
Demonstration Program to Improve SSI and Medicaid Disability Determination Processing Time for Adults with Severe and Persistent Mental Illness
INTRODUCTION
These application materials and instructions have been developed as part of a demonstration program under the auspices of Ohio’s Transformation State Incentive Grant (TSIG). Participants include the Ohio Department of Mental Health, Ohio Rehabilitation Services Commission/Bureau of Disability Determination (BDD), Social Security Administration, Cuyahoga County CMH Board, MHS-Inc, Murtis Taylor, Franklin County ADAMH Board, Columbus Area CMHC, the Cuyahoga and Franklin CDJFS agencies, and the Ohio Department of Job & Family Services (ODJFS). 
The purpose of the pilot demonstration is to reduce the processing time for both SSI/SSDI and Medicaid applications for disability determinations. Participants have worked to develop the medical documentation forms contained in this packet that contain the type of information needed in order to process the SSI application. If mental health workers complete all of the information requested and submit this information at the same time as the application, the SSI/SSDI application should be able to be processed very quickly. The feedback information provided about application dates, hours of work devoted to the preparation of the application, dates of award, and other information elements will be used to refine the process to achieve the desired results and to inform strategies for a statewide rollout.  
SCREENING CRITERIA
The following screening criteria have been developed to provide guidance to the mental health agencies for selecting clients to participate in the pilot demonstration:
A.
Diagnosis – Adults with Severe and Persistent Mental Illness that prevents substantial gainful activity, particularly (although not necessarily exclusively) individuals with the following diagnoses*:

1) Schizophrenia – all types

2) Schizoaffective disorder

3) Delusional Disorder

4) Psychotic Disorder NOS

5) Bipolar Disorder, at least one Manic episode

6) Major Depression, Severe and Recurrent

*If there is a co-occurring substance abuse diagnosis, there should be clear evidence of the mental disorder before substance use began and/or there is a period of 120 days sobriety after which the mental health symptoms justifying an above diagnosis were observed.

B.
Duration – Documentation that the impairment has lasted or is expected to last at least one year.

C.
Mental health treatment history – Additional factors that indicate a higher likelihood of meeting SSI/SSDI disability listings for mental impairments:

· At least one psychiatric hospitalization in the past six months

· Two or more psychiatric hospitalizations in last two years totaling twenty days or more

· Receiving/needing at least weekly mental health services for a period of three months

· Has received at least bi-weekly mental health services for a period of six months

D.
Other – The following clients would not be likely to meet the disability listings, and therefore should not be targeted for the pilot project:

· Clients whose symptoms are well controlled by treatment, including medications.

· Clients for which a clear clinical picture has not yet been established (i.e. new to treatment, unknown to agency).
OPERATING PROCEDURES
The following operating procedures have been developed for the pilot demonstration.  For procedures that are specific to the county or specific location of the participating agency, the agency will need to fill in local procedures and contact information as appropriate.

1.
Filing the SSI Application

The mental health worker will arrange an appointment and accompany the person filing the SSI application to the appointment and will bring to the appointment all of the medical documentation referenced in 2. below.

(Enter local procedures and contact information here)  
2.
Submission of Medical Evidence for SSI Applications

The ADL and mental status questionnaires (completed), along with associated treatment records are submitted with the SSA application at the point of filing.  This will allow the SSA component to fax the documents into the electronic folder.  At that point, the BDD staff will have complete information (ideally) to make a determination.  

In cases where follow up evidence is required, the BDD will request additional information using a cover sheet bar code. The mental health agency may fax or send the information into an electronic folder via the ERE internet procedures (see below*).  To successfully submit a response into the electronic folder, the sender will need to utilize the appropriate bar code to guide the response into the electronic folder. 

3.
Submission of Medical Evidence for Medicaid Applications

The pilot project will rely upon the initial SSI award to trigger Medicaid eligibility. This means that the submission of medical evidence to the local County Department of Job and Family Services (CDJFS) will not be a requirement at the time the Medicaid application is filed.

(Enter local procedures and CDJFS contact information here)

*Electronic Submission of Medical Evidence (to be used when additional medical evidence is requested by BDD after initial application is made):

This document describes the electronic transmission of records by fax or ERE web site.  The information covers the security and HIPAA compliance of the process, setting up accounts, storage and compatibility requirements, etc.

http://www.ssa.gov/ere/
General Information on ERE 

http://www.ssa.gov/ere/faq.htm
FAQ’s – also a good job on covering the basic questions.  

http://www.ssa.gov/ere/orientation.htm
Orientation for paper and electronic records  

This is the best link to understand how the process works.

· Overview orientation slides: 

· If you have medical or school records that are already in electronic form 
For most new users – this allows them to understand things on their own – feedback has been very good on this demo.

http://www.ssa.gov/ere/ere_demo_public/index.html
Demonstration of how the ERE process works

This is not as helpful as the orientation link.

If the person wants to establish an ERE account they need to provide information to establish a User ID and password. The PRO’s have the ability to create accounts.  The main number for medical administration is 1 800 282 2654.  The attached document covers all the information needed for each account.


[image: image1.wmf]ERE Sign Up 

Form.doc (46 KB)


Records can be faxed to the gateway fax number – 1 866 755 6629.  The fax is a secure means of transmitting information.  ERE accounts are not needed to fax information.  BDD’s turnaround document must be the first page of each faxed response.  The bar code on that page directs the records into the claimant’s electronic claim.  

If the person has an ERE account – this is the web address for submitting records. 

http://eme.ssa.gov
REPORTING TEMPLATE
In order to evaluate the success of the pilot demonstration, it is necessary for the participating agencies to keep track of the processing time and outcomes for each of the cases submitted during the pilot.  Included as an attachment, is a template for collecting this information.  The template will be available as an Excel document, or can be printed and completed by hand.  If using the Excel documents, columns may be added for each case or a separate document may be created for each case.  If this information is collected in a format other than this template, please be sure that the same information is collected so that it can be compiled with reports from the other pilot agencies.  This information will be essential to evaluating the pilot and making improvements, if necessary, prior to statewide implementation of the new process and forms.
FORMS
The following documents were created for use in the pilot demonstration.  Each form is available in electronic format and may be completed electronically, or printed and completed by hand.  Please note that the ADL Questionnaire and the Mental Status Questionnaire will be considered medical evidence.  Therefore, with each form, it is important the patient’s name/identifiers be included on each page.  This ensures that if pages become dissociated (even electronically), BDD will be able to guide the documents into the correct file. 
· Checklist for Application Packet

· ADL Questionnaire

· Mental Status Questionnaire
· MH Agency Tracking Template

TRAINING
The following materials are available on the ODMH website to provide additional instructions and guidance on the completion of the mental status evaluation.  Participating agencies are encouraged to review these materials with appropriate staff.  
· MHS-Inc Procedure Manual
· DVD of training provided by SSA/OBDD/ODMH/ODJFS
CONTACT INFORMATION
For questions or concerns that arise during the pilot, please contact Mindy Vance. 
Mindy Vance
30 East Broad Street, 8th Floor
Columbus, OH  43215-3430
Phone: 614.466.3105
Email: Mindy.Vance@mh.ohio.gov
SSI/SSDI Application Process

Expedited Pilot Project

Client Name:






  SS#:





Check those included in Application

⁭
Application for SSI  (SSA-8000-BK)

⁭
Application for SSDI  (SSA-16-BK)

⁭
Authorization to Disclose Information (SSA-827)

⁭
Work History (SSA-3369)

  
   If completed on-line, indicate date of completion & confirmation number:




⁭
Disability Report (SSA-3368BK)


   If completed on-line, indicate date of completion & confirmation number:




⁭
Appointment of Auth. Representative (SSA-1696-U4)

⁭
Physician/Medical Statement (SSA-787)

⁭
Mental Status Questionnaire

⁭
Daily Activities Questionnaire 

⁭
Medical Records information, please indicate date(s), other pertinent information 


⁭  Psychiatric Assessment(s) 










⁭  Psychiatric/Nursing notes  










⁭  Progress notes 











⁭  Hospitalization/Crisis Shelter information 








⁭  IEP 










______

⁭  Claimant’s Statement 









⁭  Other, please identify 










Additional forms

If the agency provides Representative Payee services:

⁭
Request for Payeeship  (SSA-11-BK)

⁭
Advance Notice of Representative Payment (SSA-4164)

Name & Contact Information of Agency Representative 

     Date Submitted

Mental Status Questionnaire

Ohio Department of Mental Health

Ohio Disability Determination Services, Bureau of Disability Determination

A.  Identifying Information:

	Last Name:                                                                                                                       First                                                             MI

                                                                                                                                                                                                            


	Social Security #: 

     
	Date of Birth (mm/dd/yyyy):

     
	Age:

     


	Date of Evaluation (mm/dd/yyyy):

     
	Gender:

                FORMCHECKBOX 
   Male                      FORMCHECKBOX 
    Female

   


B.  Mental Status:

Appearance and Behavior:

Address both the Severity and the Duration of your findings in your comments and also provide a description and examples.

	General Findings:

     


	Quality of dress and grooming:
	     



	Quality of relating to you and other staff present:


	     


	Cooperativeness during the evaluation process:
	     


	Eccentricities of manner, such as:

● Impulsivity or compulsivity

● Lack of motivation or disinterest

● Tendency to exaggerate or minimize 

   symptoms or signs
	     



Flow of Conversation and Thought:

Address both the Severity and the Duration of your findings in your comments and also provide a description and examples.

	General Findings:

     


	Is speech understandable?

If not, note problems such as pressured speed:
	     


	Goal-oriented thinking or rambling & circumstantial:


	     


	Fragmentation of thoughts or perseverations:


	     


	Quality of associations: coherent, relevant, loose 

   or tangential:
	     



Affect and Mood:

Address both the Severity and the Duration of your findings in your comments and also provide a description and examples.

	General Findings:

     


	Affect & mood: is affect reactive, constricted, 

  blunted or flat:
	     


	Affective expression: facial features, gestures, 

  posture, tone of voice:
	     


	Appropriateness of affect to content of thought

  and conversation:
	     

	Affect congruency/non-congruency with 

  presenting mood:
	     

	Is mood sad, depressed, or euphoric:
	     


	Address any signs of affect and mood 

  abnormalities such as vegetative signs:
	     


Within Affect and Mood:  Describe the following:
Address both the Severity and the Duration of your findings in your comments.
	Quality and amount of eye contact:
	     


	Appetite disturbance and weight loss / gain; 

  over what period of time:
	     

	Sleep disturbance/type: trouble falling asleep, 

  staying asleep, awakening too early, 

  awakening frequently during the night, 

  daytime sleepiness and naps:
	     

	Crying during evaluation and claimant’s

   reports  of crying spells at other times,   

   frequency of crying, antecedents of crying spells:
	     

	Suicidal/Homicidal ideation, prior attempts,  

  current plans or intent:
	     

	Psychomotor activity, degree of retardation or 

  agitation (give observed examples of pace of 

  claimant during the evaluation):
	     

	Feelings of guilt, hopelessness, helplessness,

  worthlessness (give any specific statements 

  evidencing these):
	     

	Energy level: as described by claimant and

  observed by evaluator; effect of energy level on

  functioning:
	     

	Loss of interest in sex or problems with other

  bodily functions such as constipation:
	     

	Anhedonia or loss of interest in pleasurable

  activities:
	     

	Mood swings: pattern, extent, length of manic/
  depressive episodes, periods of remission, 

  effect on pace and persistence of tasks and 

  daily functioning:
	     

	
	

	Last Name:                                                                                                                    First                                                                                                      MI

                                                                                                                                                                                                                                                 



	Presence of inflated self-esteem:


	     

	Grandiosity related to mood elevation:


	     


Anxiety: Describe all general anxieties:  anxieties noted in the claimant’s record and whether present on the day of the evaluation.
Address both the Severity and the Duration of your findings in your comments.

	Motor manifestations such as: shaking, 

  fidgeting, pacing:
	     


	Autonomic signs such as: sweating or 

   hyperventilation:
	     


	Other abnormal behavioral signs:
	     


	Phobias: specific fears or avoidance reactions:
	     


	Panic attacks: frequency, location, intensity, antecedents and impact on daily living and functioning:
	     


	Agoraphobia: explain fully and give examples of functional limitations:
	     



Substance abuse, current and history:
Address both the Severity and the Duration of your findings in your comments.

	Describe if the claimant currently abuses

  substances and the effect this has on his / her

  functioning; list the specific substances:
	     


	Describe any history of substance abuse, and, if

  possible, compare how the claimant functions

  when abusing and not abusing substances; list 

  the specific substances:
	     


Mental Content:

Address both the Severity and the Duration of your findings in your comments and also provide a description and examples.

	General Findings:

     


	Preoccupations:
	     


	Religiosity:
	     


	Misinterpretations:
	     


	Suspiciousness:
	     


	Hostility:
	     


	Aggressiveness:


	     



	Last Name:                                                                                                                    First                                                                                                      MI

                                                                                                                                                                                                                                                 
                                                                                                                                       


	Ideas of reference:
	     


	Delusions and delusional content:
	     


	Paranoid ideation:
	     


	Auditory or visual hallucinations with 

  frequency, thought of alien control, grandiosity,

  omnipotence and any other unusual thought

  content:
	     

	Recurrent obsessions or compulsions – type,

  frequency and extent:
	     

	Recurrent/intrusive recollections of trauma – 

  Describe amount and frequency of stress:

  patterns and episodes of recurrence; how often

  recollections occur and how claimant responds

  to these:
	     

	Other:
	     



Bodily Concerns: Describe if the claimant has any of the following:

Address both the Severity and the Duration of your findings in your comments and also provide a description and examples.

	Excessive fears or beliefs about any specific 

  illness:
	     

	Multiple physical complaints:
	     


	Excessive utilization of medication:
	     


	Functional limitation of vision, speech, hearing, 

  movement or sensation which are non-organic

  in origin:
	     



Sensorium and Cognitive Functioning: Describe quality of consciousness, with examples.
Address both the Severity and the Duration of your findings in your comments and also provide a description and examples.

	General Findings:


	     

	Level of responsiveness and alertness:
	     


	Evidence of orientation to time, place, person

  and the evaluation situation:
	     


	Evidence of confusion or lack of awareness:
	     


	Memory for past and recent events:


	     

	Memory for digit forward and backward:


	     

	Memory for list of objects:
	     



	Last Name:                                                                                                                    First                                                                                                           MI 

                                                                                                                                                                                                                                                        



	Ability to concentrate with examples of 

  performance on serial sevens:
	     

	Ability to abstract:
	     


	Examples of calculation:
	     


	Interpretation of proverbs:
	     


	Responses suggesting an estimated level of

  intelligence:
	     

	Claimant’s overall awareness of his/her world:
	     


	Attention deficit problems:
	     



Intellectual and Memory Functioning: Base the findings in this section on actual IQ or memory test results, other 
clinical information from the evaluation and background clinical and functional information.

If available, cite or list specific IQ or memory test results and dates of the test(s) administration.  If no specific test 

scores, support estimates by referencing and integrating all clinical/functional evidence.

	Actual or estimated level of intelligence (e.g., 

  MR, borderline, low average)


	                 Test                            Date                                     Results

                                                                                                                      
Estimates:      


	Actual or estimated level of memory

  functioning  (e.g., MR, borderline, low average, average)
	                  Test                            Date                                     Results

                                                                                                                      
Estimates:      



	Last Name:                                                                                                                    First                                                                                                           MI
                                                                                                                                                                                                                                                  


Insight and Judgment: Describe claimant’s appropriate comprehension and judgment use in daily living:
Address both the Severity and the Duration of your findings in your comments.
	General Findings:

Is judgment sufficient to (answer 1-4 below):


	     

	1. Make important decisions regarding personal

     future:
	     

	2.  Make and conduct own living arrangements:


	     


	3.  Cooperate with treatment:


	     

	4.  Independently manage own funds:


	     

	What does claimant say or do, to indicate level

  or impairment of judgment? Can include

  responses to hypothetical situations, i.e., “What

  if…?”
	     


C.  Functional Evaluation:

Daily Activities: Describe how the claimant spends his/her waking hours.
	Typical day: Describe the activities of the claimant’s typical day. Describe both the quantity and quality of all work activity and leisure activity.



	Address the below specifically
	How frequently
	How effectively



	Goes where, with whom, and does what:
	     
	     


	Describe the degree of complexity or quality of 

  activities:
	     
	     


	Compare current daily functioning with

  pre-morbid daily functioning, if possible:
	     
	     


	Describe the quality to which the claimant can

perform the following activities within the

customary length of time (answer 1-4 below):
	     
	     


	1. Daily chores and if they are done

    independently:


	     
	     


	2. Work activities:


	     
	     


	3. Socialization with others:
	     
	     


	4. Ability to shop for self, manage money and  

    relate  to clerks:
	     
	     



	Last Name:                                                                                                                    First                                                                                                           MI
                                                                                                                                                                                                                                                      


Four (4) Work Related Mental Capabilities: Summarize and discuss the degree to which these findings will affect the claimant’s ability to carry on the below four work-related mental activities.  For each of the 4 areas below, please explain if the claimant is not limited or not impaired or mildly, moderately, markedly or extremely limited/impaired and the clinical reasoning for your conclusions.

1.  The mental ability to understand and follow instructions:  - Explain if the claimant is not limited or not impaired or mildly, moderately, markedly or extremely limited/impaired and the clinical reasoning for your conclusions.

     
2.  The mental ability to maintain attention to perform simple, repetitive tasks: - Explain if the claimant is not limited or not impaired or mildly, moderately, markedly or extremely limited/impaired and the clinical reasoning for your conclusions.

     
3.  The mental ability to relate to others, including fellow workers and supervisors: - Explain if the claimant is not limited or not impaired or mildly, moderately, markedly or extremely limited/impaired and the clinical reasoning for your conclusions.

     
4.  The mental ability to withstand the stress and pressures associated with day-to-day work activity: 

Explain if the claimant is not limited or not impaired or mildly, moderately, markedly or extremely limited/impaired and the clinical reasoning for your conclusions.
     
D.  DSM-IV-TR Multiaxial Classification:
	Axis I:         
	Axis I:        


	Axis II:       
	Axis II:       


	Axis III:      
	Axis III:      


	Axis IV:      
	Axis IV:      


	Axis V:       __________________________________
	Axis V:        


	Print Name:
	Signature:



	Discipline:
	Date:




	Print Name:
	Signature:



	Discipline:
	Date:




	Last Name:                                                                                                                    First                                                                                                           MI

                                                                                                                                                                                                                                                                                                                                              



Daily Activities Questionnaire
Instructions 
The first section of the Daily Activities Questionnaire form was designed to be completed by the case manager with the client.  The case manager should review each question with the client and record the client’s response.  Additionally, the case manager may make notes throughout the questionnaire based on his/her observations of the client.  Be sure to clearly delineate client responses versus case manager notes where applicable.  The last section of the questionnaire is to be completed by the case manager or agency worker to provide a summary based on the case manager’s observations of the client.  

The questionnaire consists of several “yes” or “no” checkboxes.  In instances where the response is more complex than “yes” or “no”, please provide additional narrative to explain.  Additional narrative will almost always be necessary if the client’s response to a “yes” or “no” question is equivalent to “sometimes.”  There are also several questions that elicit information about the client’s need for assistance with some tasks.  It may be helpful in the narrative to include details about who does things for the client.  Lastly, while this questionnaire is focused on functional limitations as a result of mental impairments, it is appropriate and relevant to indicate functional limitations that may be due to physical impairments or the interaction of both a mental and physical impairment.  

If this form is being completed in a hard copy format, feel free to add attachments if more space is needed.  If this form is being completed in electronic format (as a Word document), the form is designed to allow for as much space as needed to record complete responses.   Prior to submission, please include the client’s name or identifier on each page of the form.
Name of Disability Applicant:       
Social Security number:       
To be completed with the client:

Living Arrangements:

1. Please describe your current living arrangements (house, apartment, shelter, etc)?       
2. If homeless, how long have you been homeless?       
3. Describe what chores you do on a regular basis, and any chores you find difficult to do.       
4. Does anyone help you take care of chores? If you live with someone else, how are the chores split up?      
5. Describe what help you need with household chores, including whether of not you need reminders to do chores.        

Sleeping Habits:

1. How many hours do you usually sleep each night?         What time do you get up in the morning?         What time do you usually go to bed?      
2. Do you nap during the day?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
    If so, how many hours do you usually nap?       
3. How do you sleep?  If you have problems sleeping, please describe problems you have with sleep:       
4. Do you feel rested after sleeping?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

5. Do you take any drugs or medication to help you sleep?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  If so, what do you take?       
6. When having trouble sleeping, what do you do?       
Personal Care:

1. Do you need to be reminded to take care of your personal care, such as bathing, shaving, brushing teeth, etc?  Yes FORMCHECKBOX 
    No FORMCHECKBOX 

2. If yes, how often?       
3. Do you need help with your personal care, such as bathing, brushing teeth, etc.?  Yes FORMCHECKBOX 
    No FORMCHECKBOX 
    

4. Describe what kind of help you need with personal care:       
Meals/Eating Habits:

1. How many meals do you typically eat each day? What times? What do you eat? If you don’t eat regularly, how come?       
2. Do you need help getting your meals?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
  If yes, please describe what help you need:       
3. Do you need to be reminded to eat meals?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
  

4. Do you ever prepare your own meals?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
  When was the last time you were able to cook?       
5. If you prepare your own meals, what kind of foods do you know how to cook? How do you prepare them?       
6. If you prepare your own meals, do you need help preparing the meals?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
  If yes, please explain what kind of help you need:      
7. Have your eating habits changed since becoming disabled?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
        If yes, please describe how your eating habits have changed:       
8. What is your current weight?       lbs
What is your current height?       

9. Has your weight changed since your disability began?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
                             If yes, what is your usual weight?       
Shopping:

1. If you need to shop for food to last a few days, would you need assistance to shop?  Yes FORMCHECKBOX 

No FORMCHECKBOX 

2. If you need assistance shopping, please describe who does with you and what type of assistance he or she provides.       
3. Are you able to handle your own money or Food Stamps when you buy items at a store?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

4. When you have money, are you able to shop independently?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

5. Please describe problems you have handling money or shopping:       
Social Contacts:

1. Do you spend time with other people?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
 

2. If yes, who do you spend time with and how often do you see them?       
3. What do you do with other people when spending time with them?  (talk, play cards,etc.)       
4. Please describe any problems you have getting along with other people:       
5. How do you usually get around?  (Check all that apply)

 FORMCHECKBOX 
Walk          FORMCHECKBOX 
Ride bus         FORMCHECKBOX 
Drive car         FORMCHECKBOX 
Car ride with friend/relative                 FORMCHECKBOX 
Taxi            FORMCHECKBOX 
Other:      
6. Are you able to take public transportation?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

7. If you have problems using public transportation, why?       
8. Please describe your hobbies or activities you enjoy.       
9. Describe how your disability limits your ability to do hobbies and other activities you enjoy.       
10. How do you usually spend your days?      
11. How do you usually spend your evenings?      
12. Does your routine change on the weekend? If so, how does it change?      
Concentration/Memory:
1. Do you have trouble with concentration or remembering things?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 
  

If yes, please give examples:       
2. Do you have any problems following written instructions?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

If yes, please give examples:       
3. Do you have any problems following verbal instructions?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

If yes, please give examples:       
4. Do you have problems finishing things you start to do?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

If no, describe the problems that prevent you from finishing:       
5.  If you watch television, are you able to watch a 1 hour show and follow the story?  Yes FORMCHECKBOX 

No FORMCHECKBOX 

6.  Are you able to read?  Yes FORMCHECKBOX 

No FORMCHECKBOX 

7.  Please describe what types of things you read and describe problems you have reading.       
Treatment:

1. Do you take medication daily?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

2. What medications do you regularly take?       
3. Who prescribes your medications for you?       
4. Have you had any new treatment for your medical or mental disabilities since you applied for disability benefits?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

5. If yes, please list your treatment, including name, address and phone number:       
6. Do you take any non-prescription medication?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

7. If yes, please indicate what medications you take and how often:       
8. How often do you use drugs or alcohol?       
9. Please indicate what types of drugs or alcohol you use:       
10. Have you ever had drug or alcohol treatment?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

11. If yes, please indicate where you received the treatment and the dates you were treated:       
12. Have you had periods where you did not use drugs or alcohol since your disability began?  Yes FORMCHECKBOX 
     No FORMCHECKBOX 

13. If yes, please indicate approximate dates of sobriety:       
14. If you are using alcohol or drugs again, please indicate what prompted the use.       
Please provide any other information you think it is important for us to know about how your disability affects your ability to function in your daily activities.  Please be as specific as possible and provide details.

     
Please provide the name, address and phone number of someone who knows you who can give us additional information about your disability and how it affects you (please note that by providing this information, you are granting permission for Social Security and Job and Family Services to contact this person regarding your disability):  

     
Claimant Signature _______________________________   Date  _________________

Name of agency worker who assisted claimant:      
Phone Number:      
Name of Disability Applicant:       
Social Security number:       
To be completed by the agency worker:
Observational Statement from Case Manager or Outreach/Shelter Worker

On the following chart, please indicate by checkmark your client’s functioning in each area:

	
	Poor
	Less than adequate
	Adequate
	Good
	Unknown

	
	Almost always a problem
	Frequently a problem
	Only sometimes a problem
	Rarely a problem
	

	Concentration
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Persistence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cooperation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Judgment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Memory
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Reliability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social Interactions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Interactions with Authority
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Follows simple instructions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Follows program rules
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



For any items above marked as “less than adequate” or “poor”, please indicate the reason for the ranking.  Include specific examples where possible.       
Describe the client’s behavior, please include details such as any unusual behavior, difficulty functioning or interacting with others.  Please be specific and include how frequently the problems are present:

     
Does your client use drugs or alcohol?

 FORMCHECKBOX 
yes

 FORMCHECKBOX 
no

If yes, please indicate what substances are used and the amount/frequency of use:

     
Has your client had any periods of sobriety since you began working with him/her?

 FORMCHECKBOX 
yes

 FORMCHECKBOX 
no

If yes, please indicate approximate dates of sobriety:

     
Have you observed your client during a period of sobriety?  Yes FORMCHECKBOX 

    No FORMCHECKBOX 

If yes, please describe the any changes in the client’s disability during the period of sobriety.  Provide specific examples whenever possible.       
Other comments:

     
__________________________________________________

Signature/title




Date

____________________
_____________________
_____________________

Printed name


Phone number


Best time to reach you

ODMH Expedited SSI Demonstration-Cover Memo
To: Social Security Administration Claims Representative

From: (insert worker’s name and community mental health agency here)

Date: (insert date here)

This application is being filed as part of the Ohio Department of Mental Health (ODMH) Expedited SSI Pilot. This pilot has been developed through the cooperative planning efforts of ODMH, the Ohio Bureau of Disability Determination (OBDD), the Social Security Administration (SSA), and community mental health agencies serving adults with severe and persistent mental illness.

A key component of the pilot is that a substantial amount of medical evidence is assembled by the mental health worker prior to filing the application and brought to the application appointment by the mental health worker. Once the application is completed, it is expected that the SSA Claims Representative will do the following:

· Scan the medical evidence brought by the mental health worker into the electronic folder; 

· Flag the case in the electronic folder as “Homeless”—this will route the application to the correct unit at the OBDD designated to adjudicate the ODMH pilot cases; and

· Expedite the routing of the case to the DDS for processing of the medical determination.

If you have questions about any of this information, please contact one of the persons identified below:

John LaMotte, SSA

614.469.5567

Molly Gregg, OBDD

614.438.1783
Mark Spradlin, OBDD

614.438.1244
Mindy Vance, ODMH

614.466.3105
Thank you for your cooperation in this important project.
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