA will use your SSN to help decide if you are eligible for benefits. We will use your SSN to:

» Verify your income » Verify other assets

» Match other state and federal records such as the below:

Internal Revenue Service (IRS)

Medicaid

Child support

Social Security Administration

Unemployment insurance benefits

Other public assistance programs.

• DHS and OHA may use your SSN to prepare a collection of information or reports that program funding sources ask for 
when you apply for or receive benefits.

• DHS and OHA may use or disclose your SSN:

» If we need it to run the program you apply for or receive benefits from.

» To conduct quality assessment and improvement activities.

» To verify the correct amount of payments and recover overpaid benefits.

» To verify that no one has benefits in more than one household.

If someone doesn’t have an SSN, and they want one, visit www.ssa.gov for information on how to apply for one.

Income and asset verification
The information you provided on this form about income and assets will be subject to review and verification by federal, 
state and local officials. When we determine your eligibility for medical assistance, DHS and OHA use the below:

• Federal Data Services Hub (FDSH)

• Income and Eligibility Verification System (IEVS)

• Asset Verification System (AVS).

For more information about income and assets verification, see the Application Guide.
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STEP 8 Read and sign, continued

Child Support Program
When you receive health coverage, you may be required to work with the state’s Child Support Program if you have a 
child who has an absent parent. There are exceptions to this if you have good cause. See the Application Guide for more 
information about working with the Child Support Program and good cause.

Estate Recovery Program
For anyone who receives long-term care services, DHS or OHA may ask for money, after they die, from their estate to pay 
for the services and support they got. There are many exceptions to estate recovery. See the Estate Recovery section of 
the Application Guide for more information.

Penalty for the transfer of assets
You may be ineligible for certain health coverage if you transfer an asset for less than its value. When you give away or 
sell an asset, we say that you transfer the asset. For more information about penalties related to the transfer of assets, 
see the Application Guide.

Our non-discrimination policy
The Department of Human Services (DHS) and Oregon Health Authority (OHA) do not discriminate against anyone. This 
means DHS and OHA will help all who qualify. DHS and OHA will not treat anyone differently because of any of the below:

• Age

• Race

• Color

• National origin

• Gender

• Religion

• Disability

• Sexual orientation*

• Marital status

You may file a complaint if you believe DHS or OHA treated you differently for any of these reasons. To file a complaint, 
you can call or write the Governor’s Advocacy Office:

Governor’s Advocacy Office 
500 Summer Street NE, E17 
Salem, OR 97301 
503-945-6904 
1-800-442-5238, TTY 711 
Email: DHS.info@dhsoha.state.or.us

Equal opportunity is the law!

We work with the U.S. Department of Agriculture (USDA) and U.S. Health & Human Services (HHS). Both are equal 
opportunity providers and employers. Auxiliary aids and services are available on request to individuals with disabilities.

To file a complaint with USDA and HHS, please read the “Client Discrimination Complaint Information” form (DHS 9001, 
https://apps.state.or.us/forms/served/de9001.pdf).

*Sexual orientation has protection by state, but not federal laws.
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STEP 8 Read and sign, continued

By signing this application, I agree with the statements below:
• I sign this application under penalty of perjury. That means, to the best of my knowledge, I gave true, correct and 

complete answers to all the questions on this form. I know that under federal law if I provide false and/or untrue 
information I may be subject to penalties and/or be liable for overpayments. 

• I understand and agree to the rights and responsibilities as explained in this application and in the Application Guide.

• I understand and agree to the information in the “Read and sign” section of this application (Step 8 ) and the “Read and 
sign” section of the Application Guide.

• I have read and agree to the OHA Notice of Privacy Practices form found in Appendix C. 

• DHS and OHA can review my case. This can include that DHS comes to my home.

• DHS and OHA will use state and federal computer databases and systems to check the information I provided on 
this form. 

• DHS and OHA may give information on this application to:

» Federal and state agencies who do reviews.

» Federal and state agencies and private collection agencies, if I have to repay benefits to DHS or OHA.

• DHS and OHA may use my information to administer other public assistance programs that I receive from DHS or OHA.

• I confirm that I have consent from all the people in my household to both give their information and receive 
communication about their eligibility and enrollment.

Declaration and signature
By signing this form, I confirm that:

• I have read and understand the information in the Read and Sign section above and in the “Read and sign” section of 
the Application Guide (form OHP 9025 ).

• If you are an authorized representative you may sign here only if you and the applicant have completed and signed 
the authorized representative form (http://bit.ly/authrep ). 

Printed name Signature Today’s date (MM/DD/YYYY)

 = Required
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APPENDIX A Aging and People with Disabilities — OPTIONAL

Is anyone in your household who is applying for benefits:

• Receiving or eligible for Medicare

• 65 or older

• Requesting long-term care services

 YES     NO

1. Tell us about the resources for you and the members of your household. Possible resources include: Cash 
on hand, money held for you by others, checking account(s), savings account(s), stocks, bonds, money in a safe 
deposit box, sales contracts, estate funds, retirement funds, time certificate of deposit, personal/incidental funds, 
securities, trust and annuity accounts and trust funds.

Resource Location and account number Whose name is on the resource Amount or value

$

$

$

$

2. Does anyone in the household own a vehicle? Include automobiles, trucks, motorcycles, boats, campers, other 
motorized vehicles, trailers, farm or business equipment.     YES     NO

Item (make/model/year ) Owner Current value Amount owed

$ $

$ $

$ $

$ $

3. Does anyone in the household own any property? Property can include the home you live in, business or rental 
property or a vacation property.

 YES, please list them below. If there are multiple properties, please make a copy of this page to list 
more properties.

 NO

Type of property:

Street address of property:

City: State: ZIP code: County:

a. Current value: ______________ Amount owed: _____________  Monthly payments: _____________ 

b. Property taxes (unless included in monthly payment ): ______________________________________

c. Fire insurance: (unless included in monthly payment ):  _____________________________________
d. Owner:  __________________________________________________________________________

e. Use of property (business, vacation home, rental, etc.):  _____________________________________

f. Is this property a Life Estate?     YES     NO

If YES, we may need to review eligibility for programs based on 
age or being blind or disabled. We will need the information in this 
appendix if we review for those programs. You don’t have to answer 
these questions now, but it may speed up the application process.
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4. Property transfer: Have you, or other applicants, sold, traded, given away or transferred (including to or from a 
trust ) any of the following: personal property, cash, real property (land or building, or Life Estate interest ) or the 
proceeds from a home equity loan within the last 60 months (5 years )?

 YES, give us the information below.     NO

Property 
description

Transfer 
date

Value at 
transfer

Amount 
received

Amount owed 
to you

Amount received 
per month

$ $ $ $

$ $ $ $

$ $ $ $

$ $ $ $

Are any of the property transfers listed above resulting from a divorce?     YES     NO

If transferred to or from a Trust, is the Trust revocable?     YES     NO

Attorney’s name: _________________________________________ Phone number: ___________________

5. Does anyone in the household have a prepaid burial or funeral arrangement?     YES     NO

First and last name of person with a prepaid burial arrangement: ____________________________________

Funeral home and location: ________________________________________________________________

What is the current value of the funeral/burial plan? $_____________________________________________

How is the prepaid burial agreement funded? 
 Burial insurance     Irrevocable trust     Licensed funeral provider     Revocable trust     Burial fund

First and last name of person with a prepaid burial arrangement: ____________________________________

Funeral home and location: ________________________________________________________________

What is the current value of the funeral/burial plan? $_____________________________________________

How is the prepaid burial agreement funded? 
 Burial insurance     Irrevocable trust     Licensed funeral provider     Revocable trust     Burial fund

6. Does anyone in the household own a life insurance or burial insurance policy?     YES     NO

First and last name of person insured: ________________________________________________________

Insurance type (whole life, term, burial ): ______________________________________________________

What is the face value of this insurance plan? $______________________________

First and last name of person insured: ________________________________________________________

Insurance type (whole life, term, burial ): ______________________________________________________

What is the face value of this insurance plan? $______________________________

APPENDIX A Aging and People with Disabilities — OPTIONAL
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7. Do you or anyone in your household pay for housing costs?     YES     NO
a. If YES, total payment: $__________________

• How much do you pay? $__________________

• Who else pays? ______________________________  Amount this person pays? $________________

b. Are there any utilities included in this cost?
 Yes, tell us about those utilities that are not included in the amount above.         NO   
 Water and sewage: $    Garbage: $    Electricity: $ 
 Gas: $    Other utility:    Amount: $ 

c. Are you paying heating or cooling in addition to shelter?     YES     NO

d. Does anyone in your household pay any part of the utilities where you live?     YES     NO

Person who pays Utility How often Amount

$

$

$

$

8. Does anyone in your household pay for a medical expense? You do not have to tell us about your medical 
expenses but telling us about them may reduce the amount you pay for long-term care services. Some examples 
are prescription costs, health insurance premiums, copays, etc.     YES, give us the information below.     NO

Person who pays Expense type How often Amount

$

$

$

$

9. If we review for long-term care or medical programs based on age or being blind or disabled, we will check the 
Asset Verification System (AVS) for any person who is required to tell us about their resources. You need to give 
us permission to do this. A form, MSC 2639, is included with this application that you can fill out and sign to give 
us permission. It is printed on green paper and the title of the form is, “Authorization for Electronic Verification of 
Resources.” You do not have to sign and return the form now, but it can help speed up your application process.     
Did you complete the green form (MSC 2639) that was included with this application?   YES     NO

APPENDIX A Aging and People with Disabilities — OPTIONAL
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APPENDIX B Employer Coverage — OPTIONAL

Completing this form is optional and will not affect the decision about your benefits. Complete the information 
below for each employer who offers health coverage. This page is a tool that can be given to your employer to help 
answer questions about the coverage they offer.

1. Whose employer is this?

First/last name:    Birthdate:  

2. Employer information:

a. Employer name: _____________________________________________________________________

b.  Name of person we can contact at your employer’s office about this health coverage:

Name:  

Phone:  Ext:   Email: 

3. Will this employer offer health coverage this year?     YES     NO

4. How much would this person pay in premiums to enroll in the lowest cost plan that meets the minimum 
value standard* offered only to employees (don’t include family plans)? If the employer has wellness 
programs, list the premium the employee would pay with the maximum discount for tobacco cessation programs, 
but no other wellness discounts.

Premium amount: $      I don’t know

How often:     Weekly     Every other week     Monthly     Twice per month     Other:   

5. Is this person currently enrolled in this health coverage?     YES     NO

6. Does this employer offer spouse/dependent coverage?     YES     NO

7. Will this coverage change next year?

 YES, tell us how.     NO     I don’t know if this employer will make changes

 Employer will no longer offer coverage

  Employer will change the cost of premiums. The premium to enroll in the lowest cost plan that meets the 
minimum value standard* offered only to employees (don’t include family plans) will be:

Premium amount: $      I don’t know

How often:     Weekly   Every other week   Monthly   Twice per month  Other:  

When will this change take effect?       I don’t know

8. Is this person enrolling in the employer’s coverage next year?

YES, when?        NO

9. Does this person expect to drop employer coverage next year?

YES, when?        NO

*  The “minimum value standard” is met if the employer’s plan pays 60% or more of the plan’s share of the total allowed 
costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986 )
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APPENDIX C Notice of Privacy Practices (MSC 2090A, 02/14) 

Your Information.  
Your Rights.
Our Responsibilities.

This notice describes how medical information about 
you may be used and disclosed and how you can get 
access to this information. Please review it carefully.

You have the right to:
• Get a copy of your health and claims records
• Correct your health and claims records
• Request confidential communication
• Ask us to limit the information we share
• Get a list of those with whom we’ve shared 

your information
• Get a copy of this privacy notice
• Choose someone to act for you
• File a complaint if you believe your  

privacy rights have been violated

» See page 47 
for more information 
on these rights and 
how to exercise them

Your 
Rights

You have some choices in the way that 
we use and share information as we:
• Answer coverage questions from your family  

and friends
• Provide disaster relief
• Market our services and sell your information

» See page 47 and 48 
for more information 
on these choices and  
how to exercise them

Your 
Choices

We may use and share your information as we:
• Help manage the health care treatment you receive
• Run our organization
• Pay for your health services
• Administer your health plan
• Help with public health and safety issues
• Do research
• Comply with the law
• Respond to organ and tissue donation requests and  

work with a medical examiner or funeral director
• Address workers’ compensation, law enforcement,  

and other government requests
• Respond to lawsuits and legal actions

» See pages 48 - 49 
for more information 
on these choices and  
how to exercise them

Our 
Uses and  

Disclosures
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APPENDIX C Notice of Privacy Practices, continued

When it comes to your health 
information, you have certain rights.
This section explains your rights and some of our 
responsibilities to help you.

For certain health information, you can 
tell us your choices about what we share.
If you have a clear preference for how we share your 
information in the situations described below, talk to us. 
Tell us what you want us to do, and we will follow 
your instructions.

 Your Rights

 Your Choices

Get a copy of your health and claims records
• You can ask to see or get a copy of your health and claims 

records and other health information we have about you. 
Ask us how to do this.

• We will provide a copy or a summary of your health and 
claims records, usually within 30 days of your request. 
We may charge a reasonable, cost-based fee.

Ask us to correct health and claims records
• You can ask us to correct your health and claims records if you 

think they are incorrect or incomplete. Ask us how to do this.
• We may say “no” to your request, but we’ll tell you why in 

writing within 60 days.

Request confidential communications
• You can ask us to contact you in a specific way (for example, 

home or office phone) or to send mail to a different address.
• We will consider all reasonable requests, and must say “yes” 

if you tell us you would be in danger if we do not.

Ask us to limit what we use or share
• You can ask us not to use or share certain health information 

for treatment, payment, or our operations.
• We are not required to agree to your request, and we may 

say “no” if it would affect your care.

Get a list of those with whom we’ve shared information
• You can ask for a list (accounting) of the times we’ve shared 

your health information for six years prior to the date you ask, 
who we shared it with, and why.

• We will include all the disclosures except for those about 
treatment, payment, and health care operations, and certain 
other disclosures (such as any you asked us to make). We’ll 
provide one accounting a year for free but will charge a 
reasonable, cost-based fee if you ask for another one within 
12 months. 

Get a copy of this privacy notice
• You can ask for a paper copy of this notice at any time, even 

if you have agreed to receive the notice electronically. We will 
provide you with a paper copy promptly.

Choose someone to act for you
• If you have given someone medical power of attorney or if 

someone is your legal guardian, that person can exercise 
your rights and make choices about your health information.

• We will make sure the person has this authority and can act 
for you before we take any action.

File a complaint if you feel your rights are violated
• You can complain if you feel we have violated your rights by 

contacting us using the information on page 4.
• You can file a complaint with the U.S. Department of Health 

and Human Services Office for Civil Rights by sending a letter 
to 200 Independence Avenue, S.W., Washington, D.C. 20201, 
calling 1-877-696-6775, or visiting: 
www.hhs.gov/ocr/privacy/hipaa/complaints/.

• We will not retaliate against you for filing a complaint.

In these cases, you have both the right and choice  
to tell us to:
• Share information with your family, close friends, or others 

involved in payment for your care
• Share information in a disaster relief situation

If you are not able to tell us your preference, for example 
if you are unconscious, we may go ahead and share your 
information if we believe it is in your best interest. We 
may also share your information when needed to lessen a 
serious and imminent threat to health or safety.

Continued on next page.
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APPENDIX C Notice of Privacy Practices, continued

Your Choices, continued
In these cases we never share your information unless 
you give us written permission:
• Marketing purposes
• Sale of your information
• Most psychotherapy notes

How do we typically use or share your 
health information?
We typically use or share your health information in 
the following ways.

How else can we use or share your 
health information?
We are allowed or required to share your information in 
other ways – usually in ways that contribute to the public 
good, such as public health and research. We have to 
meet many conditions in the law before we can share your 
information for these purposes. For more information see:  
www.hhs.gov/ocr/privacy/hipaa/understanding/
consumers/index.html.

 Our Uses and Disclosures

Help manage the health care treatment you receive
• We can use your health information and share it with 

professionals who are treating you.

Example: A doctor sends us information about your 
diagnosis and treatment plan so we can arrange 
additional services.

Run our organization
• We can use and disclose your information to run our 

organization and contact you when necessary.

• We are not allowed to use genetic information to 
decide whether we will give you coverage and the 
price of that coverage. This does not apply to long term 
care plans.

Example: We use health information about you to develop 
better services for you.

Pay for your health services
• We can use and disclose your health information as we pay 

for your health services.

Example: We share information about you with your dental 
plan to coordinate payment for your dental work.

Administer your plan
• We may disclose your health information to your health plan 

sponsor for plan administration.

Example: Your company contracts with us to provide a 
health plan, and we provide your company with certain 
statistics to explain the premiums we charge.

Help with public health and safety issues
• We can share health information about you for certain 

situations such as:

 » Preventing disease
 » Helping with product recalls
 » Reporting adverse reactions to medications
 » Reporting suspected abuse, neglect, or domestic violence
 » Preventing or reducing a serious threat to anyone’s health 
or safety

Do research
• We can use or share your information for health research.

Comply with the law
• We will share information about you if state or federal laws 

require it, including with the Department of Health and 
Human Services if it wants to see that we’re complying with 
federal privacy law.

Respond to organ and tissue donation requests and 
work with a medical examiner or funeral director
• We can share health information about you with organ 

procurement organizations.
• We can share health information with a coroner, medical 

examiner, or funeral director when an individual dies.

Continued on next page.
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APPENDIX C Notice of Privacy Practices, continued

 Our Responsibilities 
• We are required by law to maintain the privacy and security of your protected health information.
• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.
• We must follow the duties and privacy practices described in this notice and give you a copy of it.
• We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us 

we can, you may change your mind at any time. Let us know in writing if you change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will 
be available upon request, on our website, and we will mail a copy to you. Approved by Suzanne Hoffman, COO 2-14-2014

This Notice of Privacy Practices applies to the Oregon Health Authority and its business associates, including 
the Oregon Department of Human Services.

To use any of the privacy rights listed above you can contact your local OHA office.

To request this notice in another language, large print, Braille or other format call 503-378-3486, 
Fax 503-373-7690 or TTY 503-378-3523. It is available in English and translated into Spanish, Russian, Vietnamese,  
Somali, Arabic, Burmese, Bosnian, Cambodian, Korean, Laotian, Portuguese, Chinese, large print, and Braille.

OREGON HEALTH AUTHORITY 
Privacy Compliance Officer, 
3991 Fairview Industrial Dr SE 
Salem, OR 97302  
Phone number for privacy office: 503-945-5780
Email for  help with privacy concerns:  dhs.privacyhelp@dhsoha.state.or.us

Our Uses and Disclosures, continued

Address workers’ compensation, law enforcement, and 
other government requests
• We can use or share health information about you:

 » For workers’ compensation claims
 » For law enforcement purposes or 
with a law enforcement official

 » With health oversight agencies 
for activities authorized by law

 » For special government functions such as military, 
national security, and presidential protective services

Respond to lawsuits and legal actions
• We can share health information about you in response to a 

court or administrative order, or in response to a court order.

I.  OHA may use or release protected health information 
(PHI) from enrollment forms to help determine what 
programs you are eligible for or what kind of coverage 
you should receive. 

II.  OHA follows the requirements of federal and state privacy 
laws, including laws about drug and alcohol abuse and 
treatment and mental health conditions and treatment.

III.  OHA may only use or release substance abuse records 
if the person or business receiving the records has a 
specialized agreement with OHA.

IV.  If OHA releases information to someone else with your 
approval, the information may not be protected by the 
privacy rules and the person receiving the information 
may not have to protect the information. They may release 
your information to someone else without your approval.

MSC 2090A (02/14)

MEDICAL ASSISTANCE AND  
PREMIUM ASSISTANCE PROGRAMS
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DATE1 

 

TRUSTEE1 
Trustee’s Address 
Trustee’s Address 
 
  
 RE:  GRANTOR1 Income Cap Trust. 
 

My mother, GRANTOR1, is currently in the process of qualifying for long term care 
benefits with the State of Oregon. As part of the qualification process, I request a new checking 
account be opened and titled as follows: 

TRUSTEE1, Trustee 
GRANTOR1 Income Cap Trust, dated DATE1 
Trustee’s Address 
Trustee’s Address 
 
Tax ID:  Grantor’s SSN (this is a grantor trust) 
 

Thank you in advance for your assistance. 

Very Truly Yours,  

 

TRUSTEE1, Trustee 
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GRANTOR1 INCOME CAP TRUST - Page 1 
 

 GRANTOR1 INCOME CAP TRUST 
 An Irrevocable Living Trust Agreement 

Dated: DATE1 
Effective: DATE2 

 
 
GRANTOR1, (“Grantor”), by and through his/her ____________, _________________, establishes 
a Trust that is effective ___________, 2021, for the benefit of GRANTOR1, the lifetime beneficiary 
(“Beneficiary”). The initial Trustee is TRUSTEE1.  
 
 ARTICLE I  
 NAME OF TRUST 
 
1.1 Trust Name. This irrevocable Trust is known as the“Grantor1 INCOME CAP TRUST.”  
 
 ARTICLE II  
 PURPOSE OF THE TRUST 
 
2.1 Trust Purpose. The purpose of this Trust is to provide for administering and disposing of the 
Trust estate during and after the lifetime of Beneficiary, in accordance with the terms and conditions 
of the Trust. This Trust is created pursuant to 42 USC §1396. This Trust document is created to 
enable Beneficiary to qualify for Medicaid. Any provisions of this Trust that are deemed to be 
inconsistent with or contrary to the intent of the federal law cited above are deemed to be void and of 
no further force or effect. All the Trustee’s interpretations and actions pursuant to this Trust must be 
done for and with the purpose of creating, establishing, and maintaining Beneficiary’s eligibility for 
Medicaid benefits.  
 
 ARTICLE III  
  TRUST FUNDING 
 
3.1 Initial Funding. Grantor will cause to be transferred to the Trustee the monthly income of 
GRANTOR1 beginning in the month MONTH1, YEAR1. Grantor intends that the income described 
in Schedule A, together with all accretions and additions to that income, must be used, handled, and 
disposed of by the Trustee and by any successor or substitute Trustee or Trustees as described in this 
instrument.  

 
3.2 No Other Assets in Trust. No property other than Beneficiary’s unearned income may be 
placed in this Trust. The Trustee may place no other money in the Trust bank account. 
 
 ARTICLE IV 
 DISTRIBUTION DURING BENEFICIARY’S LIFE 
 
4.1 General Distribution Plan. During Beneficiary’s lifetime, the Trustee must use 
Beneficiary’s income placed in the Trust to pay the following expenses, in the following order of 
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priority: 
 
a. PIF. Beneficiary’s personal needs allowance or applicable OSIP standard. For 

recipients of waivered care, this expense includes an amount for room and board, which may be 
payable to the care facility. 

 
b. Administrative Costs. Reasonable administrative costs associated with establishing 

and maintaining this Trust, including any bank service charges, Trustee fees, preparation of yearly 
tax returns, copy charges, postage, attorney or tax preparer fees, and any income tax attributable to 
income placed into or generated by the Trust. 

 
c. Spouse, Family. Monthly maintenance needs allowance for spouse and family. 
 
d. Health Insurance Premiums. Health insurance premiums for Beneficiary and 

Beneficiary’s spouse and dependents. 
 
e. Other Reserves. Other incurred medical care costs that are not reimbursed by a third 

party; contributions to reserves for personal liabilities, including but not limited to child support, 
alimony, and income taxes; contributions to reserves for the purchase of an irrevocable burial plan; 
contributions to reserves for home maintenance and property taxes may be made on a monthly basis 
for a home in Beneficiary’s name.  

 
f. Patient Liability. Patient liability not to exceed the cost of waivered services or 

nursing home care. This expense is the amount of Beneficiary’s income to be paid toward his or her 
care, in addition to any room and board charge. 

 
g. Excess. The excess may be distributed to or on the behalf of Beneficiary to the extent 

allowed under the Oregon Administrative Rules governing Medicaid assistance. Excess income may 
be distributed to the state to repay it for any Medicaid assistance that it provided to Beneficiary, even 
if recovery for the past assistance is not required by federal or state law.  

 
4.2 Distribution Plan. The Trustee’s distribution plan is set forth in the attached Schedule B. 

 
4.3 Changes Are Anticipated. The cost of care will vary with changes in Beneficiary’s income, 
the income cap amount, the community spouse income allowance, etc. The representative of the state 
Medicaid program may from time to time notify the Trustee of changes in the rules that affect the 
contribution to the cost of care. If the Trustee determines that a change in the distribution plan is 
warranted, the Trustee must notify the Medicaid worker assigned to Beneficiary’s case. 
 
 ARTICLE V 
 DISTRIBUTION AT TERMINATION 
 
5.1 Remainder Beneficiaries Named. This Trust ceases and terminates when Beneficiary dies, 
or earlier if the Trustee determines that the existence of the Trust is no longer necessary to establish 
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or maintain Beneficiary’s Medicaid eligibility. When the Trust terminates, the remaining Trust 
property must be distributed as follows: 
 
First, to any state that may have provided Beneficiary with medical assistance up to an amount equal 
to the total medical assistance paid on behalf of Beneficiary by the state plan for Medicaid assistance 
or other approved waivered programs; this provision is intended to meet the requirements of 42 USC 
§ 1396p as amended by OBRA 93; and 
 
Second, any remainder after the state’s claim has been paid must pass outside probate to the 
residuary beneficiaries named in Beneficiary’s Will or Trust; however, if Beneficiary leaves no Will 
or Trust, then the remainder must be distributed outside probate to the heirs, as determined by the 
Oregon law of intestate succession. 

 
5.2 Winding up Affairs of Trust. When this Trust terminates, the Trustee must wind up the 
affairs of the Trust before distribution, paying for all administrative costs and for preparing of the 
final tax return. The Trustee has the sole discretion to claim any tax deductions useful to reduce the 
tax paid by the Trust. After winding up the Trust, the Trustee must distribute any remainder as 
provided above. 

 
 ARTICLE VI  
 AUTHORITY TO INITIATE PROCEEDINGS 
 FOR ELIGIBILITY 
 
The Trustee has full and complete discretion to initiate an action to make Beneficiary eligible for any 
program or public benefit, and has full and complete discretion to initiate either administrative or 
judicial proceedings, or both, for the purpose of determining eligibility. All costs relating to 
determining Beneficiary’s eligibility, including reasonable attorney fees, must be charged to the 
Trust. The Trustee is directed to defend, at the expense of the Trust, all contests or attacks of any 
nature against the Trust. 
 
 ARTICLE VII  
 TAX NATURE OF TRUST 
 
The parties to this agreement intend that this income cap trust be construed as a “grantor trust” under 
IRC § 677(a). All income received, distributed, held, or accumulated by this Trust is taxable to the 
Grantor. The Trustee may distribute directly to the taxing authority the amounts of income or 
principal of the Trust that are necessary to satisfy Beneficiary’s tax obligations. 
 
 ARTICLE VIII  
  AUTHORITY OF TRUSTEE 
 
The Trustee’s discretion in choosing disbursements and establishing reserves is final as to all 
interested parties. The Trustee’s sole and independent judgment, rather than any other person’s 
determination, is intended to be final. 
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 ARTICLE IX  
 SPENDTHRIFT/NONASSIGNMENT 
 
No interest in the principal or income of this Trust may be anticipated, assigned, or encumbered, or 
be subject to any creditor’s claim or to legal process before Beneficiary actually receives it. No 
beneficiary has the power to sell, assign, transfer, encumber, or in any other manner anticipate or 
dispose of his or her interest in the Trust or the income produced by the Trust, before the Trustee 
actually distributes the interest for the benefit of Beneficiary in the manner authorized by this 
agreement. No beneficiary has any assignable interest in any Trust created under this agreement or in 
the income from the Trust. Neither the principal nor the income may be used for any debts of any 
beneficiary. The limitations in this article do not restrict the exercise of any power of appointment or 
disclaimer. 
 
 ARTICLE X  
 IRREVOCABLE NATURE OF TRUST  
 
Grantor retains no right to modify, change, alter, or revoke this Trust, because it is intended to be an 
irrevocable Trust. Beneficiary has no power to modify, change, alter, or revoke the Trust. 
 
 ARTICLE XI 
 GOVERNING LAW 
 
The validity and construction of this agreement must be determined under Oregon law in effect on 
the date that this agreement is signed. 
 
 ARTICLE XII 
 POWERS OF TRUSTEE 
 
The Trustee has all powers granted to Trustees by Oregon law now existing or later amended, except 
to the extent limited by the other provisions of this Trust. In addition, the Trustee has the following 
power: 

 
12.1 Manage Assets. To manage and distribute assets. 
 
12.2 Retain Assets. To retain assets. 
 
12.3 Manner of Making Distribution. To make any distribution on behalf of Beneficiary directly 
to the person or organization. 
 
12.4 Principal and Income. To allocate items of income or expenditure to either income or 
principal and create reserves out of income all as provided by law and to the extent not so provided 
to allocate to income or principal or create reserves on a reasonable basis. The Trustee’s decision 
made in good faith with respect to such allocations is binding and conclusive on all persons. 
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12.5 Undistributed Income. Income accrued or undistributed at the termination of a beneficiary’s 
interest in a trust must be added to and become part of the principal of that trust, and the rights of the 
beneficiary to that income must terminate. 
 
12.6 Employment of Agents. To engage persons, including attorneys, auditors, investment 
advisers, or agents to advise or assist the Trustee at the cost of the Trust estate. 
 
12.7 Do Other Acts. Except as otherwise provided in this agreement, to do all acts that might 
legally be done by a person in absolute ownership and control of property and that in the Trustee’s 
judgment are necessary or desirable for the proper and advantageous management of the Trust estate.  

 
12.8 Trustee Liability; Use of Funds to Research Programs. It is recognized that the Trustee is 
not licensed or skilled in the field of social services. The Trustee may seek the counsel and 
assistance of Beneficiary’s Guardian or Conservator, if any, and any state and local agencies that 
have been established to assist the handicapped or disabled in similar circumstances. The Trustee 
may use these resources to aid Beneficiary, or Beneficiary’s Guardian or Conservator, as 
appropriate, in identifying programs that may be of social, financial, or developmental assistance to 
Beneficiary. However, the Trustee is not in any event liable to Beneficiary, the remainder 
beneficiaries of the Trust, or any other party for his or her acts as Trustee as long as the Trustee acts 
reasonably and in good faith. For example, the Trustee, Beneficiary, and Beneficiary’s Guardian or 
Conservator, if any, are not liable for the failure to identify each program or resource that might be 
available to Beneficiary because of Beneficiary’s disabilities.  

 
12.9 Power to Amend. The Trustee may amend the Trust to conform with later changes in federal 
or state law, to better effect the purposes of the Trust. 
 
 ARTICLE XIII 
 TRUST ADMINISTRATION AND COURTS 
 
This Trust must be administered according to its terms expeditiously and without order, approval, or 
other action by any court. However, the Trustee or any interested person may petition the court as 
allowed in this Trust agreement, or by Oregon law. A court, however, has the continuing jurisdiction 
to modify any provision of this Trust to the extent necessary to maintain Beneficiary’s eligibility for 
medical assistance or other public benefits under applicable law. 

 
 ARTICLE XIV 
 TRUSTEE SUCCESSION AND 
 GENERAL ADMINISTRATIVE PROVISIONS 
 
14.1 Resignation of Trustee. The Trustee may resign the trusteeship at any time. Any resignation 
must be in writing and takes effect when a successor Trustee accepts the office and responsibilities 
of Trustee in writing, or 30 days from the date of mailing of the written notice of resignation of 
Trustee to the Beneficiary, the next successor Trustee, and the first remainder beneficiary named in 
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this agreement, whichever date is earlier. Notice must be mailed to the most current addresses then 
known to the trustee. At this time, the addresses are as follows:  

 
  NAME AND ADDRESS:  REASON ENTITLED TO NOTICE: 

 
GRANTOR1    Beneficiary 
Address 
Address 
 
TRUSTEE2    First successor trustee 
Address 
Address 
 
State of Oregon   First remainder beneficiary 
Department of Human Resources 
Estate Administration Unit 
P.O. Box 14021 
Salem, Oregon 97309 
 

14.2 Designation of Successor Trustee. The successor Trustee is SUCCESSOR1. Any named 
Trustee may nominate and appoint additional successor Trustees to serve if the persons initially 
nominated as successors are unavailable or unwilling to serve. 
 
14.3 No Trustee. If the Trust at any time has no Trustee, and no successor has been nominated as 
described above, then a court having jurisdiction may appoint a successor Trustee at the request of 
any person interested in the Trust, including Beneficiary. 
 
14.4 Transfer to Successor Trustee. Every successor Trustee has all the rights, title, powers, 
privileges, and duties conferred or imposed on the original trustee, without any conveyance or 
transfer. All right, title, and interest to the trust property immediately vests in the successor Trustee 
when the successor Trustee executes a document accepting the office. The prior Trustee must, 
without warranty, transfer the existing trust property to the possession and control of the successor 
Trustee. The successor Trustee has no duty to examine the records or actions of any former Trustee, 
and is not liable for the consequences of any act or failure to act of any former Trustee. 
 
14.5 Removal of Trustee. Any interested person may petition any Oregon circuit court for 
removal of any Trustee. Although any interested person may petition for removal of any Trustee, the 
decision whether to remove any Trustee is in the exclusive discretion and control of an Oregon 
circuit court.  
 
14.6 Replacement of Trustee. Any Trustee may be replaced by a successor Trustee when the 
prior Trustee dies, resigns, is removed, or becomes incapacitated. Also, if no successor Trustee has 
been nominated, any Oregon circuit court has the power to fill any vacancy in the Trusteeship 
resulting from the Trustee’s death, resignation, removal, or incapacity. 
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14.7 Trustee’s Reporting Responsibility. The Trustee must report, at least every 12 months, to 
Beneficiary and Beneficiary’s legal representative, if any, and also to the next successor Trustee, at 
the most recent address then known to the Trustee. The Trustee’s report must advise of any change 
in Beneficiary’s eligibility for public benefit programs and must list all receipts, disbursements, and 
distributions occurring during the reporting period, along with a complete list of the assets held by 
the Trust. The report is deemed to have been delivered when the Trustee puts it in the United States 
mail addressed to that person at the person’s last-known address. A copy of the most recent bank 
account statement and a copy of the most recently filed trust tax return must be attached to the 
report. 
 
14.8 Availability of Records. The records of the Trustee, along with all Trust documentation, 
must be available and open at all reasonable times for inspection by Beneficiary, or Beneficiary’s 
legal representative, if any, and by the Trust remainder beneficiaries, including but not limited to the 
state of Oregon, within 10 days of notice to the Trustee. 

 
14.9 Trustee Compensation. The Trustee may receive reasonable compensation and 
reimbursement for expenses, such as travel costs (if by automobile, then-current IRS mileage 
expense allowance), postage, copy and fax charges, and long-distance telephone charges required to 
administer the Trust estate. 
 
14.10 Trustee Indemnification. The Trustee is entitled to be indemnified, to his or her reasonable 
satisfaction, against liabilities lawfully incurred in administering this Trust, at the cost of the Trust. 
 
14.11 Bond. No bond is required of any Trustee. 
 
 
DATED: ____________, 2021. 
 
 
_____________________________________ 
GRANTOR1, Grantor, 
by and through his/her _________, 
___________________ 
 
 
STATE OF OREGON ) 

) ss. 
County of Marion  )  
 
________________, on behalf of GRANTOR1, Grantor, personally appeared before me on 
__________, 2021, and acknowledged this document before me.  

 
  
Notary of Oregon
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ACCEPTANCE OF OFFICE BY TRUSTEE 

 
 
I, TRUSTEE1, the named Trustee in this instrument, accept the office and responsibilities of 
Trustee. 
 
 
DATED: _______________, 2021. 

  
TRUSTEE1, Trustee 

 
STATE OF OREGON ) 

) ss. 
County of Marion  ) 
 
TRUSTEE1, Trustee, personally appeared before me on _______, 2021, and acknowledged this 
document before me. 
 
 

  
Notary Public for Oregon
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 SCHEDULE A 
 of  
 GRANTOR1 INCOME CAP TRUST 
 
 
 ASSETS TRANSFERRED TO TRUST  
 AT TIME OF CREATION  
 
The principal of this Trust will be composed of bank deposits from the net monthly income, 
including pensions and Social Security benefits, of Beneficiary. 

 
These funds will be kept in a bank account opened in the name of “Trustee1, Trustee of The 
Grantor1 Income Cap Trust,” under the tax identification number of the Trust. 
 
 
 COMMITMENT TO TRANSFER 
 
I promise to cause the net income of Beneficiary to be transferred to the Trustee of The Grantor1 
Income Cap Trust. 
 
 
DATED: _______________, 2021. 
 
 

  
GRANTOR1, Grantor 
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SCHEDULE B 
 of 
 GRANTOR1 INCOME CAP TRUST 
 
 
 DISTRIBUTION PLAN OF THE TRUSTEE 
 
Initial Distribution Plan: beginning ___________, 2021 
 
Total Monthly Gross Income: $_______________ 
 
Deductions: 
 
1. Personal Needs Allowance/Maintenance Standard (Nursing Home) $64.11 
1. Personal Needs Allowance/Maintenance Standard $175.00 

(Community-based care) 
1. Personal Needs Allowance/Maintenance Standard $1,283.00 

(In-Home Care) 
2. Room & Board $617.00 
3. Administrative Costs/Trustee Fee $50.00 
4. Community Spouse, Family $ 
5. Medicare Premium $ 
6. Health Insurance Premium $ 
7. Other Reserves (Tax Withholding) $ 
8. Other Incurred Medical (OIM) $ 
9. Patient Liability $ 
10. Excess  $ 
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Income Cap Trust process 

Steps for Medicaid Applicant, Client or Representative 
 
 
Note: This does not constitute legal advice. If you need legal advice, 

contact an attorney. 
 

 
1. The Worker determined you need to establish an Income Cap Trust (ICT) 
 
2. If you are able, and wish to establish an Income Cap Trust (ICT) without 
an attorney:  
     
  a. Read the Income Cap Trust Terminology page 
 
  b. Decide who will be the Trustee 
 
  c. Fill out the Income Cap Trust document (form) 
 
  d. If necessary refer to the IRS information 
 
Note: If taxes are taken out of your/Beneficiary’s income, you would need to 
obtain the IRS Tax ID number for the ICT account (called the Employer 
Identification number- EIN).  You do not have to get a Tax ID number 
unless your bank requests it.  If no taxes are taken out of your income the SS 
number can be used for the ICT ID number 
   
  e. See instructions on how to obtain the EIN 

e. Open a bank account where the Income Cap Trust 
funds/income will be deposited 

 
3. Review Worker's calculation of client’s Liability. 
 
The Oregon Administrative Rule  461-145-0540(10)(c) states how the 
money from the Trust must be paid/distributed. The following is what is 
currently allowed by this rule:   
 
   

http://apps.state.or.us/caf/arm/A/461-145-0540.htm
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A. Personal-needs allowance and applicable room and board 
standard.  

B. Reasonable administrative costs, not to exceed a total of 
$50 per month (see the rule for further details). 

C. Community spouse and family monthly maintenance 
needs allowance (Worker will determine what these 
numbers are).  

D. Medicare and other private medical insurance premiums 
(Worker will determine and verify information provided 
to him/her). 

E. Other incurred medical (Worker will determine and 
verify information provided to him/her). 

F. Child support, alimony, and income taxes.  

G. Irrevocable burial plan with a maximum value of $5,000.  

H. Home maintenance in the very few cases where this is 
allowed (see the rule for details). 

I. Patient's Liability (not to exceed the cost of care).  

4. Provide the Income Cap Trust document to the Worker. 
 
5. Fund the ICT account (deposit monies to the account) and provide 
verification to the Worker. This step is very important because the trust is 
not established (set up) unless there are monies (monthly income amount) 
deposited in the trust account. 
 
Note: The Trust does not have to be signed by a notary. 
 
6. Medicaid Services will be opened on the 1st of the month the ICT is 
established and when all other eligibility requirements are met. 
 
7. If you are unable, or do not wish, to establish an ICT without an attorney: 
 
 a. Ask the Worker for Legal Aid or Elder Law attorney information. 
 
8. Follow Steps 4 through 6 
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Income Cap Trust 
Process Steps for Field Staff 

 
 

1. You determined that the Medicaid applicant/client needs an Income Cap 
Trust (ICT) to be eligible for Medicaid Services (over Income limit, within 
resource limit). 
 
2. If the applicant/client or their representative is able, and wishes, to establish 
the ICT without an attorney provide them with the following: 
   a. Blank ICT form 
   b. ICT Terminology page 
   c. IRS contact information/website 
 
Note: Do not give legal advice. You may indicate what will satisfy our 
requirements only.  
 
Note: If taxes are taken out of the applicant/client’s income, they would need 
to obtain the IRS Tax ID number for the ICT account (called the Employer 
Identification number- EIN)   
The applicant/client/representative does not have to get a Tax ID number 
unless their bank requests it.  If no taxes are taken out of person’s income the 
applicant/client’s SS number can be used for the ICT ID number. 

d. EIN instruction sheet (if needed) 
   e. ICT does not need to be notarized 
 
3. Calculate the applicant/client's Liability following the OAR. The income 
deposited in the Trust may only be distributed as outlined in OAR 461-145-
0540(10)(c).  
 
Note: You have the discretion to make the determination that this trust is 
within the OAR.  For instance, if you can verify OIM of $200 and the trust has 
an OIM of $500, you have the right to only allow $200 OIM.   
 
Note:  If there is a change in the client’s income, the applicable standards, etc 
it is not necessary to involve an attorney.  You should re-evaluate what is 
allowed and recalculate the client liability accordingly. Be sure to send proper 
notice.   

 

http://apps.state.or.us/caf/arm/A/461-145-0540.htm
http://apps.state.or.us/caf/arm/A/461-145-0540.htm
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Note:  If there’s money left in the trust each month after the client pays their 
liability you must monitor the funds. The client may need to reimburse for 
past assistance or go off of Medicaid if the funds in the trust exceed the 
amounts in the OAR 461-140-0296(2) ;(4).   
 
4. Receive the ICT document from the applicant/client/representative. 
 
5. Verify the ICT account is funded (income is deposited) 
 
6. Open Medicaid Services the 1st of the month the ICT is established 
(assuming all other eligibility requirements are met) 
 
7. Send a 647 Property Referral form to Estate Administration Unit (EAU) so 
they can monitor any funds remaining in the trust when the client dies. 
 
8. Send the client's liability, which you have calculated, to the Trustee and the 
client. 
 
9. If the applicant/client or their representative do not wish to, or are unable to 
establish an ICT without an attorney: 
  a. Refer them to Legal Aid or Elder Law attorneys of their choice 
 
10. Follow Steps 4 through 8 
 
 

http://apps.state.or.us/caf/arm/A/461-140-0296.htm
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IRREVOCABLE LIVING TRUST AGREEMENT 

INCOME CAP TRUST 
 
 

 
______________________________________________, BENEFICIARY (Beneficiary Name) 
 
Living Trust Agreement, dated _________________________, 20______ 

 
 

______________________________________________, TRUSTEE (Trustee Name) 
 
Address: ___________________________ 
                
               ___________________________ 
 
               ___________________________ 

 
 

For the Benefit of 
 

______________________________________________, BENEFICIARY (Beneficiary Name) 
 

 
 
Tax Identification Number of Trust ________________________ (if applicable) 

 
Prepared by:_________________________________________  
 
Address:     __________________________________________ 
 
                   __________________________________________ 
 
                   __________________________________________ 

 
  

 
 
 
 

 
 
 
 
 



 94Medicaid Boot Camp: Medicaid Application—Workshop

Page2     INCOME CAP TRUST AGREEMENT 

 
_________________________________________(Beneficiary Name) INCOME CAP TRUST 

 
Irrevocable Living Trust Agreement 

 
Dated ______________________, 20____ 

 
 

RECITALS: 
 
This declaration of Trust is made this ___________________________ day of 20_______, by  
 
___________________________________________________, Grantor        (Grantor Name) 
 
 
_________________________________________________(Beneficiary Name), as Grantor,  
 
establishes a trust which is effective _____________________________   (Date Effective), 
 
for the benefit of_____________ _________________________ (Beneficiary Name),  
 
the lifetime beneficiary ("Beneficiary").   
 
The initial Trustee is ________________________________________           (Trustee Name) 
 

. 
 

ARTICLE 1 - NAME OF TRUST 
 
This irrevocable trust shall be known as  
 
“The ______________________________________________________  (Beneficiary Name)  
 
INCOME CAP TRUST”. 
 
 
 
ARTICLE 2 - PURPOSE OF THE TRUST 
 
The purpose of this Trust is to provide for the administration and disposition of the trust 
estate during and after the lifetime of the beneficiary, in accordance with the terms and 
conditions of the Trust. This Trust is created pursuant to Section 1917 (d) (4) (B) of the 
Social Security Act [42 USC 1396p]. This trust document is created in order to enable the 
beneficiary to qualify for Medicaid, and any provisions of this trust which are deemed to be 
inconsistent or contrary to the intent of the above-referenced federal law shall be deemed to 
be void and of no further force or effect. All interpretations and actions taken by the trustee 
pursuant to this Trust shall be done for and with the purpose of creating, establishing, and 
maintaining the beneficiary’s eligibility for Medicaid benefits. 
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ARTICLE 3 - TRUST FUNDING 
 
3.1 INITIAL FUNDING. Grantor will cause to be transferred to trustee the monthly 
income of the beneficiary beginning in the month of  _____________, 20_____. Grantor 
intends that the income funding this trust, together with all accretions and additions 
thereto, shall be used, handled, and disposed of by the trustee and by any successor or 
substitute trustee as described in this instrument. 
 
3.2 NO OTHER ASSETS IN TRUST. No property other than the beneficiary’s 
shall be placed in this trust. The trustee shall place no other money in the trust bank 
account. 
 
 
ARTICLE 4 - DISTRIBUTION DURING BENEFICIARY’S LIFE 
 
 
4.1 GENERAL DISTRIBUTION PLAN. During the lifetime of the beneficiary, the 
trustee shall use the beneficiary’s income placed in the trust to pay: 

 
a. Personal Needs Allowance. The beneficiary’s personal needs allowance or 

applicable OSIP standard; 
  

b. Room and Board. The cost of room and board at facility if applicable in accordance with 
the OSIPM Standard 

 
c. Administrative Costs. Reasonable administrative costs associated with the 

maintenance of this trust of up to $50 per month to cover trustee fees, bank service 
charges, copy charges, postage, accounting and tax preparation fees, income taxes 
attributable to trust income, and guardianship or conservatorship fees and costs. 

 
d. Spouse and Family. Monthly maintenance needs allowance for spouse and family. 
 
e.  Health Insurance Premium. The health insurance premiums of the beneficiary, the 

beneficiary’s spouse, and the beneficiary’s dependents. 
 
f.  Other Reserves. Other incurred medical care costs that are not reimbursed by a 

third party. Contributions to reserves limited to child support, alimony, and income taxes. 
Contributions to reserves for the purchase of an irrevocable burial plan with a maximum 
value of $5000. Contributions to reserves for a home maintenance allowance may be 
made on a monthly basis if the client meets the criteria of OAR 461-155-0660 or OAR 
461-160-0630. 

 
g.  Patient Liability. Patient liability not to exceed the cost of waivered services or 

nursing home care. 
 
h.  Excess. Any excess income may be distributed to or on behalf of the beneficiary 

only to the extent allowed under the Oregon Administrative Rules governing 
Medicaid assistance. Excess income may be distributed to the State to repay it for any 
Medicaid assistance that it provided to the beneficiary, even if recovery for the past 
assistance is not required by federal or state law. 
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4.2 CHANGES ARE ANTICIPATED. The cost of care will vary with changes in the 
beneficiary’s income, the income cap amount, tax withholding, and allowable expenses. 
The representative of the state Medicaid program may from time to time notify the trustee of 
changes in the rules that affect the contribution to the cost of care. If the trustee determines 
that a change in the distribution plan is warranted, the trustee shall notify the worker 
assigned to the beneficiary’s case. 
 
 
ARTICLE 5 - DISTRIBUTION AT TERMINATION 
 
5.1 REMAINDER BENEFICIARIES NAMED. This trust shall cease and terminate 
at the death of the beneficiary, or earlier if the trustee determines that the existence of the 
trust is no longer necessary to establish or maintain Medicaid eligibility for the beneficiary. 
Upon the termination of this trust, the remaining trust property shall be distributed as 
follows: 

a.  To any State that may have provided the life beneficiary with medical 
assistance up to an amount equal to the total medical assistance paid on behalf 
of the life beneficiary by a state plan for Medicaid assistance or through an 
approved waiver program; this provision is intended to meet the requirements 
of 42 USC 1396p as amended by OBRA ’93; and 

 
b.  Any remainder after the state’s claim has been paid shall pass outside of 

probate to those residuary beneficiaries named in the beneficiary’s will or 
trust; however, if the beneficiary leaves no will or trust, then the remainder 
shall be distributed outside of probate to those heirs as determined by the 
Oregon law of intestate succession. 

 
5.2 WINDING UP AFFAIRS OF TRUST. At the termination of this trust, trustee 
shall wind up the affairs of the trust before distribution, paying for all administrative costs 
and for preparation of the final tax return. The trustee shall have the sole discretion to claim 
any tax deductions useful to reduce the taxation of the living trust. After winding up the 
trust, the trustee shall distribute the remainder, if any, as provided above. 

 
 

ARTICLE 6 – TAX NATURE OF TRUST 
 
It is the intent of the parties hereto that this Income Cap Trust be construed as a “grantor 
trust” under Internal Revenue Code Section 677(a). All income received, distributed, held, 
or accumulated by this trust shall be taxable to the grantor. The trustee may distribute 
directly to the taxing authority such amounts of income or principal of the trust as are 
necessary to satisfy the beneficiary’s tax obligations. 
 
 
ARTICLE 7 - AUTHORITY OF TRUSTEE 
 
The trustee’s discretion in choosing which non-support disbursements to make is final as to 
all interested parties. The trustee’s sole and independent judgment, rather than any other 
person’s determination, is intended to be final. 
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ARTICLE 8 - SPENDTHRIFT/NONASSIGNMENT 
 
No interest in the principal or income of this trust shall be anticipated, assigned or 
encumbered, or be subject to any creditor’s claim or to legal process prior to its actual receipt 
by the beneficiary. No beneficiary shall have the power to sell, assign, transfer, encumber, 
or in any other manner anticipate or dispose of the beneficiary’s interest in the trust or the 
income produced thereby, prior to its actual distribution by the trustee for the benefit of the 
beneficiary in the manner authorized by this agreement. No beneficiary shall have any 
assignable interest in any trust created under this agreement or in the income therefrom. 
Neither the trust principal nor income shall be liable for any debts of the beneficiary. The 
limitations herein shall not restrict the exercise of any power of appointment or disclaimer. 
 
 
ARTICLE 9 – IRREVOCABLE NATURE OF TRUST 
 
Grantor retains no right to modify, change, alter, or revoke this trust, as it is intended to be 
an irrevocable trust. The beneficiary has no power to modify, change, alter, or revoke the 
trust. 
 
 
ARTICLE 10 - GOVERNING LAW 
 
The validity and construction of this agreement shall be determined under Oregon law in 
effect on the date this agreement is signed. 
 
ARTICLE 11 - POWERS OF TRUSTEE 
 
The trustee shall have all powers granted to trustees by Oregon law as now existing or 
later amended, except to the extent limited by the other provisions of this trust. In 
addition, the trustee shall have the power: 
 
11.1 MANAGE ASSETS. To manage and distribute assets. 
 
11.2 RETAIN ASSETS. To retain assets. 
 
11.3 MANNER OF MAKING DISTRIBUTION. To make any distribution on 
behalf of the beneficiary, directly to the person or organization. 
 
11.4 PRINCIPAL AND INCOME. The trustee may allocate items of income or 
expenditure to either income or principal and create reserves out of income all as provided 
by law, and to the extent not so provided, to allocate to income or principal or 
create reserves, on a reasonable basis, and the fiduciary’s decision made in good faith 
with respect thereto shall be binding and conclusive upon all persons. 
 
11.5 UNDISTRIBUTED INCOME. Income accrued or undistributed at the 
termination of a beneficiary’s interest in a trust shall be added to and become part of the 
principal of that trust, and the rights of the beneficiary to that income shall terminate. 
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11.6 EMPLOYMENT OF AGENTS. The trustee may engage persons, including 
attorneys, auditors, investment advisors, tax advisors or agents to advise or assist the 
fiduciary at the cost of the trust estate. 
 
11.7 DO OTHER ACTS. Except as otherwise provided in this instrument, to do all 
acts that might legally be done by an individual in absolute ownership and control of 
property and which in the trustee’s judgment are necessary or desirable for the proper and 
advantageous management of the trust.  
 
11.8 TRUSTEE LIABILITY; USE OF FUNDS TO RESEARCH PROGRAMS. It is 
recognized that the trustee is not licensed nor skilled in the field of Social Services. The 
trustee may seek the counsel and assistance of the beneficiary’s guardian or conservator, if 
any, and any State and local agencies that have been established to assist the elderly or 
disabled in similar circumstances. The trustee may use these resources to aid the beneficiary, 
or the beneficiary’s guardian or conservator, as appropriate, in identifying programs 
which may be of social, financial, and/or developmental assistance to the beneficiary. 
However, the trustee shall not in any event be liable to beneficiary, the remainder beneficiaries 
of the trust, or any other party for the trustee’s acts as trustee hereunder so long as 
the trustee acts reasonably and in good faith. For example, the trustee, the beneficiary, and 
the beneficiary’s guardian or conservator, if any, shall not be liable for the failure to identify 
each program or resource that might be available to the beneficiary. 
 
11.9 POWER TO AMEND. The trustee may amend the trust to conform with future 
changes in federal or state law, to better effect the purposes of this trust. 
 
ARTICLE 12 - TRUST ADMINISTRATION AND COURTS 
 
This trust shall be administered according to its terms expeditiously and without order, 
approval or other action by any court. However, the trustee or any interested person may 
petition the court as allowed in this trust agreement, or by Oregon law. A court, however, 
shall have the continuing jurisdiction to modify any provision of this trust to the extent 
necessary to maintain the eligibility of the beneficiary for medical assistance or other public 
benefits under applicable law. 
 
 
 
ARTICLE 13 - TRUSTEE SUCCESSION AND GENERAL ADMINISTRATIVE PROVISIONS 
 
13.1 RESIGNATION OF TRUSTEE. The trustee may resign the trusteeship at any 
time. Any resignation shall be in writing, and shall become effective only after thirty 
(30) days from the date of mailing of the written notice to the beneficiary and to the first 
remainder beneficiary, and to the successor trustee named herein, mailed to the most current 
addresses known to the trustee; now the addresses are: 
 
Beneficiary’s Address:  : : 
________________________________________(Beneficiary Name)     
________________________________________(City, State, Zip)  
________________________________________(Beneficiary Telephone #)   
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First Remainder Beneficiary 
State of Oregon 
Department of Human Services 
Estate Administration Unit  
PO BOX 14021  
Salem, OR 97309-5024 
 
Trustee Address: 
_________________________________________(Trustee Name) 
_________________________________________(City, State, Zip) 
 
or the most current addresses then known to the trustee. 
 
13.2 DESIGNATION OF SUCCESSOR TRUSTEE. The successor trustee shall 
be (Successor Trustee Name). Any named trustee may nominate and appoint additional 
successor trustees to serve if the persons initially nominated as successors are 
unavailable or unwilling to serve. 
 
13.3 NO TRUSTEE. If the trust at any time has no trustee, and no successor has 
been nominated as described above, then a Court having jurisdiction may appoint, after 
notice to the beneficiary and an opportunity to be heard, a successor trustee at the request 
of any person interested in the trust, including the trust beneficiary. 
 
13.4 TRANSFER TO SUCCESSOR TRUSTEE. Every successor trustee shall have 
all the rights, title, powers, privileges and duties conferred on or imposed upon the original 
trustee, without any conveyance or transfer. All right, title and interest to the trust property 
shall immediately vest in the successor trustee, upon the successor trustee executing a 
document accepting the office. The prior trustee shall, without warranty, transfer the 
existing trust property to the possession and control of the successor trustee. The successor 
trustee shall not have any duty to examine the records or actions of any former trustee, and 
shall not be liable for the consequences of any act or failure to act of any former trustee. 

 
13.5 REMOVAL OF TRUSTEE. Any interested person herein may petition any 
Oregon Circuit Court for removal of any trustee. While any interested person may petition 
for removal of any trustee, the decision on whether to remove any trustee shall be in the 
exclusive discretion and control of an Oregon Circuit Court. 
 
13.6 REPLACEMENT OF TRUSTEE. Any trustee may be replaced by a successor 
trustee, upon the death, resignation, removal or incapacity of the prior trustee. Also, should 
no successor trustee have been nominated, any Oregon Circuit Court shall have the power 
to fill any vacancy in the trusteeship resulting from the death, resignation, removal, or 
incapacity of a trustee. 
 
13.7 TRUSTEE’S REPORTING RESPONSIBILITY. The trustee shall report, at least 
every twelve months, to the beneficiary and his/her legal representative, if any, and to the 
next successor trustee, at the most recent address then known to the trustee. The trustee’s 
report shall advise of any change in the beneficiary’s eligibility for public benefit programs 
and shall list all of the receipts, disbursements, and distributions occurring during the 
reporting period, along with a complete list of the assets held by the trust. A copy of the 
most recent bank ac-count statement and a copy of the most recently filed trust tax return 
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shall be attached to the accounting. The account shall be deemed to have been delivered 
when it has been placed in the United States Mail addressed to that person at the person’s 
last known address. 
 
13.8 AVAILABILITY OF RECORDS. The records of the trustee, such as all trust 
documentation and annual accountings, shall be made available to the trust beneficiary, 
and/or the beneficiary’s legal representative, and the trust remaindermen, including but not 
limited to the State of Oregon, Department of Human Services, within 10 days of notice to 
the trustee. 
 
13.9 TRUSTEE COMPENSATION. The trustee may receive reasonable compensation 
and reimbursement for expenses such as travel costs (if automobile, at the then- 
current IRS mileage expense allowance), postage, copy and fax charges, and long distance 
telephone charges required to administer the trust estate. 
 
13.10 TRUSTEE INDEMNIFICATION. Trustee is entitled to be indemnified, to his 
or her reasonable satisfaction, against liabilities lawfully incurred in the administration of 
this trust, at the cost of the trust. 
 
13.11 BOND. No bond shall be required of any trustee. 
 
 
 
DATED  this ______________day of ____________________. 20XX 
 
 

______________________________________________, 
GRANTOR 

 
 
 
______________________________________________, 

TRUSTEE 
 
 
 
ACCEPTANCE OF OFFICE BY TRUSTEE 

 
 

I, __________________________________________________________(Trustee Name), 
the named trustee in this instrument, accept the office and responsibilities of trustee. 
 
 DATED  this ______________day of ____________________. 20XX 
 
 ____________________________________________(Trustee Name), Trustee 
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SCHEDULE A  
of the  

____________________________________________(Beneficiary Name) Income Cap Trust 
 
 

ASSETS TRANSFERRED TO TRUST AT TIME OF CREATION 
 

The principal of this trust will be composed of bank deposits from the net monthly income, 
including pensions and social security benefits, of Beneficiary. 

 
These funds will be kept in a bank account opened in the name of   

________________________________________________________“(Trustee Name),  
 

Trustee of The______________________________________________ (Beneficiary Name)  
 

Income Cap Trust” under the tax identification number of the trust( if applicable) 
 
 
 
 
 

COMMITMENT TO TRANSFER 
 
 

I promise to cause the income of Beneficiary to be transferred to the trustee of 
 
 

The_________________________________________(Beneficiary Name) Income Cap Trust 
 
 
 

 DATED ________________________________(Date Executed) 
 
 
 

Signature __________________________________________ 
         Grantor 
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DHS 0079 (01.19)

Policy Transmittal
Aging and People with Disabilities

Mike McCormick Number: APD-PT-21-042
Authorized signature Issue date: 12/22/2021

Topic: Long Term Care Due date:

Transmitting (check the box that best applies):
New policy Policy change Policy clarification Executive letter
Administrative Rule Manual update Other: 

Applies to (check all that apply):

All DHS employees County Mental Health Directors
Area Agencies on Aging: Type B Health Services
Aging and People with Disabilities Office of Developmental

Disabilities Services (ODDS)Self Sufficiency Programs
County DD program managers
Support Service Brokerage Directors

ODDS Children’s Intensive In
Home Services

ODDS Children’s Residential Services Stabilization and Crisis Unit (SACU)
Child Welfare Programs Other (please specify):

Policy/rule title: Elimination of Liability for In-Home and PACE Services
Policy/rule number(s): 461-160-0610, 461-160-0620, 461-

185-0050
Release number:

Effective date: January 1st, 2022 Expiration date:

References:

Web address:

Discussion/interpretation:

Effective January 1, 2022, APD is eliminating the liability requirement for 
individuals receiving either in-home services or PACE services in all service 
settings. This program change requires approval from Centers for Medicare and
Medicaid Services (CMS), however final approval is anticipated.
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This change is applicable in the following programs:
Services authorized under OAR 411-030, which includes:

o In-home services
o Independent Choices Program (ICP). See APD-AR-21-069.
o Spousal Pay

Individuals enrolled under the Employed Persons with Disabilities (EPD) program
and receiving one of the above-named services.

o Per OAR 461-160-0800, the participant fee is determined by a sliding scale 
calculation or the liability calculation described in OAR 461-160-0620,
whichever is less.  OAR 461-160-0800 will reflect a calculation of $0 liability;
therefore, the participant fee for EPD participants receiving one of the 
services described above will be $0.

PACE services authorized under OAR 411-045 for all service settings:
o PACE In-home
o PACE Residential
o PACE Nursing Facility

Consumers not enrolled in PACE (Program of All-inclusive Care for the Elderly) who
reside in a Community-Based Care (CBC) care setting or nursing facility (NF) are still 
responsible for paying their monthly liability. All individuals in a CBC setting are still 
responsible for paying room and board each month to the CBC provider, including 
PACE participants.

This PT has the following categories to help staff find the information that is relevant to 
their work.  However, staff are encouraged to review the entire transmittal.

One related information
Case management information
Payment process changes
Resource information 
Communication letters

ONE related information

APD has requested changes to the ONE system to modify the maximum liability
notices to individuals receiving services in a program listed above. Once these 
changes are implemented, the maximum liability notice for these individuals will 
show a maximum liability of $0. Due to federal reporting requirements, the
maximum liability will continue to be calculated in the background for ONE cases
for the next two years.

https://www.oregon.gov/DHS/SENIORS-DISABILITIES/SPPD/APDRules/411-045.pdf
https://sharedsystems.dhsoha.state.or.us/caf/arm/B/461-160-0620.htm
https://sharedsystems.dhsoha.state.or.us/caf/arm/B/461-160-0800.htm
http://www.dhs.state.or.us/policy/spd/transmit/ar/2021/ar21069.pdf
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Until system modifications in ONE are complete, the Notice of Eligibility (NOE) will 
still include the maximum liability amount. However, individuals no longer required 
to pay a liability due to this change will not be billed. If questions are received, due
to the liability amount shown in the NOE, let the individuals know that they don't 
have to pay a liability. 

If the individual is receiving SNAP, the liability may be included as a medical 
expense. Immediate action due to the liability ending is not necessary. When 
processing a renewal, a mid-certification review or a reported change to their 
medical expenses, please review for changes to the SNAP medical expenses. 

Workers should continue to collect medical deduction information in ONE during
the Medicaid application and redetermination processes or anytime a consumer
reports a medical deduction. This will ensure a proper liability calculation if the 
individual changes living situations (e.g., moves to a non-PACE CBF). There is no 
need to send the MED 064 notice since the medical expense will not be used.

Individuals’ cases in the above service categories who are listed as CBI in the post 
eligibility screens will be updated to remove the CBI designation when the system 
changes are implemented.  There is no need to take action on the CBI deduction
at this time.

Individuals with I/DD in-home services who are eligible for EPD may have 
previously requested to have EPD overridden to LTCSERV. These individuals will 
be returned to the EPD program at renewal but may also request the EPD override 
be removed at any time.

Case management information

Beginning January 1, 2022, individuals previously required to make a liability 
payment in the programs described above will no longer be required to do so.

Some individuals may have previously chosen to reduce the services received to
reduce their liability amount. This is generally noted by a review of the current 
service plan. Case managers should speak with individuals that have made this 
decision to determine if there is an interest in revising their service plan.

In addition, beginning on January 1, 2022, if case managers are aware of
individuals who lost services or were denied services in the past due to 
outstanding liability amounts or participant fees, or expressed the inability to 
contribute towards the cost of care, should be encouraged to re-apply for services.
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Important note for PACE participants in a CBC or NF setting: Participants are still 
responsible for paying room and board costs in a CBC setting. In addition, if
participants disenroll from PACE for any reason and continue to reside in a CBC 
or NF setting, they will become responsible for paying any calculated liability cost
to continue receiving services.

Payment process changes

If a January 2022 liability payment is received, please do not receipt the payment. 
Physical checks sent to local offices should be voided and returned to the 
individual. Checks that are sent to the Central Office PO Box for processing will be
refunded. An update is being made to prevent payments for in-home or PACE 
services to occur online. However, if a payment is successfully made for January 
services, they will be refunded.

Individuals should continue to make their current payments through the end of 
2021. After January 1, 2022 and with implementation of this policy, past unpaid 
liability amounts and participant fees will not be pursued unless those past due 
amounts have been previously referred for overpayment or Estates Administration 
Unit (EAU).

Local office staff do not need to act on individual liability segments for impacted 
consumers. OIS is ending all current liability segments with end date 12/31/2021 
or greater on or before calendar date 12/25/2021 (CM End of Month). This will 
prevent bills for January 2022 from going out.

Resource information: 

Resource limits will still apply as described in OAR 461-160-0015. Staff will need 
to discuss this requirement to individuals as appropriate. Refer to the Excess 
Resources for OSIPM Talking Points QRG for additional information.

o AVS in ONE will be run by the eligibility worker when the individual is due for
renewal or reports another change. 

o Issues with resources will be flagged for review – see APD-IM-21-098
o For actions to take if the individual is over resources see APD-IM-21-005

Individuals may choose to make payments for past assistance to reduce their 
available resources. Here is the process to receipt payments for past assistance:

o Local offices receipt and deposit monies for repayment for past assistance.
To do so send the yellow copy of the DHS 29 and the pink copy of the 
deposit slip to the following address:

http://www.dhs.state.or.us/policy/spd/transmit/im/2021/im21005.pdf
http://www.dhs.state.or.us/policy/spd/transmit/im/2021/im21098.pdf
https://dhsoha.sharepoint.com/teams/Hub-DHS-ET/ET%20Operating%20Procedures/Forms/AllItems.aspx?id=%2Fteams%2FHub%2DDHS%2DET%2FET%20Operating%20Procedures%2FQRG%5FExcess%20Resources%20for%20OSIPM%20Talking%20Points%20%2Epdf&parent=%2Fteams%2FHub%2DDHS%2DET%2FET%20Operating%20Procedures
https://dhsoha.sharepoint.com/teams/Hub-DHS-ET/ET%20Operating%20Procedures/Forms/AllItems.aspx?id=%2Fteams%2FHub%2DDHS%2DET%2FET%20Operating%20Procedures%2FQRG%5FExcess%20Resources%20for%20OSIPM%20Talking%20Points%20%2Epdf&parent=%2Fteams%2FHub%2DDHS%2DET%2FET%20Operating%20Procedures
https://sharedsystems.dhsoha.state.or.us/caf/arm/B/461-160-0015.htm
https://apps.oregon.gov/ECommerce/DHSOHA/EPS/
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DHS Receipting
Customer Pay-in Technician
500 Summer St NE, E08
Salem, OR 97301

o This unit will notify EAU of the payment. The “121 receipt” code is used when 
we receive money from an APD customer and

The money is paid to reduce a customer’s assets or retain eligibility; or
For other APD reimbursements for services not on the customer pay-in 
system.

o Complete the DHS 29 receipt.
In the Case # field, enter the client’s Prime #;
Be sure the description field includes the Case #. For example: Reimb 
Past Asst AA9999.

o Be sure to add exactly what the payment is in the Description/Reason for 
Payment box; non-specific payments of the first kind will be tracked by 
Estates Administration’s one-time payment system.

o Please note: There is no requirement for individuals to make payments for 
past services. Staff may provide this as an option for individuals to consider,
however it is completely voluntary.

Communication letters:

Individuals that are no longer required to make a liability payment will receive a letter 
notifying them they are no longer responsible for making the payment beginning January
1, 2022. The letters are provided at the end of this transmittal. 
Note that the letter directs consumers to contact their case manager or local office in 
three specific scenarios:

If individuals previously chose to reduce the amount of services they receive,
based on the amount of liability they could afford.
They believe they received the letter in error.
Appropriate resource spending.

Field/stakeholder review: Yes   No
If yes, reviewed by: Operations and internal review

If you have any questions about this policy, contact:
Contact(s): APD.MedicaidPolicy@dhsoha.state.or.us
Phone: Fax: 
Email:
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In Home Letter:

Dear (Name of Individual):

This letter notifies you that starting on January 1, 2022, you will no longer be 
required to make a monthly payment towards the cost of your care, based upon 
a policy change from Aging and People with Disabilities. This means you can 
now use the income you receive to meet your other needs.

If you currently do not make a payment or believe you have received this letter in 
error, please contact your case manager or local APD office as soon as possible. 

It is important to note that a monthly payment may be required in the future if 
you decide to receive services in a different setting other than your home.

If your service plan hours were reduced due to the amount of pay-in or liability 
you could afford, please contact your case manager to discuss service planning 
options. You may be able to receive additional hours or supports.

Please be sure to make any required payments for the remainder of 2021. 

Please keep in mind that there is still a limit on how much money you may keep 
and remain eligible for benefits and services. For most individuals, this means 
you may not have more than $2000 available in resources such as funds in your 
bank account(s). If you have concerns about exceeding this limit, please contact 
your case manager. 

Sincerely,

Aging and People with Disabilities
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PACE Letter

Dear (Name of Individual):

This letter notifies you that starting on January 1, 2022, you will no longer be 
required to make a monthly payment towards the cost of your care, based upon 
a policy change from Aging and People with Disabilities. This means you can 
now use the income you receive to meet your other needs. Please note that if
you live in a care setting, you will continue to pay the room and board portion
each month.

If you currently do not make a monthly payment or believe you have received 
this letter in error, please contact your case manager or local APD office as soon 
as possible. 

It is important to note that a monthly payment may be required in the future if 
you decide to receive services outside of PACE.

Please be sure to make any required payments for the remainder of 2021. 

Please keep in mind that there is still a limit on how much money you may keep 
and remain eligible for benefits and services. For most individuals, this means 
you may not have more than $2000 available in resources such as funds in your 
bank account(s). If you have concerns about exceeding this limit, please contact 
your case manager.   

Sincerely,

Aging and People with Disabilities
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ICP Letter:

Dear (First name):

As a recipient of the Independent Choices Program this letter is to notify you 
that starting January 1, 2022, you will no longer be required to make your pay-in 
towards your cost of care based on a policy change from Aging and People with 
Disabilities. This means you will be able to use the income you receive to meet 
your other needs and you will no longer need to put your pay-in money into your 
ICP checking account. 

It is important to note that a pay-in amount may be required in the future if you 
decide to receive services in a different setting other than your home.

If your service plan hours have been reduced due to the amount of the pay-in 
you were able to afford, please contact your case manager to discuss service 
planning options. You may be able to receive additional hours.

Please be sure to deposit your pay-in into your ICP checking account through 
December 2021. If you currently do not make a monthly pay-in, or believe you 
have received this letter in error, please contact your case manager as soon as 
possible.

Please keep in mind that there is still a limit on how much money you may have 
and remain eligible for benefits and services. For most individuals, this means 
you may not have more than $2,000 in resources such as funds in your bank 
account(s). If you have concerns about exceeding this limit, please contact your 
case manager. 

Sincerely,

Aging and People with Disabilities
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MSC 0443 (1/14), Can use prior version 

Administrative Hearing Request  
Department of Human Services (DHS) or Oregon Health Authority (OHA) completes this part

Date of notice: Date Received by DHS or OHA:
(can be oral for SNAP and Medical programs)

Program: Cost center/branch #: Case number: Worker ID:

/ / / /

Is claimant English speaking? Yes No Alternate format? Yes No If “yes,” please specify;
If no, claimant understands: Braille Audio tape Large print Diskette Oral presentation 

Claimant or claimant’s representative completes this part
If you want a hearing for cash, child care, or medical services (specific medical procedure or medicine), you or your 
representative must fill out this form. You can also use this form to ask for a medical program or food benefit hearing, 
but are not required to. A DHS or OHA employee can help you complete this form.
Claimant’s name: Telephone number: Message number: Email address (optional)

- - - -
Address: City: State: ZIP code:

Name of lawyer or representative: Telephone number:
- -

Address: City: State: ZIP code:

I am asking for a hearing because I do not agree with the decision to Close Reduce my benefits
Deny Charge me with an overpayment Other: 
I did receive a written notice to deny my application or to reduce or close 

my benefits.
Date of the notice:

I did not / /
Hearing requested for: SNAP (Food benefits) Child Care TANF (Cash) Other:

Long-Term Care Domestic Violence Medical Program Medical Service (procedure or medicine)
Briefly explain why you disagree.

Please read “part 3” on the back of this form for information about expedited hearings.
Check this box if you meet the requirements for an expedited hearing.
Before you answer this question, please read “part 2” on the back of this form.
Do you want your benefits to stay the same (not be reduced or stopped) while you wait for the hearing? Yes  No
(Note: Your benefits may change if something else happens that affects the amount.)
The administrative law judge may conduct the hearing by phone.
In a telephone hearing, the administrative law judge participates by phone. The client may be at the branch or another 
place. I understand I will be asked to have an informal conference with an agency representative.
Claimant’s signature (or claimant’s representative): Claimant’s Social Security or case number: Date:

The Department of Human Services (DHS) and the Oregon Health Authority (OHA) are authorized to request  
your Social Security Number (SSN) under 42 USC 1320b-7(a) and (b), 7 USC 2011-2036, 42 CFR 435.910,  
42 CFR 435.920, 42 CFR 457.340(b), and OAR 461-120-0210. Your SSN will be used to locate your file and 
records. Providing an SSN is voluntary. 

DHS|OHA completes this part
DHS representative for this matter: Date: Issue code: Telephone number:

- - - -
Issue resolved at branch level? Yes No Ordered issued: Client withdraw Agency withdraw    Dismissal
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Your Hearing Rights
What you can do when you do not agree with this decision:
• You have the right to challenge this decision by requesting a hearing. Hearings are held by the Office of Administrative 

Hearings, which is independent from the Department of Human Services (DHS) or Oregon Health Authority (OHA).  
If you want a hearing, you must request it on time. 

• You can also talk with a manager. You can call a local office phone number listed at http://www.oregon.gov/dhs/
localoffices/localoffices.pdf. Your deadline date to request a hearing (part 1 below) does not change even if you are in 
contact with a manager or are trying to reach one. If you still need further assistance, you may contact the Governor’s 
Advocacy Office at 1-800-442-5238.

Part 1 — Ask for a hearing.
What must I do to get a hearing? For food benefits and medical eligibility, you can ask for a hearing on form MSC 
0443, by phone, in writing, or by asking a DHS employee in person. For other benefits, you must fill out an Administrative 
Hearing Request form (MSC 0443) and return it to a DHS or OHA office. You can get this form at a DHS or OHA office or 
on the web at https://apps.state.or.us/Forms/Served/me0443.pdf. Your local office can help you with a hearing request. 
You may request a hearing at any time if you disagree with the current amount of your food benefits. You have 90 days to 
request a hearing for food benefits, medical eligibility, and for TANF reductions for not cooperating with your case plan. In 
other situations, DHS must receive your request within 45 days from the date on the notice. 
Note to military personnel: Active duty service members have a right to stay (delay) these proceedings under the federal 
Servicemembers Civil Relief Act (SCRA). For more information, you may contact the Oregon State Bar (1-800-452-8260), the 
Oregon Military Department (1-800-452-7500) or the nearest legal assistance office, legalassistance.law.af.mil.
Who can help with my hearing? For food benefits and for medical programs, anyone may represent you. In all other 
programs, you must represent yourself or have a lawyer or a legal assistant (supervised by a Legal Aid attorney) represent 
you. You may call the Public Benefits Hotline (a program of Legal Aid Services of Oregon and the Oregon Law Center) at 
1-800-520-5292 for advice and possible representation.
What are my other hearing rights? At the hearing, you can tell why you do not agree with the decision. You can have 
people testify for you. The laws about your hearing rights and the hearing process are at OAR 137-003-0501 to 0700, 410-
120-1860, 410-141-0264, 461-025-0300 to 0375, ORS 183.411 to 183.470 and ORS 411.095.
What happens if there is no hearing? If you do not ask for a hearing on time, or if you withdraw the hearing request 
or miss your hearing, you may lose your right to a hearing. This notice will be the final DHS or OHA decision (called a “final 
order by default”). You will not get a separate final order by default. The case file, along with any materials you submitted 
in this matter, is the record. The record is used to support the DHS decision upon default. You may appeal the final order by 
default by filing a petition in the Oregon Court of Appeals (ORS 183.482). If you do not ask for a hearing, this appeal must 
be filed within 60 days of the date this notice becomes a final order, by default. If you withdraw a hearing request or miss 
your hearing, the appeal deadline is set out in the dismissal order.

Part 2 — How can I keep getting benefits until my hearing?
• You can ask for your benefits to stay the same until the hearing decision (“continuing benefits”). For food and medical 

benefits, use form MSC 0443, phone, write or ask a DHS employee in person. In other programs, you must ask on the 
Administrative Hearing Request form (MSC 0443).

• You must ask your branch for continuing benefits by either the “effective date” on the notice, 10 days after the date of 
the notice, or (for medical only) 10 days after receipt of the notice. You must ask by whichever date is later.

• If you keep getting benefits but lose the hearing, you must pay back the benefits you should not have received.
• If you don’t keep getting benefits and win the hearing, DHS or OHA will give you the benefits you should have received.

Part 3 — Can I have an expedited hearing?
You may have the right to an “expedited hearing” for any of the following types of benefits or situations:
• Expedited or emergency food benefits
• JOBS and Pre-TANF payments
• Temporary Assistance for Domestic Violence Survivors (TA-DVS) eligibility and payments
• In a medical case, you have an immediate need for health services and standard timeline for the appeal process could 

jeopardize your life or health or ability to attain, maintain, or regain maximum function
• DHS or OHA denied your request to keep getting benefits until your hearing. 
DHS and OHA do not discriminate against anyone. This means that DHS|OHA will help all who qualify and will not treat 
anyone differently because of age, race, color, national origin, gender, religion, political beliefs, disability or sexual orientation. 
You may file a complaint if you believe DHS or OHA treated you differently for any of these reasons.  MSC 0447 (01/14) Can use prior version
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