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FAX COVER SHEET

S. C. SENATE
SENATE CLERK
FAX # (803) 212-6299

DATE: October 1, 2009
TO: Bryan Kost
FROM: Sen. Shoopman
FAXNUMBER:  1-803-255-8350~ 8243%
PAGES 1 of 9 (Including this page)

MESSAGE: Bryan,
Will you please take a look at this for Sen. Shoopman?

Rhonda Ross is the contact pergon if there is a need for any additional information, ﬁwﬂv.mqo.hohm.
Thanks,

Debra

IF YOU DO NOT RECEIVE ALL OF THE SHEETS INDICATED,
PLEASE CONTACT THE SENATE CLERK'S OFFICE AT (803) 212-6200

10/01/2009 OL:16FM
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e Rtin: Debrg Cooper
RO 303-12- 1399 /K

| | HAS BEEN KSTANLISHES TOR TT———
OATHERTNES oNeS RSl :

|

¥¥ FBR

Age G4
Dptﬁj. ne Ross

| Pundombe Street
__m_.:mm . S.c. XSO

@%&D RoSs - contacy .DUQ.F@TK.O
QH- 319-HOHE é

Z£ Mother has T& H Strokes since April of this
Uear. She Suffered o ~stroKe on Juy LR 09 causing
her o loose balance 4 short term memory loss, She.
has been Yo Rehale (Saint francis Hospiial Jwhere,

Dr. Fangen Phyeoloajst made these findinge(864 -mﬁ%w&
Sept ¥,04 While bending, pver her back. F,Hmba. oc,,..uw.,w iy
Moms (Rilmeto Modiar! GT-Ab3- 5133 ) Disc in back @

\ w, MoTher,
mm._maoi%? of Lot sina. We have ne insurpnes.on m .
>:J 53%;0; Ew.mw &pmw we wisd be Mﬁﬁi ii{.mn.&a#.
Thank Uow

Rhonda Poss

1070172009 O4:16PM
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South Caroling Depactment of Health and Human Sorvines (SCDHHS)

. Bureau of Elighhility Policy

Fhone (803) 395-2635

AUTHORIZATION TO DISCLOSE HEALTH INFTORMATION

L e T

fﬁﬁ. me._‘.“.,qum frys 0

£

JHAT

L

All mty medica) records,

Al records and other inforvation » arding my treatment
Bt not fimitad to; aereing my '

Psychological
Dy

] lismm, or other substance obuse
Sickle call anesria
Human Imrunodefislancy
fexvally-trancmitted disenses
Gene-related impairments, ineluding ponetic test resulpe
Information about haw my jmpairimer
Copies of education
speecl cvaluations,
Jaformstion created

¥ROM WHOM

i iy fol

s, clinies, Jabs, phiysicians, psycholg ists, ute,,
ﬁmw_w&:w mental Jua_a_wﬁa.a&cnw_waga wm&&ns tregtment,
end Veterans Adminisiration healfh corm Tacilitles)
Al educational soupees

* e

within 12 tnonths after the dae

and Ovepsight, Department of Disablrit

Paae Office Box §206, Cotumpin, SC 29202-8 506

READ BOTH PAGES OF THIS FO
U volontarily nathorizs and request disclosure (including veritten,

education records apd other informatig

This includes specific permission ta Yélease the following:

5) affects my shillty to oumplets

Including individualizad sducational programs, ireniijal
teashier observations and M.w_a_._n:oﬂ. and atry other Ho%%w m.

this authorlzation i slgned,

Fax (803) 285-8350

Y Desormination

(D0D)

tsks and sctivities

78 Wall a3 pust infobmation

RM BEFORE SI1GNING BELOW, v+
verhbal, and electronie Interchange) of:
b related to my abllity to porform tasks,

hospitalization, and cutpatient cyre for my Impairment(s) ineluding,
histric or ather mental impairmen 9) (axeludes the tes" a8 dofined in 45 CF, J01
e m_.mww% P 1(3) ¢ "esyohotherapy notes" as dafine In 45 CFR 164.501)

Virus (HTV) infection, Ineluding Acqulted HB_.:_.SoU&o_o:E Syndrome (AIDS) ar tasts far HIV or

ahility o wark

rcssimionts, psychologleal an
s that e hely svalugle .a:&mmu ¢

THIS BOX TO BE COMILETHD Y SChHBs/ScVRD
Tor additional infamuation 1) identily tha subject (o.g., athor DAMISH UseD),
—.s..__nln_ o he usod,

tho spev(fle eaues o the

(25 norded)

sehools, 1epcher recordg, adminlatators, coinselors, ote,)
= Hocial workersirahabilitation coLnselors
= Congulting examiners
s Employers i
* . Others wha may know about my eondition _
(Farnily, neighbacs, fricnds, public officials)
10 WHOM Tha St agency authorized to 38 my easa {ysna)l d "BCVRD™, inaluding sont {cea, dootors,
or swﬁ Eommmm eﬂ_z w_oﬂm_ﬁ% %msm ﬂw tlisnby mq L&%ﬁ&g E%hw ’ B Serivact £opy services, dooto
'URTOSH ! agene to the digelogure ol my health information to determine it ] trteet the disubility criteria in orler to establish my

cligihility for Mediggid benetits,

EXPIRES WHEN
Hv
. m may write to the

eligibility detormunation,

*  Lmay racelve o oopy of this form upon request,

Thig anthorization is binding for 12 months from the date signed bely.

*  Tmay nsk the souree fo affow me to inspeot or gef & copy of the material to be disclosed,

Sauth CarolingDepartment of calth and Human Services to ravoke ihiy wuhoiization at sny time,

*  Thereare some airemmstances where this information tay be re-digalasad 1 oihcr partier directly volved with the Medicald

tms.n:aa.u. (or Persan Avtfiorized to AcE om

lmm.w“__-_:.n of wwi_»v_m_ Relationship to Applioan .mwnunanw.d_ Date
His/Her Beha : " 1
Cathencne o Q. Rono S /PO F
Stroct Addrey 7\ (oY Clity Btate Zip Telephone No.
e {
Signature nl Witness Daty Slpnature al Witnesg Date
OHHS Form 921 {September 2008) Paga 1

10/01/2009 Oh:16PM
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v P9/28/2009 12:38  @GASALLE23 STAPLES
. MEDICAID CHECKLIST FOR
NURSING HOME ASSISTANCE, GENERAL HOSPITAL,
HOME AND COMMUNITY BASED WAIVER SERVICE .

Applicant/Benaficlary: Catherme Ross . .. ate! _07/06/09 .

Althorized Representative: Rhénda Rogs

Wa ara currantly Warking on yaur application/raview for Medicald long-term eare services. To completa the ellglblity procass, some
additionsal informatian wil be needed eancaming you, and if marrled, your spouse. Please sea the itemz EJ checkad below:
[J  Complate the Aftached Reviaw Form

C]  Power of Atiornay, Guardianship, or Conservator Papers .
@\ Verifioatlon of ﬁ\maﬁ:%a C D Isenuty Original Doayments Required,
L] 'The incame imit for insttutionyal cars s § for » The sapplicant's

Income Is over this amounl. To possibly qualify for Medicaid essistanca for Q:._mi care servicss, an Income frust must be
established, You will ihd the forms nesded 1o camplate this process attached.

Praof of grass Income recsived by + e, THiS MaY be a copy of a1 Hemized
ohesksstub, award latter, PRINTOUT, or statemen] on lsttamead from the company or #g&ncy,

For all accounts, copies of entire bank atatemente, nol agooynt summaries, for Fahiunry 2008, February 2007, Fepruary maam._
Februgry 2009 and the following menth(s): __July 2008

£

X3

Deslgnate or eatablish a hank fccount fot incama to flow through. Retur verffioalion of this accoyn|,
Prouf of assels eoig, iraneferrad, or given away on of after February B, 2008 to the fresent
Verification you have applled for —_benefits on the applieant’s behalf

Burle! Assets: Coples of tha gpplicantspousg’s [7) Pre-nead burlg) contracy(s) |7 burlal piot deed(s) or other verification of
OWnership such as a siatement on letterhaad, (f 1he oontract or piot is not paid for, we atso need verification of the payoff amount,

Copies of all Ife inauranes policies owned by the applicant/spouse, I the policy Is nol et hand, a fatter from the agent showing the

_ pofioy number, name of awner, face value, and sutrent oash value of the polley ean ba providad. {f this is ot possible, giva the

name and address of the msurance company, and the policy aumber for each palicy, The ownar of tha pollcy needs fa sign and date
OHHS Farm 1200 ME, Verlfication of Ingurange Vaius, t let us verlfy curent cash vahios dirently from the ihsurance company,

) £1_ Copy of ennuily for
mm\.v_mm% slgn and retum the formys) indicated: .
(] DHHS 243, Ralmase of information [] DHHB1212 ME, VisRcation of Veterans information
(] DHMS 1786-A, Burlal Exclusish [ GHHS 1258 ME, Request for Finanial tnvestigation
(] DHHS 1280 ME, Verificaion of insurance Value L. DHHS 1296 ER, Evtate Recovaiy Nofficsion
L) DHHS 1282, Aulhorized Represaniativas Asknowledgement of Responsibiities
OO A1medica Ingurance poficies or cards any proof of premiums

X OOoo

B other __copy of Walter Ross's Soe card
1] - -

B oter Mok R?,_ Aoma. -
Please pravide this Information g.loﬁms.w « IFyou hiave any questions or you need addiional time
10 secury raquasted Infarmation, ploase oall Your worker listed below. Thank you for yaur choparatian.

Worker: Barbarg Blackburn, DHHS Tabxphote: LEE.I{'

Address:,___ 202 Victoria Bt - Fax __ 8B4.848-6379

Greer, 8C 29881
5

OHHE Form 1233NST (April 2009)

1070172009 Ou:16PM
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South Carolina Department of Health and Human Services
DISABILITY REPORT -~ Adujt
7] Initial [] Retra Onty
Instructions: This form is ysed to request a disability determination as an eligibiiity requiremeant for

Medicald. Jt is the responsibility of the Meclicaid Eligibiiity Waorker to ensure that each blank is
completed. A copy of the completed farm must be maintained in the cise record,

Applicant_Catharine J Ross Soclal Secuity No, 251723972
Applicant's Address | _« n\mmmwoﬂﬁw,
Clty_Growy State_SC Zip Code_28650 County_23 —
Pate of Birth_07/18/1945 Talephons _864-879-4048 -Category of Application_1s _—
if Deceased, Date of Daath Month Dey vear [Male [7]Femate
Application Date_07/06/09 Retro Month(s) Requested_ne
Contact Per=on Rhomda Rogs . Talephona 864-875-4048
Relationship to Applicant drughise
Contact Person's Addrass, same
Medicaid Etigibility Worker Barbara Blasbkum Telephone_B64848-5395
Workar's Addresg DHHS, 202 Vietoriy St, Grear, SC 29651
. (Give Complete Maling Address)

Workers Supervisor_Dunna Ellis Telephiona_864-454-8187
L DISABILITY

a) Whatis your disability? <3{ 1 Grmm

b) Are you working now? [} Yes mm.ZO (F yes, DHHS Form 3218E is required.)

If no, when did your disebility stop you from working? ___ | Monith, Day, Year

['f date is within Relro pariod (3 months prior to appication datel, DHHS Form 8218E s required.]

Explain why you stopped working:

£) Have you applled for SSI Disability benefits? [Jves _..m:\,_o

¥ yes, date of application:

Was application made in SC? [ Yes CiNo  1f no, what state?
d) Have you appiled for Social Secunty disability benefits? {IYes [_INe

DHHE Form 3218 ME Decsmber 200¢ Page 1 of 6

1070172009 Ou:16PM
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. ©3/28/789 12:38 9648011623 STAPLES PAGE  @5/a8
If yes, date of applicatian;
If denjed by SSA, have you asked them to reconsider your ciaim? [ ] Yes ] No
Did 88A refuse to reconsider your claim? ] Yes _N_\Zo
Did you request an appeal or hearing? {(1Yes [ No
—

I MEDICAL INFORMATION

NOTE: If you need additional space for madioal soyress, list their Names, addresses and reasons for
visits In the "remarks” section on page six or attach a separate piece of paper.

a) List name, address and telephane number of the doctar who has your most recant medical
racords. (We need a complete address to request medicii records.)

Name /\:1@.* NAGL Kjw@j.f ﬁuZ _U Telephang mwSL..ﬁ:bﬁi 5 _ W.Nu
Street Address_od} () _H.q..mnw han ﬂ,ﬁc\ m g
City_DUNCAN State_30 Zip Gode 29 33

Date first mmm:m_m_ﬁbL Date Tast seen; W ,ion_, .Next appointment;

Reason for visits .‘U,}.. Dﬁ.ﬂ@ Q.Pﬁm\ .UOEQ:

b) Have you seeh any other doctors sinca your disability or Injury bagan? _§\<mm [ Na
If yes, complete the following. (We need & complete address to request medieal records.)

Name, ZD.T& ZO_..ED:\. h Telephone mﬁ& - wﬁ% -5200 -
Srreet yn_a_.mmm _
cyCieer State OC - 7ip Gode 2ADO

Date flrst mmm:"wm_m_.@'uﬂm lagt mmmzkﬁclnr Mext appointment N h Q.

Rasson forvists EMnerngnCly Room Shor iness of Brevdh,
Wenkness, Strok , e putled on cnside | Mopern oulect
0 civton on one gide.

) Have,you been hospitalized or racelved emergency treatment for your liness or ijury?
Yes [LINo ' Ifyes, complete the following. (We nned a complete address,)

Name of Iomn:m_mmg. QIEJ (i}

DHHS Form 3218 ME Beoembor 2006 ) Paga 2ol 6

didlPatent Number_*

1070172009 Ou:16PM
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Streat Address :
.r-
City T_ reey” State_ SO _Zip Gode_LAUOS O
Wera you an In-patient (stayed at least overnight)? Hﬁ\mm [INo

Admission Datas: C_ _ .w ﬁnq
Reason for Haspitatization or Emergancy Room Treatment Mwﬂ__._xog_ mTcﬂ\f._m__m.m, _n.&...

Breatn, High Bleod Pressure

= P

d) Have you recelved treatment from & hospital outpatient clinic or other type of clinie?

8 [ves No If yes, complete the following. (We need a complete addrass.)
Name of Clinie Fatisnt Number,
Street Addregs _
City State Zip Code

Date(s) of Treatment:

Reason for Treatment

e} Have you had eny spacial diagnostic oulpatient studies (x rays, blood tests, B G's, ate.)
o

performed at 2 haspital or private laboratory/clinic? Yes

If yas, complete the foliowing. (We need a complete adanrss.)

Type of Study/Test

Name of Hospital, Clinic ar Laharatory__

Street Address

City Slate Zip Cada

VWhen were these studies done?

f Have you been evalvated (examinatlon or iesting), of treatud by any of the following agencies?

1. 8.C. Department of Mental Mealth Clinic [ ves CINo
2. Alechol and Drug Facility [ Yas [LINo
3 South Caralina Haalth Depariment Clinie Clves [ INo
4, 5.C. Department of Disabllities & Speclal Needs
OR Mental Retardation Facllity Clyes No
8. Veturans Administration [lyen Ne
6. Vocational Rehabilitation E\«mu No
DHHS Form 3210 ME Detomigr 2006 Pagedof 6

10/01/72009 Ou:16PM
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% Other [Jves [JINo If yes, identify:

For each of the agencies listed above for which you have been seon, complete the following:
Name of _nmn__a..mwds.*, ﬂab@.m Hoseitial
Street >na_.mmwlrlrv _ J4%Y ﬂUJ,\_nu
0=<Q eenyille Stata bm_bl . ZipCode %Kﬁ‘ }
Date first seen:! | Jw _.Oﬁ_ Date last seen: 1: Fb_ hb Next appaintment:
Type of Treatment or Evaluation Received > NS cal NOT4ds ._Da n@bmeOT ‘Ther %c
Case Manager, L. HONSen q.m_%:nzalwwi -255-Y0Ho |

.

Name of Facility,

Street Address
City, . State Zip Codg
Date first seen: Uate |ast sean: Next appointment;

Type of Treatmant or Evaluation Received

Case Manager . Telephone__

TR

9) Has your doctor told you to restrict your activities in any way? Exfmm CINo
If yes, give the nama of the doctor and state what he told you,

She Cannet be et 805@.2@&0, he 1o wrth n._&@ achvities
(wonking, Ythiog, eck ) Dr. Som Parim MD. Yo -(o21-4030

a) What is the highest grada of school you conipleted and when? ww Grade ._ w&u Year
b) Did you attend college, tradeftechnical schoal, or special b aining? ] Yes [&'No
If yes, complete the following:

Type of college, trade/tachnical school, or special fraining

Indicate the years attended; fo____ Did you graduate? [_|Yes [ No

€) Did you attend special education classes? []Yes E\ZO If yes, complete the following:

Name of School

Street or Posat Offlce Address

DHHS Form 3218 ME Deoumber 2006 Page 40f 8

10/01/2009 O4:16FPM
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7. Other [JYes [JNo I yes, identify:

For each of the agencies listed above for which you have been saen, complete the following:
Nama of Faciiy SQUNT_Francls  Hesoltial
Straet >aa«mmmlr w.u Wit H.\.Q.%_,.m_ Py ,\O
City, Oﬁm§< ille state O, Zip Code UG }
Date first mmm:.._.i MA_OD Date last sean; i _E B —Next appointment:

Type of Treatment or Evaluation Recelved M ical X " Srach The
Case Manager _Uq.., V-—D.jmg 4m_m_u:o=m|_._m~cr._ -5 - Ol

Name of Facility___

Street Address
City State Zip Code
Date first zeen: Date last seen; Next appointment;

Type of Treatment or Evaluation Recelved

Case Manager Telephone
T T e
o Has your doctar told you to restrict your activities in arty way? _ﬂ\ Yes [ [No

If yes, give tha name of the doctor and state what he told yOu, .
zwym. DQ:DO‘T Tm. —mrﬂf olone, . Zm.&nrm e :u rcl: da ‘ Dh*f..rm,w
(weking, Yudhing eck)  Dr.Sam Pario MD. 36 -2 -40Bg2

. DUCATID INING INFORMA'
a) What is the highest grade of sehaol you completed and wiizn? _w Grade ,m_wu Year
b) Did you attend college, tradeftechnical school, or special {raining? [ Yes ['No

If yes, complete the followlng:

Type of college, tradeftechnical schaol, or special training,

Indlcate the years attended: 1o .Did you gradyate? [TJves ["|No

) Did you attend special edueation classes? [JYes [FINo I yes, complete the following:

Name of Schoo

Street or Post Office Address__

BHHS Fonn 3218 ME Dessimiser 2008 Pagw 4 of §

1070172009 O4:16PM
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State of Jouth Caroling
Bepartment of Health and Human SBervices

Mark Sanford Emma Forkner
Govemor Director

October 9, 2009

The Honorable Phillip W. Shoopman
Member, South Carolina Senate
Post Office Box 142

Columbia, South Carolina 29202

Dear Senator Shoopman:

Thank you for contacting our agency on behalf of Mrs. Catherine J. Ross regarding
Medicaid eligibility and her healthcare needs.

A member of my staff has been in direct contact with Ms. Rhonda Ross, her daughter
and medical affairs representative, regarding Medicaid eligibility and the rules and
regulations governing the program. Ms. Ross was given contact information for a staff
person in our Constituent Services Division if she needs further assistance regarding
Medicaid. We also provided Ms. Ross with other helpful resources that can assist
residents in our state with their healthcare services, prescriptions and daily living needs.

Thank you for your continued interest and support of the South Carolina Medicaid
program. If | may be of further assistance on this or any other matter, please let me
know.

Sincerely,

1A

Emma Forkner
Director

EF/jcle



‘mg Q% §§ g J\Im Emma Forkner « Director
V - —I—B—H: @ —1—:3 m.: mmgnmm Mark Sanford « Governor

October 9, 2009

Ms. Rhonda Ross
114 Buncombe Street
Greer, South Carolina 29650

Dear Ms. Ross:

Senator Phillip W. Shoopman contacted our agency on behalf of your mother,
Catherine J. Ross, regarding Medicaid eligibility and her healthcare needs.

Our records indicate Mrs. Ross applied for Medicaid benefits on July 6, 2009.
Barbara Blackburn, your mother’s eligibility worker in Greenville County’s Greer
Office, has determined she meets “financial” eligibility for Medicaid’'s Home and
Community Based Services (HCBS). Now, it must be determined if she meets
“categorical” eligibility. Staff in our Division of Community Long Term Care will
arrange an appointment to visit your mother in her home to see if she meets the
medical level-of-care requirement. Also, we have asked disability medical
consultants to expedite their review of your mother's medical records to see if
she meets the definition of being disabled. If you have any questions about the
eligibility process for HCBS, please contact Ms. Blackburn at (864) 848-5395.

In the meantime, enclosed is information on other programs and organizations
that can assist residents in South Carolina with their healthcare needs,
prescriptions and daily living expenses. We hope this information is helpful.

If you have questions about the Medicaid program, please contact Denise Epps
in Constituent Services at (803) 898-2505, and she will be happy to assist you.

Sincerely,

Alicia Jacobs
Deputy Director

Ad/cle
Enclosures

P.O. Box 8206 « Columbia, South Carolina 29202-8206
(803) 898-2502 - Fax (803) 255-8235



