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REFERENCES:  ARM:  37.43.101 – 37.43.104
DEFINITION

A supplemental payment may be made by the state to consumers of supplemental security income for the aged, blind, or disabled under Title XVI of the Social Security Act (42 USC 1300 et seq.). The purpose of the supplemental payment is to enhance the consumer's ability to be as self-sufficient as possible and to be integrated into the social life of the community.  The payment is intended to provide for the basic living needs of consumers who, due to social, physical and environmental factors, cannot currently live independent from special programs and facilities.

ELIGIBILITY
Consumers eligible for state supplemental payments are those individuals who meet income and residential criteria.
1.
Income:

a.
consumers currently receiving federal supplemental security income (SSI), or 

b.
consumers who would be eligible to receive federal supplemental security income (SSI) except for the amount of their income.   



HCBS consumers residing in assisted living facilities with a monthly income less than the current SSI amount plus $94 or adult foster homes with a monthly income less than the current SSI amount plus $52.75 may be eligible for state supplement.  Their payment would be determined by subtracting their current monthly income from the appropriate maximum.  Social Security determines SSI eligibility and the state supplement payment amount.
        2.
Reside in one of the following facilities:

a.
Assisted living facility (ALF) - $94 per eligible individual;


b.
Group home for the mentally disabled (GHMD) - $94 per eligible individual;


c.
Community home for the severely disabled (CHSD) - $94 per eligible individual;


d.
Community home for the developmentally disabled (CHDD) - $94 per eligible individual;


e.
Adult foster home (AFH) - $52.75 per eligible individual;


f.
Child foster home (CFH) - $52.75 per eligible individual; or


g.
Transitional living services for the developmentally disabled (TLS) - $26 per eligible



individual.
HCBS consumers in "B" and “C” beds do not qualify for state supplement.
ADULT RESIDENTIAL
The Case Management Team must inquire whether the consumer who is residing in an assisted living facility or adult foster home receives SSI and state supplement.  If they already receive the state supplement, include it on the Adult Residential Calculation Sheet (SLTC 132, line (A3).  (Note: Always enter the maximum allowable state supplement payment on the AR Calculation Sheet. ($94 in Assisted Living and $52.75 in Adult Foster Home), even if the consumer receives less than the maximum. All consumers must retain the $100 personal needs money.)
If the Adult Residential consumer is not already receiving state supplement the CMT must complete the Certification/Change of State Supplemental Payment (SLTC-108) form for the consumer who receives SSI (or would be eligible to receive SSI except for the amount of their income). The SLTC-108 is also used to notify Social Security of address change, payee change or change of payment rate.

The CMT must complete the Termination of State Supplemental Payment (SLTC-109) when the consumer leaves the facility.
CERTIFICATION/CHANGE OF STATE SUPPLEMENTAL PAYMENT (SLTC-108) 
PURPOSE
This form is originated by the Case Management Team to certify that a consumer is residing in an assisted living facility or adult foster home.  

DISTRIBUTION

CMT sends the white copy to the Social Security District Office, the yellow copy to the Senior & Long Term Care Division and retains pink copy in their files.

INSTRUCTIONS
Sent To—Enter the city of the Social Security District Office to which the form is being sent.  (Refer to CSB 1012 for list of SSA offices.)
Name of Individual—Enter the consumer’s name.

Social Security Number—Enter the consumer’s social security number.
Date of Birth—Enter the consumer’s date of birth.

Name of Facility—Enter the name of the assisted living facility or adult foster home.

Street Address—Enter the physical address of the assisted living facility or adult foster home.
Mailing Address—Enter the mailing address if different from physical address of the assisted living facility or adult foster home.
City, State,Zip Code—Enter the city, state and zip code of the assisted living facility or adult foster home.

Phone Number--Enter the phone number of the assisted living facility or adult foster home.

Type of Action—Check appropriate box.

Type of Individual—Check the type of disability or aged only.


1.
Check whether the consumer currently receives OASDI or SSI or has applied for OASDI or SSI or currently is not receiving SSI.


2a.
Check the type of residence the consumers is residing in.


2b.
Enter the assisted living facility or adult foster home’s license number.  This number can be found by going to http://www.dphhs.mt.gov/qad/healthcarefacilitieslist/index.shtml, by calling the Licensure Bureau at 406-444-2676, or looking on the provider’s license.  Medicaid can not pay a provider who is not licensed.

2c.
Enter the date the consumer entered the assisted living facility or adult foster home.


3.
Enter the date a disabled child applied for SSI.


4.
Enter the date state supplemental payment is effective.  Do not go back more than 60 days.

5.
Check whether the consumer or a recommended representative payee should receive the consumer’s SSI and state supplement. Enter the name and address of the representative payee or if consumer receives payment at an address different than listed above.

Certification—The person completing the form is certifying that the consumer resides in the listed facility.
Case approved for State Supplemental Payment level: (SSA Code)—Enter a ”J” for an adult foster home or a “G” for an assisted living facility.  This should be the same as 2a.

County—Enter the county in which the consumer resides.

Printed name of DPHHS Employee/Representative—Case management teams are the department’s representatives.  Print the name, title and phone number of the person completing the form.

Agency Name—Enter the case management team’s name and address.

Signature of DPHHS/Employee/Representative—The person completing the form must sign and date it. (For the purpose of applying for state supplement on behalf of an HCBS consumer, the case manager is considered to be the DPHHS representative.)
TERMINATION OF STATE SUPPLEMENTAL PAYMENT (SLTC-109) 
PURPOSE
This form is originated by the Case Management Team to notify the Social Security District Office and the Senior & Long Term Care Division that a consumer is no longer residing in an assisted living facility or adult foster home.  

DISTRIBUTION

CMT sends the white copy to the Social Security District Office, the yellow copy to the Senior & Long Term Care Division and retains pink copy in their files.

INSTRUCTIONS
Sent To—Enter the city of the Social Security District Office form is being sent.

Name of Individual—Enter the consumer’s name.

Social Security Number—Enter the consumer’s social security number.

Date of Birth—Enter the consumer’s date of birth.

Name of Facility—Enter the name of the assisted living facility or adult foster home.

Street Address—Enter the physical address of the assisted living facility or adult foster home.

Mailing Address—Enter the mailing address if different from physical address of the assisted living facility or adult foster home.

City, State,Zip Code—Enter the city, state and zip code of the assisted living facility or adult foster home.

Phone Number--Enter the phone number of the assisted living facility or adult foster home.

Monthly SSI State Supplemental Payment—Enter the month and year the last payment to the consumer ends.  This would be the date the consumer dies, moves or is discharged from HCBS. 

Reason for Termination—Check the appropriate box.

New address of Individual—Enter the new address of the consumer if known.
Representative Payee—Check the appropriate box.
Certification—The person completing the form is certifying that the consumer resides in the listed facility.

Case terminated from State Supplemental Payment level: (SSA Code)—Enter a ”J” for an adult foster home or a “G” for an assisted living facility.  

Printed name of DPHHS Employee/Representative—Case management teams are the department’s representatives.  Print the name, title and phone number of the person completing the form.

Agency Name—Enter the case management team’s name and address.

Signature of DPHHS/Employee/Representative—The person completing the form must sign and date it.
(For the purpose of submitting termination of state supplement on behalf of an HCBS consumer, the case manager is considered to be the DPHHS representative.)
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