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J- Roland Smith

District No. 84 - Aiken County
183 Edgar Street

Warrenville, SC 29851

522-B Blatt Building
P.0.Box 11867
Columbia, SC 29211

Committees: ..

Ways & Means, 3rd V.C.
Transportation and Regulatory
Subcommittee, Chairman
Revenue Policy

Invitations & Memorial Resolutions

Tel. (803) 734-3115

March 6, 2014

Anthony Keck, Director

SC Department of Heaith and Human Services
Post Office Box 8206

Columbia, South Carolina 29202-8206

RE: Gilbert B. Ryals, Sr.; SSN.....2225; DOB Mar. 3, 1932

Dear Mr. Keck:

| am writing this letter on behalf of constituents of mine, Ms. Amanda Cason and her father, Mr. Gilbert B.

Ryals, Sr. Ms. Cason contacted me requesting assistance with Mr. Ryals application for Medicaid Nursing Home
benefits.

It is my understanding that this is a very time sensitive situation and | am asking you to please consider
the enclosed application as expeditiously as possible.

Thanking you in advance for your assistance in this matter.

Respectfully,

%olinl) i

J. Roiand Smith

House District 84
Enclosures )
cc. Amanda Cason, POB 76, Langley, SC 22834 REC‘EI I E
MAR 10 2014
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MEDICAID CHECKLIST FOR
NURSING HOME ASSISTANCE, GENERAL HOSPITAL,
HOME AND COMMUNITY BASED WAIVER SERVICE

Applicant/Beneficiary: Gilbert B. Ryals, Sr Date: _2/28/2014
Authorized Representative: ___Amanda Cason
Application Date: __2/7/2014

We are currently working on your application/review for Medicaid long-term care services. T complete ths eligiciiity crocsss, some
acditicnel information wilt be needed conceming you, and if married, your scouse. Please see the items ] checked below:

[0 Complete tha Atiached Review Form

] Powsr of Attomey, Guardianship, or Conssrvator Fagers

[ Verification of [l Citizensnip 1 Identity Original Documents Required.

[1  Theincome limit for insfitutional cars is § for . Tne applicant's

income is over this amount. To pessibly qualify for Madicaid assistance for long-term care services, an income trust must be
sxtehlishad, You wiil find the forms needed to somplete this process attached. S

O

Proof of gross income received by . This may be a copy of an itemized
sheck-stub, award letter, PRINTOUT, or statement on 'stterhead from the company or agency.

X

For alf acccunts, copies of entire bank statemsnts, not scccunt summaries, for February 2014, January 2014, February 2013,
February 2012, February 2011, February 2010, February 2008, and the following month(s): Please submit complete bank
statements for monthsivears listed above. | any ascounts have opened of closed within this ime, please submit verification from

Danks.

Designate or establish a bank account for incomse te fiow through. Retum verification of this account.

Sroof of assets scld, ransiaTed, or given awsy on or after February 2009 to the praseat

1

Verification you have applied for panefits on the applicant’s benelf,

mEmpn

Burial Assets: Copies of the applicant/spouse’s [] Pre-need burial contract(s) [ burial olot desdis) or other verification of
ownership such as a statement on letterhead. If the contract or plot is not paid for, we also need verification of the payoff amount.

Copies of all life insurance policies owned by the applicant/spouse. If the policy is not on hand, a letter from the agent showing the
policy number, name of owner, face value, and current cash value of the policy can be provided. If this is not possible, give the
name and address of the insurance company, &ad the pelicy numesr for sach palicy. Ths owner of the policy needs to sign and date
DHHS Form 1280 ME, Verification of Insurancs Velus, to let us verify current cash values girectly from the insurance company.

X1

]

Cogy of annuity for

Plsass sign and retumn the form(s) indicated:
DHHS £43, Releass of lﬁferrnafjc-n ] DHHS 1212 ME, Verification of Veterans Information
] DHHS 1785-A, Burial Exclusian ] DHHS 1253 ME, Requsst for Financial investigation
[J DHHS 1280 ME, Verification of Insurancs Valug [] DHHS 1296 ER, Estate Recovery Notification
DHHS 1282, Authorizad Representatives Acknowledgement of Responsibilities

Al medicenjnsurancs solicies or cards and proof of premiums

3 [P P 4 ) 4
other, _JLRAMR C&vf\,',\ ble Guwep-B — QA o &deeA
Other:  ****PLEASE RETUR! THIS CHECKLIST WITH YOUR INFORMATION™*

X I

X ‘%E]

Plssss provide this information by__3/21/14 . If you have any questions or you need additional time
to secure requested information, please call your worker listed oslaw. Thank you for your coageration,
Worken SCDHHS - CENTRAL MAIL Telephone: 803-643-1938
Address: __P.0. BOX 100131 Fax: 303-843-1911
COLUMBIA, SC 29202-3101

DOHHS Form 1233-INST (February 2011)



. ¢ Additional Information
Healthy Connections )f for Institutional and

South Carolina Department of Health and Human Services |n-|'|0me Ca re
ps R b b LI T SR AT S T S T RN RSP IRATE (N, I R A B A ST

I I R et e R G A o & e AR

Nursing Home In-Home Care

This form is used to gather other information needed to make a decision about eligibility for Nursing Home, Institutional or In-Home care. All of
the rights and respansibilities agreed to when the original application was signed are still in effect. If there are any questions about those rights
and responsibilities or questions about this form, please contact Healthy Connections at 1-888-549-0820.

1. Who is the person needing assistince?

a. Name (First, Middle, Last) @4 b. Social Security Number c. Date of birth (mm/dd/yyyy)

. 51311932,

2. Where is the person right now? [JHome  LiHospital mrSing Home [JoOther
If not at home, tell us where the person is.

Name of facilty: Th 7 HLllJ

Date entered facility:

3. Please check if anyone has Conservatorship, Guardianship, or Power of Attorney for the applicant.
If yes, please give us a copy of the legal papers7<d the name and phone number of the person.

[]Conservatorship - Name:
[l Guardianship Name:
[]Power of Attorney Name:

4. If married and entering a nursing home, does the applicant want to give (allocate) part or all of
income to spouse remaining at home? [1Yes o

5. If there are dependent children or dependent adults, does the applicant want to give (allocate) income
to the dependent children or dependent adults? [IYes

6. Has the épplicant_ or spouse ever worked somewhere that has a retirement benefit for which he or she
may be eligible to receive money? LlYes m

If YES, who was working, where and for how long?

7. Do you or anyone in your home receive, or have applied for, any other income? [JYes [ |No
Before we can make a decision on your application, you may have to give us proof of income for the past 4 weeks.
If YES; check all boxes that apply and complete the table below. If you have already told us about a type of income on your application,
you do not have to tell us about it again.
upplemenfal Security Income (SSI) [] child support [ ] Disability benefits
[ ] veterans Administration (VA) benefits [] Military allotments []Money from friends or relatives

D Federal retirement (Civil Service, FERS)  [_] Land contract, mortgage or other notes payable to a household member
) ' {Please provide a copy of the contract, mortgage, note or other agreement)

rson receiving/ex

cting money Income source/type How often received Amount received AD Comments
rt

DHHS Form 3400-B (November 2013). Page 104



8. Please check the box be5|de any of the things shown that you or someone in your home owns or are buying.
Tell us about it in the table. When you return this form, you must send proof of these assets or resources.

Bank Checking Account™ - Bank Savings Account ] Certificate of Deposit
Trust Fund or Trust Account Safe Deposit Box (inciude contents} Ll car, Truck, Van
Annuity {provide a copy) CashonHand - = O Stocks Bonds Mutual Funds

Motorcycle, Boat, Camper
Pre-Need Burial Contract
Money Set Aside for Burial

401k, IRA, or Retirement Acc /%/
Other:

piezase be specific

Farm Machmery or Busmess Eqmpment .

Cemetery Burial Space

DirectExpress Debit Card for SSA, SSI or other benefits
Life Insurance

Oooooooo
HDD@DDU

Tell Us About The Asset
=5 : include the name of bank or funeral nei 12, and any accoun:
- Owned by o ' : numbers or other information used to identify the asset. ~ Current Value or Balance

a

o

©

a

9. Do you or your spouse own any property?
If you answer YES to any of the following questions, please tell us about the property.

Home,\(house, buildings and land where you live) Ly Yes \Zr!'\lp

Other House or Building {not your home) Cyes [MNo

Land {not connected to the home) C]Yes wNo

Vacation Home or Time Share Property Olyes [ikdo
‘What is the address/location of the property? What Is the address/iccation of the property?
Llst Home: Property First
Owner's Name: . Owner’s Name:

s this your Home Property or Frimary Residence where you
currently live or where you want to return tolive if.you are living
somewhere else? :

‘[JYes: - [JNo’

10. Does anyone else have a bank account or any other asset for the applicant or spouse?.
[1Yes. o

If YES, at ».at bank or locaticn, and in whose names

DHHS Form 3403-8 (November 2013). Page2of4



11. Has the applicant or spouse closed any bank accounts in the past five (5) years? []Yes D—Nﬁ
If YES, at what bank, and in whose names?

A B.
Date Closed: , Date Closed:
Closing Balance: Closing Balance:

12. Has the applicant or spouse sold or given as a gift, any cash, property, vehicle, boat or other resource
to any person any time in the past five (5) years? [OYes @,No’
Item Sold or Given Away _ Person to whom it was Sold or Given  Date Given or Sold Amt. Received

13. Where has the applicant lived in the past five (5) years?

State
County Use 2-letter abbreviation From To

Qﬂ%lﬁgj Sl Kru/\, 8502 201 801y

14. If ever married, give the following mfcy? ion about the applicant’'s spouse(s). (List the most recent first,)

Name of most recent spouse;

[ Living i
- Llina medlcal facnhty ) : L] Separated: when or how long?
L] Married, living together ' |___] Divorced (Ilst Date, State and County where dlvorce was flled)

[ Married, living apart (not separated)

Current Address: Phone number:
[ Deceased .
Date of death: State and County where estate was probated:

Name of next most recent spouse:
(\fivorced Date and place divorce was filed:#

Meased Date of death:

State and County where estate was probated:

Name of next most recent spouse:

[Ipivorced Date and place divorce was filed:

[IDeceased Date of death:

State and County where estate was probated:

DHHS Form 3400-8 (Novernber 2013). Page3of 4



15. Give the following information about the applicant's mother and father, if known.

Mother: /BH‘M\Q Q‘/{ Ct,ls

D Living Address: i Phone numter:
Dﬁ:&eased Date of Death: County & State where
a3tzte was probated:
Father: Shﬂd( 2.&[ Q'U/S
0 Living Address: _ _ : i Phcné.number:
[(Uffeceased Date of Death: ___ Cournty & St'a"te:wh'ére_
‘ estate was probated:

Signature of person completing this form: Relatior?ship

Please print this form, then sign it on the line above before submitting. -

ESTATE RECOVERY . am
(BE SURE TO-GET A COPY OF THE ESTATE RE COVERY BROCHURE)

As an agplicant/beneficiary for Medicaid services, | uncerstand that there are two groups of pes ple that are effected by
estate recovery:

-« Aperson of any age who was & patient in a nursing facility, intermediate care facility for the intellect tuaily disabled,
or other medical institution at the time of death, and who was required to pay most of his/her income for the cost -

cf care; or
+  Aperson who was 55 years of age or clder when he/she received medical assistance consj sti".g cf nursing facility -
services, neme and community basad sepvices, and hospltal end prescription drug services proviced to individuals

in nursing facilities or receiving home ¢ m’num:f CESE‘J Services, .

j understand that upon receiving eny cf these se'v:ces the Department of Hec’tr and Humen Séfvices will file a clalm against
my estate (all personal and real property cwned by me at my death) for the ameunt Medicaid has paid for my sarvices.

i. " FOR SCDHHS USE ONLY

Verifications in File: 2 ) Level of Care Verified:
(] DHHS 1255 ME™ (JpHHs 1253 ME T lintermediate [Iskilted  [_]SNF (viedicare)
Checked for Transfers: Were any Transfers Discovered:
Oves [iNo : Tlves [One
Calculated Sanction Period:
1

DHHS Form 3430-2 (Navember 2213). Page 4of 4



South Carolina Department of Health and Human Services

INFORMATION RELEASE FORM

I hereby authorize the South Carolina Department of Health and Human
Services to verify my income including but not limited to Social Security,
Supplemental Security Income, Veterans Benefits, private pensions, earned
income, etc.; my resources including but not limited to checking and savings
accounts, certificates of deposit, individual retirement accounts, credit union
accounts, etc.; insurance, medical history, and expenses; and any other facts
relevant to my eligibility for participation in programs administered by the

Department of Health and Human Services.
I also authorize any person, partnership, corporation, association, or
governmental agency possessing information on such matters to release such

information to the Department of Health and Human Services.

I certify that I have read the above statement and understand that this gives

my permission for release of such information.

Print your name: ‘aﬂaaﬂda\ CJQSOYI
Signature: Q.mﬂmc/q L Yo Q¥ )

Address: §£§! QZQSﬁ 2‘Q liglgfliz'f EEC/éQgS(/

Witnesses to Signature (if signed by an X): 1.

DHHS Form 943 (March 2004)



Authorization For Release Of Information And
Appointment Of Authorized Representative
For Medicaid Applications/Reviews And Appeals

You can choose an authorized representative.

You can give & trusted person parmission to talk about your applicetion with us, see your informeticn, and act for you on matters
related to your application, including getting information acout your application 2nd signing your application on your behsif,
person can alsc act for you on other matters including reviews, appeals and managed care processes. This person is called an
“authorized representztive.” If you ever need to change your suthorizec representative, contact Healthy Connecticns. If you're &
legally appointed represantative for someone on this application, submit proof with the application.

The Medicaid eligibility worker can release any infarmation regarding my application/review and status to my autnorized
representative cr any mamaer of th? organizaticn indicated on this form.

1. Member name ummm L_R_SO/) ' 2. Soa% %

Nfb%m o, - 253 4~

Last name}

4, Home address (Leave blank if you dont hzve one.) I 5, Apartment or suite number
| QNG leqy |
6. City Q | [ 7. state ’ 8.ZIP code
SC. | 9%y
9. Phone number 10, Cther chone numBer
@03 533 576K )

11. Organizaticn name {if applicable) \ 12. 1D number {if agolicable)

By signng, you allow this person to sigr: your application, get official informaticr: about this application, anc act for you on all

future matters with this agency.
i 1?37 ‘mm/dd/yyyy)

cveTefore suomitting. \
gn beiow as witnggses. ‘
i

13. Yolyr signature

Witness:

[J The Member is incapacitated and is unable to sign.* Please provide the reason(s below:

*SCDHHS reserves the right to verify the member’s inability to sign.

NEED HELP WITH YOUR APPLICATION? visit SCDHHS.gov or czli us at 1-888-549-0820. Para obtener unz copiz de este formulario
en Espaniol, llame 1-888-549-0820. |f you nsed help in 3 language other than English, cali 1-888-549-0820 and tell the customer service
representative the language you need. Well gat you helg at nc cost to you. TTY users should call 1-800-753-8583.

DHHS Form 1282 - Authorized Reor

er 2013). Page 10f1



Authorization For Release Of Information And
Appointment Of Authorized Representative
For Medicaid Applications/Reviews And Appeals

You can choose an authorized representative.

You can give a trusted person permission to talk about your application with us, see your information, and act for you on matters
related to your application, including getting information about your application and signing your application on your behalf. This
person can also act for you on other matters including reviews, appeals and managed care processes. This person is called an
“authorized representative.” If you ever need to change your authorized representative, contact Healthy Connections. If you're a
legally appointed representative for someone on this application, submit proof with the application.

The Medicaid eligibility worker can release any information regarding my application/review and status to my authorized
representative or any member of the organization indicated on this form.

1. Member name N 2, Social Security Number

253- Hf-22095

5. Apartment or suite number

6. City - | 7. State (82 Zchode

9. Phone numbg)'

G0 - 5&:3, (q%g

10. Orgamzatlon name (lfapphcab'lET | 11. ID number(lfappllcable)

By signing, you allow this person to sign your application, get official infermation about this application, and act for you 6n all

13. Date (mm/dd/yyyy)

2 =5-1Y

Please print this form, then sign it on the line above before submitting.
If signing with an “X,” please have two people sign below as witnesses.

Witness:

The Member is incapacitated and is unable to sign.* Please provide the reason(s) below:

*SCDHHS reserves the right to verify the member's inability to sign.

NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gov or call us at 1-888-549-0820. Para obtener una copia de este formulario
en Espaiiol, llame 1-888-549-0820. If you need help in a language other than English, call 1-888-549-0820 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-753-8583.

DHHS Form 1282 - Authorlzed Representative (October 2013). Page 1 of 1



: (4 e .
Healthy Connections ). Additional Information for
Scith Carolina Department of Health and Humar Services SEIeCt Medlca Id Progra ms

Medicaid Addendum for: Aged, Blind, or Disabled {ABD), inmate Services, Breast and Cervical Cancer Progra
State Supplementations (0SS), Qualified Medicare Beneficiaries (QMB} or Katie Becket (also kno

[Jaso [“Jacce [Jinmate Services [ Joss[_Jame [JTerrRA

You recently applied for Medicaid with the State of South Carolina. The application you ¢
capture all the information that we need to make a decision. Please complete and return th
process your application. If applying for TEFRA, you only need to give us information about th
income and resources. All of the rights and responsibilities agreed to when the original appl‘i't:ation was signed
are stili in effect. If there are any questions about those rights and responsibilities or the addendum itself,
please call us toll free at 1-888-548-0820 for assistance.

1. Who is applying for assistance?

Name({First, Middle, Last): Social Security Number: Date of Birth:

'_f, ’ » { . N - Ny ; co— e
ik 5 ; 353 YY" IIFS” 020D -3

Name (First, Middle, Uast): Soctal Security Number: Date of Birth:

Name (First, Middle, Last): Social Security Number: Date of Birth:

2. Are you or the person you are applying for currently in a Residential Care Facility or Boarding Home?
3 ves Bo.
if yes, what is the name of the facility? Date entered?

3. Most forms of income we need to know about were captured on the prior application. Please list if
anyone in the home has any of the additional types of income.

|
LI ]

If yes, check ail boxes that apply and complete the table below. wf ; .t

[3 Child Support [J Money from Friends and Relatives
D Veterans Assistance [ workers Comp/Long Term or Short Term Disability

¢

l|Page
DHHS Form 3400-A {October 2013)



4. Doesanyone in your famjly own the following? You must send proof of assets/resources with this
addendum. , / =5

If yes, check all boxes that apply and complete the table below.

[[] cash on Hand ["] checking Account {71 savings Account [ ] Burial Plot
(] Certificate of Deposit ] Annuities/Trusts (] Stocks and Bonds [_] Home Property
D Other Property I:I Life/Burial insurance [} Burial Contracts [] Vehicles

] Retirement Accounts [ Other:

Questions five through seven are only for those people who are currently Inmates ata correctlona! !
facility. if you are an inmate at a correctional facility please provide the following information. / ——t
W

Pl

S.
Nama of Correctional Facility: Date incarcerated:
Name of Hospital Where Services Recelved Date of Admission: Address whare you lived before
Date of Discharge: incarceration:

6. If you have been incarcerated for longer than 30 days, you can skip this question and go to questions
#7.
Did you work or receive earnings before you were incarcerated? 3 Yes £3 No
1f living with your spouse before you were incarcerated, was your spouse employed? O Yes T No

7. Tell us about your income before you were incarcerated. Enter GROSS amounts.
(This information will need to be verified by staff of correctional facility)
Q Earnings [0 Monthly Benefits [ Other

'77'}'10’ A b [1(-;_

e Staff of the correctional facility can attest to income or earnings received from or thraugh the facility. The following signature attests to Incomes
verified in question six.

Correctional Facility Staff Person: Date:

Phone Number:

- 2|Page

DHHS Form 3400-A (October 2013)



Healthy Connections

9,  Application for Medicaid
% and Affordable Health

South Carolina Department of Health and Humanr Services Covel'age

Use this application
to see what
coverage choices
you qualify for

@ Who can use this
application?

Apply faster online

What you may
need to apply

things to know
®0

Why do we ask for
this information?

What happens next?

(8 I~

Get help with this
o application

+  Affordabie private health insurance plans that offer comprehensive
coverage to help you stay well.

+ A new tax credit {hat can immediately help pay your premium for heaith
coverage.
Free or low-cost insurance from Medicaic or the Children's Health
Insurance Program (CHIP}.
You may qualify for a free or low-cost program even If you earn as
much as $94,000 a year (for a family of 4),

»  Use this application to apply for anyone in your family.

= Apply even if you or your child already has health coverage. You could be
eligible for lower-cost or free coverage.

»  Ifyou're singie, you may ke able to use a short form,

Visit HealthCare.goy. -’

«  Families that include immigrants can apply. You can apply for your
chiid even if you aren't eligible for coverage. Applying won't affect your
immigration status or chances of becoming a permanent resident or
citizen.

+  If someone is helping you fill out this application, you may need to
complete the Authorized Representative Form {1282}, which can be
downloaded at SCDHHS gov.

«  Apply faster online at SCDHHS.gav or HealthCare.gov.

«  Social Security Numbers (or document numbers for any legal immigrants
who need insurance)}

+  Employer and income information for everyone in your family (for
example, from paystubs, W-2 forms, or wage and tax statements)

+  Policy numbers for any current heatih insurance

+  |nformation about any job-related health insurance available to your family

We ask about income and other information to let you know what coverage
you gualify for and hows to get any help paying for it We'll keep all the
information you provide private and secure, as required by law. To view
tne Privacy Act Statement, go to i

Send your compiete, signed application to the address on page 12.

If you don’t have ali the information we ask for, sign and submit your
application anyway. We'll fcliow-up with you within 1-2 weeks. You'll get
instructions on the next steps to complete your application for health coverage.
If you dorrt hear from us, visit SCOHHS.gov or cail 1-888-545-0820.

Filling out this application: doesn’t mean you have to buy health coverage.

»  Online: ‘
Phone: Call our Help Center at 1-888-549-0820.
in person: There may be counselors in your area who can help.
Visit our website or call 1-888-549-0820 for more information.
< EnEspaiiol: Llame a nuestro centro de ayuda gratis al
1-888-549-0820.

NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gav or call us at 1-888-549-0820. Para obtener una copia de este formulasio
en Espafiol, llame 1-888-549-0820, If you ne=d help in a ianguege other than English, call 1-888-549-0820 and zell the customer service
representative the language you need. We'll get you felp at ne cast to you. TTY users should call 1-800-753-8583.

DHHS Form 34G0 (January 2074).

Pagetof 12



En Tell us about yourseif,

We need one adult in the family to be the contact person for your application.
1. Fn t name, Middile name, Last name and Suﬁix

3. Apartment or suite nyrn‘b_erj )

G ZIP code

14 i"hone n mber
5‘%2

16. Do you want to get information abqut this applk:ation by email?

Ermall address: © ~ Q\r.c @am i e

17 What i ns our prefer d spoken or wrltten Ianguage (if not Engll!sl.h7

Is Someone Helping You Fill Out This Application?
Complete the following section i you are filling out this form on behalf of the applicant {the person listed in STEP 1),
1. AppHcatlon start date (mm!ddlyyyy)

2 F1rst name, Mlddle name, Last name, &Sufﬁx
T QLQK Q@LLC\H-C \\

3 Organlzation Name (|fappl1cable) \

E i a a Tell us about your family.

Who do you need to include on this application?
Tell us aboust all the family members who live with you. If you file taxes, we need to know about everyone on your tax return.
{You don't need to file taxes to get health coverage.)

DO include: You DON'T have to include:
¢« Yourself *  Your unmarried partner who doesn't need health
*  Your spouse coverage
*  Your children under 21 who live with you *  Your unmarried partner's children
*  Your unmarried partner who needs health coverage = Your parents who live with you, but file their own tax
*  Anyone you include on your tax return, even if they don't return {if you're over 21}
five with you = Other adult relatives who file their own tax return
*  Anyone else under 21 who you take care of and lives with
you

The amount of assistance or type of program you qualify for depends on the number of peaple in your family and their incomes.
This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family.

Start with yourself, then add other adults and children. If you have more than 4 people in your family, you'll need to make a

copy of the pages and attach them. You don't need to provide immigration status or a Social Security Number (SSN) for farnily
members who don’'t need heaith coverage. We'll keep all the information you provide private and secure as required by law. we'll
use personal information only to check if you're eligible for health coverage.

NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gov or call us at 1-388-549-0820, Para obtener una copia de este formulario
en Espafiol, llame 1-888-549-0820. If you need help in a language other than English, call 1-888-548-0820 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-753-8583.
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(Start with yourself)

- STEP 2. PERSON:-1..

Complete Step 2 for yourself, your spouse/partner and children who Hve with ycu and/cr anyone on your same federal Income
tax retum if you file one. See page 2 for more information about whom to inciude, 1fyou dont file 2 tax return, remember to still
add family members who live with you.

i iddle name, Last pame, & suffix o o R ) 2 Relationship to you?
L5 : ?) Q\lﬂ\§ S e AN ) . : SELF
3. Date of birth (rm/dd/yyyy} | 4. %X | 5. Socia! Security number (55N}
e N i G i - .Female | £). b BT A .
L ‘ﬁ.m TR Wle Q id - K. l‘.i NG’ &
We need this If you want health coverage and have an SSN. Providing your SSN can be help ul if you don't wart health coverage since it can
speed up the application process. We use SSNs te check income and other information to see who's eligibie for help with heslth
coverage costs. If scmenne warits help getting an SSN, call 1-800-772-121 3 or visit socialsecurity.gov. TTY users shouic call 1-800-325-0778.

=

6. Do you plan to file a federal income tax return NEXT YEAR? )
- {Y¥ei can stiil apply for health insuranice even it you don't file a federai income tax return.)

" YES. if yes, please answer guestions a~¢, t/ﬁﬁ ¥ no, SKIP to question ¢.
a. Will you fite jointly with a spouse? Yes "No

if yes, name of spouse! - -

b. Wii! you claim any dependents on yaur tax return? Yes No

"

¥f yes, list name(s) of dependents: "

€. Wil you be claimed as a dependenton comeonestax reum? o Yes . :Na

I¢ yes, please iist the name of the tax filer:

How are you related tc the tax fler? ' S _ o MR iR Lo
7. Are you pregnant? ' Yes ' -No Ifyes, a.How many bables are expected during this pregnangy? .

b.What isyourduedate? .- o Do

8. Do you need health coverage?
(Even if you have insurance, there might ke o program with better coverage or fower costs.}

Vrﬁ If yes, answer all the questions below. o NGC. ¥ no, SKIP to the income questions on page 4.
Leave tive rest of this page blank,

9. Do you have a disabiing physical, mental, or emotional health conditior: that causes #mitations ir activities? vTes ‘No

10. Do you need to live in 2 medicai facility or nursing home or need nursing services at home? B MEés . TNO

11, Have you teen diagrosed with and are receiving treatrnent for any of the following? . Yes i No
» Breast Cancer » Carvicat Cancer « Atyplcal Breast Hyperplasia  * Precancerous Cervical Lesion (CIN 2/3}

12, Are you a U.S. citizen or U.5. national? s . &

13. if you aren't a U.S. citizen or U.S. national, do you have eligible immigration status? +~Yes - No

If YES, fll In your document type and (D number below.
a. Immigration cocument type: 1 T e

b. Decumnent ID number:

¢. Have you lived in tne U.S. since 16967 Yes No
d. Are you, or your spouse or parent a veteran or an active-duty member of the u.S. military?  Yes No
14, Do you want heip paying for medical bills from the last 2 morths? Vﬁs No
15. Do you live with at teast cne child under the age of 49, and are you the maln person taking care of this chitd? Yes e
16. Are you a full-time student? Yes LMo
17. Were you in foster care in South Carolina at age 18 or older? Yes Lo
18. If Hispanic/Latino, ethnicity {OPTIONAL—check all that apply)
Mexican Mexican-American Chicanofe Puerto Rican Cuban Other:
19, Race (OPTIONAL--check all that apply)
ihite . - American Indian or filipino Vietnamese Guamanlan or Chamorro
Black/African- Alaska native Japanase Other Asian Szmoan
American Asian Indian -Korean Native Hawaiian ner Pacific islander
Chinese Puerto Rican Cther:

NEED HELP WITH YOUR APPLICATION? visit SCDHHD.gov or cail us at 1-888-549-0820. Para obiener una copia de este formulario
en Espafiol, llame 1-888-549-0820. tf you need help in a language other than English, call 1-888-549-0820 and tell the customer service
representative the language you need. We'll get you help at no cost 1o you. TTY users should call 1-800-753-8583.
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{(Continue w_i_th yourself)

. STEP. 2; PERSON: t=
Current Job & Income Information
Employed -¥ Not Employed . Self-Employed

If you're currently employed, tell us about SKIP to question 30. SKIP to question 29.
your income. Start with question 20.

CURRENT JOB 1:
20. Employer name and ac!d:

21. Employer phone number

© Weekly E'very ) weeks Twiceamonth . Monthly Yearly
CURRENT JOB 2: (if you have more jobs and need more space, attach another sheet of paper) .
24. Employer name and addréss . _ _ 25, Employer phone number . :

Mon'.ih-IS( - Yearly

27. AQerage hours worked each week

. O B, R
4 ot iem®

28.Inthe pastyear.didyou: ' _Change jobs " Stop working . Startworking fewer hours " Y None of'these T
29, If self-employed, answer the following guestions:
a. Type of work b. How much net income (profits ance business expenses are paid) will
oo o Ll e o = A A e you get from this self-employment this month?
$; A

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you getit,
NOTE: You don't need to tell us about child support, veteran's payments or Supplemental Security Income (SSI).

w7 None e e - =

;. "Unemployment $__ . . How often? — - Net farming/fishing: s_____, Mowoften? __~ .. "%
. Pensions $2 .. Howoften? - o -Netrentalroyalty, $______. " Howofen?_ . . "
$adal Security slﬁﬂl’_QO_ Howoﬁen?m Other income: . e .

*- Retirementaccts$ """ Howoften? - L Type : LB ) - -d)’ How often? _ .

. Alimonyreceived $ - *" _ Howoften? _ Type: How often? _

21. DEDUCTIONS: Check all that apply. and give the amount and how often you getit.
if PERSON 1 pays for certain things that can be deducted on a federal income tax return, telfing us about them could make the cost of health

coverage a little Jower.
NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 25b),

Alimony paid $_ _ _ _ Howofter? .-~ Otherdeductions: $____ - . ' How often?
. Studentloaninterest $__ Howoften? ___ " Type: ___

32, YEARLY INCOME: Complete only if PERSON 1's Income changes from month to month. °
If you don’t expect changes to PERSON 1’s monthly income, add another person on the following pages.

PERSON 1’s total income this year PERSON 1's total income next year (if you think it will be different)
$ $
THANKS! This is all we need to know about you.

NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gov or call us at 1-888-549-0820. Para obtener una copia de este formulario
en Espafiol, llame 1-888-549-0820. If you need help in a language other than English, call 1-2888-549-0820 and telf the customer service
representative the fanguage you need. We'll get you help at no cost to you. TTY users should call 1-800-753-8583.
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STER.2:PERSQMN 2:-

Complete Step 2 for your spouse/partner and children who Tive with you and/or anyone on your same federal income tax return
if you file one. See page 2 for more informatlon about whom to include. If you don't file a tax return, remember to still add family
members who live with you.

1. First name, Widdie name, Last name, & Suffix 2. Relationship to you?

3. Date of birth (mm!dd/.\_/y;,'y‘; 4. Sex: 5. Social Security numEer {SSN} We'need this i PERSON 2
- Er L = B L I A ;‘vants I;es?‘lth coverage and
: . . as ap SSN.

H
|
A
B

[
3 :Male - Female |
& Does PERSON 2 live at the same address asyou? '-- Yes . No

If no, list address:

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for nealth insurance even if you don't flle a federa! income tax return.)

= YES. If yes, please answer questions a-¢. - NO. I no, SKiP to question €.
a. Will PERSGN 2 file jointly with & spouse? Yes ‘No
If yes, name of spouse: '..' LT ’ oo e et TRgde 3 R T RS Sy

b, Wili PERSON 2 ciaim any’depen:‘.én:s on your tax return? . Yes " No
If yes, list name(s) of dependents: TR

<. Will PERSON 2 be claimed as a dependent on someone's tax veturn?

f yes, please list the nama of the tax filer: :

How is PERSON 2 related to the tax filer?

8.1s PERSON 2 pregnant? . - Yes  No If yes, a. How many bables are expected? -~ 1+ b, Whats your due date?

9. Does PERSON 2 you need health coverage?
{Ever if you have insurance, there might be a progrom with better coveroge or lower cosis.)

- ..YES. f yes, answer al! the questions below. o NO. If no, SKIP to the income questicns on page 4. °
Leave the rest cf this page blank.

10, Does PERSON 2 have a disadling physical/mentai/emotional health condition that causes fimitations in activities? ;. Yes . -No

11. Does PERSON 2 need fo lve ina medical faciiity or nursing home orneed nursing services at home? - Yes ~ 'No

12. H4as PERSON 2 been diagnesed with and are receiving treatment for any of the following? . Yes . No
« Breast Cancer « Cervical Cancer « Atypical Breast Hyperplasia  ° precancerous Cervicat Lesion (CIN 273}

13, is PERSCN 2 a U.S. citizen or U.S. national? - -Yes No

14. 1 PERSON 2 isn't a U.S. citizen or U.S. national, does PERSON 2 have eligible immigration status? * Yes No

£ YES, FY in PERSON 2's documnent type and ID number below.

a. immigration document type:

b. Decument ID nurber: .. .00 )
¢. Has PERSON 2 lived inthe LS. since 19867 .Yes  No
d. Is PERSON 2, their spoiise orparent a veteran or an active-duty member cf the LS, mifitan? * Yes No
15. Does PERSON 2 want heip paying for medical bilis from the last 3 months? .Yes No
16, Does PERSON 2 five with at least cne child under 19, ang is PERSON 2 the main person taking care of this chitd?  Yes No
17.1s PERSON 2 a fuli-time studer®? ‘Yes  No
18. Was PERSON 2 in foster care in South Carolina at age 18 or older? Yes ‘MNe
49, if Hispanic/Latino, ethnicity (OPTIDNAL—check all that apply)
Mexican - Mexican-American Chicano/a Puerto Rican Cuban Other:
20, Race (OPTIONAL—check all that apply)
.. White Amnerican Indian or Filipino Vietnamese Guamanian or Chamorro
Black/African- Aaska native Japanese Other Asian Samoan
American _Asian Indian Korean Native Hawaiian +her Pacific slander
Chirese Puerta Rican Cther: .

Now, tell us about any income from PERSON 2 on the next page. °

NEED HELP WiTH YOUR AP PLICATION? visit SCOMHS.gov or call us at 1.888-549-0820. Para obtener una Copia de este farmulario
en Espafiol, llame 1-888-549-0820. if youi need help in a language other than English, call 1.838-549-0820 and tel the customer service
representative the Janguage you need. We'll get you help at ric cost 10 you. TTY users shauld call 1-800-753-8583.
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Current job & Income Information
Employed -~ Not Employed = Self-Employed

If you're currently employed, tell us about SKIP to question 30. SKIP to question 29,
your income. Start with question 20,

CURRENT JOB 1:

22, Emplayer phone number

21. Employer name and address

o EVen;z weeks * Twiceamonth "< Monthly  * Yearly

CURRENT JOB 2: {if vou have more jobs and naed more space, attach another sheet of paper)

-25, Employer name and address 26, Empk_)yer phone number

7 Every 2 weeks .i- Twice a month Monthly - fearly

29. In the past year, did you: ., Change jobs " Stop working - Start working fewer hours " -None of these

30. If self-employed, answer the following questions:
a4, Type of !ngrk )

b. How much net income (profits once business expenses are paid) will
you get from this seif-employment this month?

$

R

31. OTHER INCOME THIS MONTH: Check afl that apply. and give the amount and how often you get it
NOTE: You don't need to telf us about child Support, veteran's payments or Supplemental Security Income (SSH). -

-, None N

. Unemployment % bk How often? - * Net farming/fishing: s = How often? . :
Pensions $: -1 Howoften? - . Net rental/royaity:  $ L How often? __ i _
;Social Security  $__ —. Howoften? Other income; .-
Retirementaccts$ " "~ Howoften? . “Type: - $__ . Howoften? .’ N

- Almonyreceived$ - " Howoften? " ' Type: $' % Howoftenz. .. .

32. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.
If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower,

NOTE: You shouldn include a cost that you already considered In your answer to net seff-empioyment (question 30b).

Alimony paid $ Howoften? ____ - Other deductions: §

qug oﬁen?

Student loan interest $ Howoften? ___~ . Type:

33. YEARLY INCOME: Complete only if PERSON 2's income chanfas from month to month.
If you don‘t expect changes to PERSON 2's meonthly income, add another person on the following pages, °

PERSON 2's total income this yaar PERSON 2's total incame next year {if you think it will be different)

$ $

THANKS! This is all we need to know about PERSON 2.
Go to the next page to provide information about PERSON 3 if necessary.

NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gov or call us at 1-888-549-0820. Para obtener una copla de este formulario
en Espafiol, llame 1-888-549-0820. if you need help in a language other than English, call 1-888-549-0820 and tell the customer service
representative the language you need. We'll get you help at no cost ta you. TTY users should call 1-800-753-8583,
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Completa Step 2 for your spouse/partner and children who live with you and/or anyone on your

same federa) income tax return

if you file one. See page 2 for more information about whom t¢ include. If you don't file a tax return, remember to still add family

members who live with you.

1. First name, M_ic}_d!e narne, Last name, & Suffix

2. Relationship to you?

S Bae ot (i) | A Sex & So0al Security number (SSN) We need this if
el e C e . wants health coverage and

: i “Female | .0
! Male ~ rem G - e s - has an SSN.

PERSON 3

6. Does PERSON 3 live at the same address as you? -Yes . No

if no, list address

7. Does PERSON 3 plan to file a federal income tax return NEXT YEAR?
fyou can scilt apply for heakh insurance even if you don't file 2 federal income tax return.}

" YES, If yes, piease answer questicns 2-C. “* NO. If no, SKIP te question c.
a, Will PERSON 3 file jointly with 2 spouse? Yes' - Ne

If yes, name of spouse: ' ; _. " s :
b. Will PERSON 3 ciairn any dependents on your taX return? “ Yes “"No

If yes, list name{s) of dependents:

¢. Will PERSON 3 ke claimed as a dependent on sorneone’s tax return?

P— M
1f yes, piease list the name cf the tax filer -
How is PERSON 3 related to the tax filer? - , o e U
8. is PERSON 3 pregnant? v Yes Ne  Ifyes, a. How many ba Lies are expected? .= - b What is the due date? . -
9. Does PERSON 3 you need heaith coverage?
(Even if you have lpsurance, there might ke a program with better covergge or lower Costs.)
© YES. if yes, answer all the questiors baiow. o -2 NO. If no, SKIP to the income questions on page 4. °
Leave the rest cf this page blank.
10. Does PERSON 2 have a disabling physi:ai.’mentai/emoticnai health condition that causes fimitations in activities? --Yes ° No
11. Does PERSON 2 need to live ina medical faciiity or nursing home or need nursing services 2t home? :i Yes .MNo
12, Has PERSON 3 been ciagnosed with and are receiving treatment for any of the following? sives  "Ne
+ Breast Cancer + Cenvical Cancer « Atypical Breast Hyperplasla  * Precancercus Cervical Lesion (CIN 2/3)
13, Is PERSON 3 a U.S. citizen or U.5. naticnal? . -Yes  --No
14.1f PERSON 3 Isn't a U.S. citizen or U.S. national, does PERSON 2 have eligible immigration status? - Yes * No
If YES, fill in PERSON 3's document type and ID number below.
a. iImmigrazion document type: o
b. Document iD number: #u
¢. Has PERSON 3 lived in the U.S, since 19967 . Yes No '
d.1s PERSON 3, their spcuse or parenta veteran or an active-duty member cf the U.S. military? Yes No
15. Does PERSON 3 want heln nay'ng for medicai bills from the last 3 months? Yes No
16. Does PERSCN 3 live with at laast ore child under 19, and is PERSON 2 the main person taking care of this child? Yes No
47.1s PERSON 3 a full-time student? - Yes °.No
18. Was PERSON 3 in foster care in aith Carolina at age 18 or older? Yes No
16. tf Hispanic/Lating, ethnicity (OPTIONAL~check all that apply) . )
- Mexican 7 Mexican-American Chicano/a . Puerte Rican Cuban Other. -
20. Race {(OPTIONAL—check all that apply)
Wwhite Arnarican indian or Elipino - Vietnamese Guamanian or Chamorro
Biack/African- Alaska native Japanese Cther Asian Samoan
American Asian Indian Koraan Native Hawaiian Other Pacific 1slander

Chinese puerto Rican Other:

Now, tell us about any income from PERSON 3 on the next page. °

NEED HELP WITH YOUR APBLICATION? visit SCOHHS.gov or cali us at 1.888-549-0820. Para cbtener una capla de este formulario

en Espafiol, lame 1-888-549-0820. if you neec help in 3 language other than English, call 1-888-549-0820 and tell the customer service

represartative the language you reed. We'll get you help at no cost 1o you. TTY users should call 1-800-753-8583.

SHHS Fore 3402 {anwary 2014h
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Current Job & Income Information
Employed % Not Employed 3 Self-Employed
If you're currently employed, telf us about SKIP to question 30. SKIP to question 29,
your income. Start with question 20.

CURRENTJOB 1:
21. Employer name and address

I Weekly 'Every 2weeks % Twice a month

Rl

CURRENT JOB 2: (if you have more Jobs and need more space, attach another sheet of paper)

25, gmploygr-name _anc_t.add.ress N 26, Emplayey phone number .

1 ER

R ""-"——'5':"" N ,‘.2:'.‘:"."': Eacridala-ly lacd B N M L L Fl "= N AN
27. Wagesttips {before taxes) Hourly = Weekly . Every 2 weeks -~ Twice amonth 2"Monthly  :-.:Yearly
28, Average hours wo}ked each week
29. in the past year, didyou: ;. Change jobs Stop working /i Start working fawer hours . -None of these
30. If self-employed, answer the following questions:
a, Type of work b. How much net income (profits once business expenses are paid) will
s e N o g you get fr hi el_fl-employmen_r this month?
31. OTHER INCOME THIS MONTH: Check alf that apply, and give the amount and how often you get it.
NOTE: You don? need to tell us about child support, veteran's ipayments or Supplemental Security Income (SSI).
.- None :
- Unemployment S__I__* Howoften? "~ -~ ° _Net farming#fishing: §. Howoften? . . .~ “'t°
Pensions $. .- - . Howoften? o Netrental/royalty. $_- L How often? - -
Sodial Security §__": - Howoften? - . Other income:
..Retirementaccts$.______ How often? Type:—_ : $..-_ - Howoften?.
- Alimonyreceived $ ... .- - Howoften? .- . - Type:_ L I [ S How often?

32. DEDUCTIONS: Check ail that 2pply, and give the amount and how often you get k.
If PERSON 3 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower,
NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 30b),

- Allmony paid $ ... Howoften? Other deductions:  $_. How often? -

* Student loan interest $__. -’ How often? . Type:

33. YEARLY INCOME: complate orily if PERSON 3's income chan'fes from month to month,
If you don't expect changes to PERSON 3's monthly income, add another person on the following pages.°

PERSON 3's total income this year PERSON 3's total income next year {if you think it will be different)
$ : $

THANKS! This is all we need to know about PERSON 3,
Go to the next page to provide information about PERSON 4 if necessary.

NEED HELP WITH YOUR APPLICATION? visit SCDHHS.gov or call us at 1-888-549-08206. Para obtener una copia de este formulario
en Espafiol, llame 1-888-542-0820. If you need help in a I3 nguage other than English, call 1-888-549-0820 and tell the customer service
representative the language you need, We'll get you help at ro cost to you. TTY users should call 1-800-753-8583.
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Complete Step 2 for your spouse/partner and children who live with you and/or anyone on your same federal income tax return
if you fils cne. See page 2 for more informatian about whom 1C include. If you don't file a tax return, remember to stilt add family
members who live with you.

1. First name, Middle name, Last name, & Suffix

2 Rgia_tiqqshi;

oyou?

5. Soval Security number (SSN) We nee# ttlmi'sl'i'f PERSONA
: - eemal O A e wants health coverage an
_Male . Female . =it b eiet hasan SN e
*Yes

If no, list address:

7. Does PERSON 4 plan to file a federal income tax recurn NEXT YEAR?
{You can still apply for health insurance even if you dor't file a federal income tax return.)

I YES. If yes, please answer questiors a-C. "+ NO. If o, SKIP to question <.
a. Wil PERSON 4 file jointly with a spouse? Yes No
If yes, name of spouse: S TR T T T T g it 3T el
b. Will PERSGN 4 claim any dependents on your tax return? ' *ho A
If yes, list name(s) of dependents: | NI ST 1 R & B
<. Will PERSON 4 be claimed as a-dependent o.n someone’s tax return? . TiYes 7 No

If yes, please list the hame of the tax filer: .

How is PERSON 4 related to the tax filer?

.- b.What is the due date? - T : ii'.

& 1s PERSON 4 pregnant? " =.Yes  -No  Ifyes, a. Howmany babies are expected?

9. Does PERSON 4 you need health coverage?
(Even if you have insurance, there might be a progrem with helter coveroge of fower £csS.} ,

*YES, If yes, answer all the questions below. o _..NO. If o, SK'P to the inzome guestions on page 4. °
Leave the rest of this page biank.

10. Does PERSON 4 have a disabiing physical/menta%.-‘emotiaﬂal heaith cendition that causes limitations in activities? ¢ Yes - ' No

11, Does PERSON 4 need to five in a medical facflity or nursing home or need nursing services at home? - Yes - No

2. Has PERSCN 4 beer: diagnosed with and are receiving treatment for any of the following? i . Yes +No
+ Breast Cancer » Cenvicai Cancer = Atypical Breast Hyperplasia - Precancerous Cervical Lesion {CIN 2/3)

13.Is PERSON 4 a US. citizen or U.S. national? Yes [ No

14.1f PERSON 4 isn't a U.S. citizen or US. national, does PERSON 2 have eligible immigration status? ... Yes Ne

If YES, fill in PERSON 4's document type and D number below.
a, Immigration document type: : g
b Dacument IC number: . C .
¢. Has PERSON 4 lived in the U.5. since 19962 ~Ye§ “No

d. is PERSON 4, their spouse or parent a veteran or an active-duty member of the U.S. military? Yes No
15, Does PERSON 4 want heip paying for medical kills from the last 3 months? Yes No
16, Does PERSON 4 ive with at jeast one child under 19, and is PERSON 2 tne main person taking care of this child?  Yes No
17. is PERSON 4 a full-time student? . Yes - INo
18, Was PERSON 4 in foster care In South Carolina at age 18 or cider? Yes No
19. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply)
Mexican Mexican-American Chicano/a . Puerts Rican Cuban -Other:
20. Race (OPTIONAL—check all that appliy)
" White ~ American Ingian or - Filipino Vietnamese Guamanian or Chamorro
Blaclk/African- Alaska native lapanese Other Asian Samoan
American Asian Indian : Kerean Native Hawaiian Other Pacific islander
Chinese Puerto Ricar Other:

Now, tell us about any income from PERSON 4 on the next page. o

NEED HELP WITH YOUR APPLICATION? Visit SCOHHS,gov or call us 3t 1-888-548-0820. Para obterer una copia de este formulari
er, Espafiol, llame 1.888-540-0820. if you need help in a language other thar English, call 1-888-549-0820 and tell the customer service
representative the ianguage you need. We'll get you help at no cost 1o you. TTY users sheuld cali 1-800-753-8583.
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Current Job & Income Information

Employed
If you're currently employed, tell us about
your income. Start with question 20.

CURRENT JOB 1:

Not Employed
SKIP to question 30.

= Self-Employed
SKIP te question 29,

21, Employer name a_:_'xd address

22 mplayer Pphone number

= Twice amonth Monthly i Yeariy

g - T
u P
i Stz e

CURRENT JOB 2: gityou

have more Jobs and need more space, attach another sheet of paper)

25. Employer name and address ]

(AR

26. Employgr phone nuenber - -

& Hour-l-y - -, Weekly

2 weeks ‘:. Twice a month

- Every
ek
#
29, In the past year, didyou: .. Change jobs Stop working =, Start working fewer hours . None of thase

30. If self-employed, answer the following guestions:
a. Typeofwork - .

b. How much net Incorne (profits once business expenses are paid) will
you §glf—employment this month?

$

31, OTHER INCOME THIS MONTH: Check all that a

pply, and give the amount and how oftan you get It.

NOTE: You don't need to tell us about child support, veteran's payments or Supplemental Security Income {ssl),

None ) oo, . o s aae
-+ Unemployment $ Howoften? - .

Pensions $ X Howoften?

Sacial Security $_ ' - How often?

Retirementacc‘tss__:;'__-‘__,: How often? =

Alimonyreceived $__. . Howoften? .

. Net farming/fishing: .- - Howoften? ..~
‘Netrentalfroyalty: $_ .0  Howofterz -

. Qtherincome: -
Type: . - How often? ___
Typer_. gl Howoften? .= ..

32. DEDUCTIONS: Check all that appiy,

and give the amount and how often you get it.

If PERSON 4 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health

coverage a little lower.

NOTE:
Alimony paid $ _ How often?
Student loaninterest $_. - How often?

You shouldn't include a cost that you already considered in your answer to net self-employment {question 30b),

$ How often?
Type: - o 4w

Other deductions:

33. YEARLY INCOME: complete only if PERSON 4's
If you don't expect changes to PERSON 4's

income changes from month to month.
monthly income, add another person on the following pages.

FERSON 4's total income this year

$

“

PERSON 4's total income next year (if you think it will be different)

THANKS! This is all we need to know about PERSON 4.
If you have more than four people to include, ask for and complete DHHS Form 3400-01 for each additional person,

NEED HELP WITH YOUR APPLICATION? Visit SCPHHS.gov or call us at 1-888-549-0820. Para obtener una copia de este formulasio

en Espafiol, llame 1-888-549-0820. If you need help in a language other

than English, call 1-888-549-0820 and tell the custofner service

representative the language you need. we'll get you help at no cost to you. TTY users should cali 1-800-7 1

DHHS Form 3400 (flanuary 2014).
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Americagn Indian or Alask

4

Native [AVAN) family member(s)

1. Are you or is anyone in your family American Indian or Alaska Native?

i NO, skip to Step 4.

YES, If YES, please compiete SCDHHS Form 3400-Appendix B {American In

avallable on the SCDHHS website at scdhhs.gov/Getting-Started.

Answer these questions for anyone who needs health coverage.

our Family's Health Coverage

1. Is anyone enrolled in health coverage now from the following? If available, please provide a copy ©

YES. If yes, check the type of coverage and write the person(sy name(s) ne

Employer insurance "

xt to the coverage they have.

Gian or Alaska Native Family Member). This ferm is

f the insurance card.
. NQ.

Medicaid "2
CHIP N Name of health insurance: .
-Medicare . Policy number: .. P
Clatm number: =¥ et s this COBRA coverage? ¥:Yes i Mo i
Date Medicare coverage started: ik “*1s this a retiree heakthplan? - ;Yes 1:No
TRICARE (Dent check If you have girect care cf Line Of Duty) Other: )
B BT LT Sl o Name of health insurance: i
o Policy numker: . L
..: VA health care programs: e is this a limited-time benefit plar: (ke a scheol accident policy)?
* Paace Corps: fo it U Yes -iNo

2. Is anyone listed on this application offered health coverage froma job? Check yes even if the

as a parent or Spouse.

. YES. If YES, youll need to complete and include Appendix A. 15 this a sate employee benefit pian?

NO. If NO, continue to Step 5.

coverage is from someone else’s job, such

.-Yes i No

application to the agency.

Read and sign this application.

Please read the following rights and responsibilities. If you disagree with a stateme
eiigibility for programs may be impacted. A signature is raquired to com plete the applica

nt, additional questions may appear of your

gon process and submit your

1. 1know that under federal law, discrimination isn't permitted on the basis of race, color, national origin, sex, age, or disability.
or writing to the Office for Civil Rights, SCDHHS, P.0. Box

| can file a compiaint of discrimination by calling (803) 858-2605
8206, Columksia, SC 29202-8206.

2. i know | will be asked to cooperate with the agency that coliects
cooperating to collect medical support will harm me or my child

medical suppert from an absert parent. If | think that
ren, i can tell the agency and may not have 10 cooperate.

3. }assignand give my rights to any paymeants from 2 liable third party to the SCOHHS up to

Conrections has made for my madical care. This assignment ap

payments may inciude payments from heaith insurance. legal se

nlies to any of my ralner ¢

mave a duty tc cooperate in identifying and providing informaticn to assist Healthy Conne

whe may be liable to pay for care and services.

(Rights ond responsibilities continued on next page)

the payment amount that Healthy
hidren who may be injured. These

wtlements, or other third parties. | also understand that|

crions in pursying third parties

NEED HELP WITH YOUR APPLICATION? Visit SCOHHS.gav or cailus at
en Espafiol, llame 1-888-549-0820. I you need helpin 2 Janguage other than

represertatve the language you need. We'll get you help at no cost o you. TTY asers shou

GHHS Form 3400 tlanuary 20143

1-888-549-0820, Para obtener una copia de este formulario
English, call 1-888-549-0820 and telt the customer service

id call 1-800-753-8583.
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e —

4. lunderstand that | must cooperate fully with state and federal workers if my case is reviewed. | also understand that, as a
condition of eligibility, | must apply for and take steps to obtain any other benefits, including but not limited to annuities,
pensicns, retirement, disability and other benefits,

5. Asan applicant/beneficiary for Medicaid services, | understand that there are two groups of people that are affected by
estate recovery:

*  Aperson of any age who was a patientin a nursing facility, intermediate care facility for the inteltectually disabied, or other
medical institution at the time of death, and who was required to pay most of his/her income for the cost of ca re; or

* A person who was 55 years of age or older when he/she received medical assistance consisting of nursing facility
services, home and community based services, and hospital and prescription drug services provided to individuals in
nursing facilities or receiving home community-based services,
I understand that upon recelving any of these serviges, the Department of Health and Human Services will fite a clainr-
against my estate (all personal and real property owned by me at my death) for the amount Medicaid has paid for my
sefvices.

6. | know that t must tell SCOHHS if any information I listed on this application changes and is different than what | wrote on
this application. | understand that a change In my information could affect the eligibility for member(s) of my household.

7. The Information | provide on this application and in future interaction with SCOHHS will be used to check my eligibility for
help paying for health coverage, if | choose to apply. If the information | provide doesn't match our electranic data, | may .
be asked to send proof. | know that, uniess | specifically ask to be excluded, information collected will be securely stored in
order to be sure that services provided to my family and me are sufficient and necessary.

8. I ithink SCDHHS, the agency that administers Healthy Connections, the state’s Medicaid and CHIP programs, has made-ah .-
error | can appeal its decision. To appeal means to tell someone at SCOHHS that I think the action is wrong, and ask for a fair
review of the action. | must submit a written request for such a hearing to SCOHHS. | know that | can be represented.in the
process by someone other than myself. My eligibility and other important information will be explained to me. e

9. Iknow that personal health information | provide or that is later gathered by SCDHHS is covered by the Health Insurarce
Portability and Accountability Act of 1996 (HIPAA) and I will receive a Notice of Privacy Practices along with my Healthy
Connections Cari(s).

Does any child on this application have a parent living outside of the home? . Yes _.No
| confirm that no one applying for health insurance on this application is incarcerated (detained or jailed). If not,

... is incarcerated.

Renewal of coverage in future years

To make it easier to determine my eligibility for help paying for heaith coverage in future years, | agree to allow Medicald or the
Health Insurance Marketplace to use income data, including information from tax returns. Medicaid will send me a notice, let
me make any changes, and | can opt out at any time.

Yes, renew my eligibility automatically for the next:
... 5 years {the maximurm number of years allowed), or for a shorter number of years:
- dyears .3 years -2years " lyear *- Don't use information from tax returns to renew my coverage,

Sign this application. The person who filled aut Step 1 should sign this application. If you're an authorized representative, you
may sign here, as long as you have provided the information required on DHHS Form 1282 - Authorized Representative.
By signing, | state that | have read and agree to the rights and respensibilities stated on this application.

Date (mn?ldqugw) i .

orm, thep&gn it on the line above before submitting.

STEP 6 Mail the compieted application.
Mall your signed application to:

SCDHHS - Central Mail
PO Box 100101
Columbia SC 29202-3101

If you want to register to vote, you can complete a voter registration form at scvotes.org.

Signature

NEED HELP WITH YOUR APPLICATION? visit SCDHHS.gov or call us at 1-888-549-0820. Para obtener una copia de este formulario
en Espafiol, lame 1-888-549-0820. If you need help in a language other than English, calf 1-888-549-0820 and tefl the customer service
representative the language you need. We'll get you help at ro cost to you. TTY users should call 1-800-753-8583.

DHHS Farm 3400 (fanuary 2014). Page 12 of 12



APPENDIX A

Health Coverage from Jobs

You DONT need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach a topy of this
page for each jol that offers coverage.

Tell us about the job that offers coverage.
Take the Employer Coverage Toal on the next page to the employer who offers coverage to help you answer these questions. You only need
to include this page when you send in your application, not the Employer Coverage Tool.

EMPLOYEE Information .
1. Emplayee name (First, Middle, Last) | 2. Employee Social Security number
EMPLOYER information

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address . C §. Employer phone number )
7.0y - -5 e soe s os T ord r - " Bsate - (0 | 8.ZIPcode - N

10. Who can we contact about émployee hea]th coverage at thls job?

11. Phone number (if different from above) : 12, Email address

C ) 4

13, Are you currently eligible for coverage offered by this employer, or will you became eligible in the next 3 months?

the apglication.

" YES. if YES, continue below. - NO, I NC, stop here and go to Step 5 o

r,

13a. If you're in a waiting or prabationary peariod, when car you enrcll in coverage?

rmidd YY)

List the names cf anyone else who Is eligibie for coverage from this job.

Name: . .. o Namel : T T Namen_ e i
Teli us about the health plan offered by this employer.
14, Does the employer offer a health plan that meets the minimum value standard*? Yes No

15, For the lowest-cost plan that meets the minimum value standard* offered only tc tha employee {dor't include family plans): if the ermnployer
has wellness programs, provide the premium that the empicyee would pay if he/she recelved the maximum discount for any tobacco cessa-
tien pragrams, and did not receive any other discounts based on weilness programs.

a. How much would the employee have to pay in premiums for this plan? $

b. How often? Weelkly Every 2 weeks Twice a month Monthly Yearly

16. What change wiil the employer make for the new plan year (if known)?

" Employer won' offer fealth coverage .
- | Employar wiii start offering health coverage to employees or cnange the premium for the lowest-cost pian available only ta the employee
that meets the minimum value standard.* (Premium should reflect the discount for wellness pregrams. See question 15.)

a. How muzch wouid the employee have to pay in premiums for this plan? $

b. How often? Weekiv Every 2 weeks Twice 2 month Monthly Yearly

Date of change {mm/dd/yyyy):

* An empioyer-sponsered hezlth pian meets the “minimum value standard” if the plan's share of the total aliowed benefit casts covered by the
plan is "o tess than 80 percent of such costs [Section 36B{C}{2YC){i) of the Internal Revanue Code of 1988}

NEED HELP WITH YOUR APPLICATION? Visit SLQH.HS.BQ! or call us at 1-888-549-0820. Para obtener una copia de este formulario
en Espafiol, llame 1-888-549-0820. If you need help in a language sther than Englisk, call 1-888-549-0820 and tell the customer service
representative the language you need. We'll get you help at no cost to yvou. TTY users should calt 1-B00-753-8583.

DHHS Forrn 3400 - Appendix A ffanuary 2014). Pagetof2



EMPLOYER COVERAGE TOOL

Health Coverage from Jobs

Use this tool to help answer questions in Appendix A abolit any employer health coverage that you're eligible for (even if it's from another
person’s job, like a parent or spouse). The information in the numbered boxes below match the boxes on Appendix A. For exarnple, the answer
to question 14 on this page should match question 14 on Appendix A

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form.

Complete one toal for each employer that offers health coverage.

EMPLOYEE Information

The employee needs to fill out this section.

1. Employee name {First, Middle, Last) 2, Employee Soclal Security number
EMPLOYEE Information
- The employee needs to fill out this section.
3. Employer name | L. ] '. 4, Employer ldentification Nusnber {EIN)- -
s. Employer address - . o ) ) ) M Employer phone number - & . %
7.Clty . L . | 8. State l9ZPede - . . R -~
10, Who can we contact about employee health coverage at this job?
11. Phone humber (if different from above) 12. Emall address . : ' . s

C )

13. Are you currently eligible for coverage offered by this empleyer, or will you become eligible in the next 3 months?

YES. If YES, continue below, NO. If NQ, stop here and go to Step 5 on the ap) i

13a. if you're In a walting or probatlonary period, when can you entoll in coverage?

List the names of anyone else who is eligible for coverage from this job.

Name: Name: >~ » “eino o o7 - Name:

Tell us about the health plan offered by this employer.
14. Does the employer offer a health plan that meets the minimum value standard*? Yes No

o

15. For the lowest-cost plan that meets the minimum value standard* offered on|z tothe emgloyee (don't Include family plans): If the employer
has weliness programs, provide the premium that the employee would pay if he/she rec the maximum discount for any tobacco cessa-
tion programs, and did not receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $

b. How often? Weekly Every 2 weeks Twice amonth Monthly Yearly

16. What change will the employer make for the new plan year (if known)?
Employer won't offer health coverage

Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee
that meets tha minimum value standard.* (Premium should refiect the discount for wellness programs. See question 15}

a. How much would the employee have to pay in premiums for this plan? $

b. How often? Weekly Every 2 weeks Twice a month Monthly Yearly

Date of change (mm/dd/yyyy):

* An employer-sponsored health plan meets the “minimum value standard” if the plan's share of the tota! allowed benefit costs covered by the
plan is no less than 60 percent of such costs [Section 36B(c)}2)(C)if) of the Internal Revenue Code of 1986]

NEED HELP WITH YOUR APPLICATION? Visit SCDHHS.gay or call us at 1-888-549-0820. Para obtener una copla de este formulario
en Espafial, llame 1-888-549-0820. if you need help in a language other than English, call 1-888-549-0820 and tell the custorner service
representative the language you need. We'l get you help at no cost to you. TTY users should call 1-800-753-8583.

DHHS Form 3400 - Appendix A (January 2014}% Page2of2



Trinity Hospital of Augusta
2260 Wrightskoro Road
Augusta, GA 30804
706 481 7000

PSYCHIATRIC EVALUATICN

NAME: GILBERT B RYALS

MRN: 0010064729 ROOM: 242 DOB: 03/03/1832
ACCOUNT#: 0003657551 BED: 1 AGE: 81 ¥
SERVICE CODE:. PSY SEX: M

ADM DATE: 02/25/2014 DIS DATE: DOS: 02/26/2014
DICTATING PHYSICIAN: DAVID STEINER, MD

ATTENDING PHYSICIAN: DAVID STEINER

PRIMARY CARE PHYSICIAN: PRIMARY UNKNCWN

CHIEF COMPLAINT: Nene voiced.

HISTORY OF PRESENT ILLNESS: This is an 8l-year-eold Caucasian male
admitted via the Augusta VA emergency department. I spoke with his
daughter, Amanda Cason, and got history as this patient has severe
dementia and is unable to give me history at this point. Ee has been
living with the daughter for about a year. He had been living on his
own. Been going downhill ccgnitively for couple years and has been
unable to manage himself, and was brought into the emergency
department on February 24. We agreed to accept him that night, but
they were unable to transport until the next day, so he arrives on
February 25. The daughter says that beginning in June or July of
this past year, he had keen getting increasingly bkehaviorally
disordered. He would go out of the house, takes things, throw things
away, become increasingly difficult to manage. The local VA
outpatient services put him on Klonopin and Seroquel, but that did
not help. More recently, he has been going into a neighbecr's house
and actually stealing things, and what preciritated the admission is
that he went into a neighbor's hcuse, who happenec to be a judge and
the judge basically teold the daughter that she had to do something.
In addition, he has been physically assaultive. He has been hitting
her with pots and pans. She has bkeen scared that he is going to
assault the grandchildren, and she feels it is not safe having him
in-house for her or for him as he is leaving the house and going
other pecoples homes. He also threatened that he would burn the house
down and threatening to kill other people on the day that he was
brought to the émergency department. So those were other
precipltating factors. He was brought in on an involuntary
commitment a2t October 2013. He is unable to give me any history.

PAST PSYCHIATRIC HISTORY: The daughter knows of no prior psychiatric
problems. No prior treatment. The only medicines she thinks he had
been on some other medicines for this, but she is not sure.

Page 1 of 3
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NAME: GILBERT B RYALS

MRN: 0010064729 DOB: 03/03/1932 ADM DATE: 02/25/2014
ACCOUNT#: 0003657551 DIS DATE:

SUBSTANCE ABUSE: The daughter reports that he drank when she was
younger but has quit for many many years. She does not know that he
had alecohol dependency or alcchol abuse problems.

FAMILY PSYCHIATRIC HISTORY: He has one son, who 1is institutiocnalized
for schizophrenia.

SOCIAL HISTORY: He has been divorced for many years. Worked as a
carpenter, was in the military. He has VA benefits. He is now
living with the daughter, who is supportive and I was told she has
POA and I did not ask her when we talked.

MEDICAL HISTORY: He has coronary artery disease, hypertension,
hyperlipidemia, peptic ulcer disease, chronic back pain, and
sensorineural hearing loss, and has a history of a gunshot wound to
the right side and history of skin cancer. Hypertension.

MEDICATIONS ON ADMISSION WERE:

1. Clonazepam 0.5 mg at bedtime.
2. Seroquel 50 mg b.i.d.

3. Lanoxin 125 meg daily.

4. Lipitor 80 mg daily.

5. Aricept 10 mg at bedtime.

6. Lisinopril 20 mg daily.

ALLERGIES: HE HAS NO REPORTED DRUG ALLERGIES.

PHYSICAL ASSESSMENT: Please see the medical H and P dictated for his
Physical assessment.

MENTAL STATUS EXAM: This gentleman was alert sitting up in his bed,
wearing oxygen.

Of note is that he apparently had a minor aspirations, where his 02
sats dropped after lunch, but he is ckay now. Chest xX-ray is
bending, and he is breathing comfortably. He is oriented only to
Person, not to place or time. Speech is a bit rambling and is
difficult to understand. There are no auditory, visual, olfactory,
or tactile hallucinations. No delusions, paranoia, or grandiosity.
Insight is impaired. Judgment is impaired. There are no delusions.
He denies suicidal or homicidal thoughts.

LABORATORY DATA: As mentioned above, chest x-ray is rending. He had

a workup at the VA urinalysis was unremarkable. Only 1 WBC, negative

leukocyte esterase, or nitrates. TSH was normal at 0.66. Glucose
Page 2 of 3
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NAME: CILBERT B RYALS

MRN: 00100€472S DOB: 03/03/1932 ADM DATE: 02/25/2014
ACCOUNT#: 0003687551 DIS DATE:

was 93, BUN 24, creatinine 1.0, calcium 1C.0. Everything was normal
except for triglycerides were littie bit elevated at 303. CBC was
also within normal limits. I do not see if they did a blood alecohel
or urine drug screen.

DIAGNOSES: Axis I: Psychosis with history of schizophrenia.
Axis II: Deferred.

Axis III: Possible aspiration, coxonary artery disease,
hypertension, hyperlipidemia, peptic ulcer disease, back pain,
sensory or hearing loss.

Axis IV: Stressors living situation.
Axis V: Admitting GAF is 24.

PLAN:

1. Patient is admitted to the Trinity Hospital's Generations Gero
Pgychiatric Treatment program.

2. I am going to stop his Seroquel and Klonopin and kegin Celexa,
and we will going to look what our placement options are.

3. Awaiting on chest x-ray, Dr. Pragatik, aspiraticn. He did
start him on Levaquin. I talked to the daughter as above.

Print CC:

Fax CC:

D Date / Time: 02/26/2014 03:26 PM ET
T Date / Time: 02/26/2014 10:06 FM ET
R Date / Time:
S Job #: THA709610091
D Jocb #: 6080824
MT: 1103476
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Report for RYALS, GILBERT B (MRN: 10064729)
[ 4] Back to List|

TEST: History and Physical
Collected Date & Time: 02/25/14 17:43

Result Name Results Units Reference Range
History and Physical Trinity Hosp
Trinity Hospital of Augusta
2260 Wrightsboro Road
Augusta, GA 30904
706 481 7000
HISTORY AND PHYSICAL

NAME: GILBERT B RYALS

MRN: 0010064729 ROOM: 242 DOB: 03/03/1932
ACCOUNT#: 0003657551 BED: 1 AGE: 81 Y
SERVICE CODE: PSY SEX: M

ADM DATE: 02/25/2014 DIS DATE: DOS: 02/25/2014
DICTATING PHYSICIAN: ERIK PRASATIK, MD

ATTENDING PHYSICIAN: DAVID STEINER

PRIMARY CARE PHYSICIAN: PRIMARY UNKNOWN

CHIEF COMPLAINT: Dementia, behavioral disturbances.

HISTORY OF PRESENT ILLNESS: 8l-year-old male with dementia, coronary

artery disease, hypertension, hyperlipidemia, and history of hearing

loss, presents for evaluation of dementia and behavioral

disturbances. The patient apparently had been having trouble with

some agitated behavior for guite some time, and increasing

aggressiveness to his daughter with whom he lives. Yesterday, he was

taken to the ER at the va Hospital. He had been having some

increased agitation, walking around the neighborhood, he broke into
something., He lives with his daughter, who stated that he had .

been refusing to take his medications. He has also threatened her

that he would burn the house down, and apparently threatened to kill

her yesterday per the notes reviewed. He denies any specific such

complaints. He denies any chest pain, shortness of breath, nausea,

vomiting, or headache.

REVIEW OF SYSTEMS: See history of present illness. Rest negative.

PAST MEDICAL HISTORY:

Dementia,

Coronary artery disease.

Hypertension.

Hyperlipidemia.

- History of peptic ulcer disease.

Chronic back pain.

. Hearing loss.

PAST SURGICAL HISTORY: A gunshot wound to the right side, history of

skin cancer.

SOCIAL HISTORY: Lives at home with daughter. Past history of

alcohol use. No tobacco use. No illicit drug use.

~Noy U W N

Page 1 of 3
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MRN; 0010064729 DOB: 03/03/1932 ADM DATE: 02/25/2014
ACCOUNT#: 0003657551 DIS DATE:

FAMILY HISTORY: Negative for diabetes or coronary artery disease.
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MEDICATICNS:
1. Clonazepam.
2. Atcrvastatin.
3. Digeoxin.

4 Donepezil,

5. Lisincpril.
ALLERGIES: NO KNOWN DRUG
PHYSICAL EXAMINATION:
Vitzal Signs: Blood pressure

ALLERGIES.

A~

12467, nheart rate 73,

temperature 7.7
Generzl: FPFatient is a well-developed, well-nourished,
orianted to rerscn end hospital.
Lung Clear.
Abdcmen: eni
EENT: Oropi r. Mucous membranes are moist
eck: Suppl

=

L b
-
[aWRI6]
I
m
(O

3

Q K=

=
ma
Z 0 w'g otwo o

respirations 15,

alert and

lvmphadenopathy.

Clear .
cnd iontender. Ncrmzl bowel sounds.
cskelet bbing, cyancsis, cr edema.
ogic: focal Strength 3/Z ;nrcughcut. Sensation
v intact. 10T 2ss3ess galt. He is oriented to person and
al., No cu cod work available. Blood work from back in
showed :emistry vanel. Normal CBC and normal
N
tia, behavicrzl disturbances.
tension.
icnarle nistcry ¢f coreonary artery disease.
ry of irregular heartbeat.
lipid =,
ry cf ptic ulcer disezse in the 1950s.
tient currently stzble from medical standpoint We will
censider oktal ¢ scme faseline labs. If they have not been
obtained at th A, we will fcllow as needed for mecdiczl management.
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i nglf”l‘o4 2¢ DOB: 03/03/1932 ADM DATE: 02/25/2014
ACCOUNT : 0003657551 DIS DATE:
Print CC:
Fax CC:
D Date / Time: 02/25/2014 01:23 PM ET
T Date / Time: 02/25/2014 06:38 PM ET
R Date / Time:
S Job #: THR7033233Z
D Job #: £C8C75&Z
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l. Orientation

What is the (Year) (Season) (Month) (Date) (Day)?
Where are we ((‘)Bgn_try) (St:hte) {County) (City) (Hospital)?

L. Registration

Name three objects, allotting one second to say each. Then ask the
patient to name all three objects after you have said them.

Give one point for each correct answer. Repeat them until he repeats
all three (6 trials). Coynt trials and record numbers. (Apple... Book...
Coat...) # of trials

. Attention and Calculation

Begin with 100 and count backward by 7 (stop after 5 answers).

93, 86, 79, 72, 65. If the patient will not perform this task, ask him to
spell the “WORLD” BACKWARDS (DLROW). Record the patient’s
spelling _DLR.BUD . Score one point for each correctly placed leter.

V. Recall

Ask the patient to repeat the objects above (see “Registration”).
Give one point for each correct answer.

V. Language

Naming: Show a pencil and a watch. Ask the patient to name them.
Repetition: Repeat the following: “No ifs, ands, or buts.”

Three-Stage Command: Follow the command, “Take a paper in your
right hand, fold it in half and put it on the table.”

Reading: Read and obey the following: “CLOSE YOUR EYES.
(Show the patient the writien item on the next page.)

Writing: Write a sentence on the next page:

(must contain subject, verb and be sensible).

Copying: Copy the design of the intersection pentagons (on the next

page).
SCORING

Scores above 26 — Normal cognitive functioning
20-26 — Mild impairment

11-20 — Moderate impairment

10 or below — Severe impairment

Total Score

il
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Signature (Person Administering Test
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CLOSE YOUR EYES

Write a sentence: Lhe Dos! o

oy oy ppr)

Copy Design:
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Date: 3/’4 .//l/ Room # o2 H4a
67001900 0700[ 1900 07001900
tinitial) Initial Initial| Initial Hnitial: initial
Safety Precautions | | Energy Level Speech Pattern
Falis O No Complaints YN [#f | Clear QAN |
Suicide | Tirec/Fatigued { - Rapid/toud
Assault Excessive Energy Repetitive
Elcpement | Pressured i
Seizure ' Affect { Rateiicne/volume WL ! P
Faii Risk Scere Congruent with meod wf | Mechanical | i
Precautions/alarms in place | ¢ | Not congruent with mood | Expressive aphasia i
| Fiat Garbied i
Appearance | Blunted !
Neatly groomed (N sy | Situational Brightening | Response Internal Stimuli £
Disheveled | Elated ; | None reported TR
Apgropriately dressed WA P ’ | Auditory
Inapprogriately Dressed | Behaviors . Visual
Social'Pieasant wy | Other
Eye Contact | Argumentative
Appropriate 7L lm¢ | Verbally 2busive Thought Content
Fair | Poor impulse controls Intact/goal oriented (3 Awnes Wy
Poor/None i Atempis to elope Delusicnal
Lintrusive Circumstantial
Loc | 1sotative/Withdrawn Disorganized @ Tywa.® 4 lup
Alert O [y | Teadful'sad Recurrent themes '
Drowsy | Disrobing . _ Susgicious’guarded responses
Lethargic | [ Screaming/calling out |
| Agiteted l Mood
Orientation | Pacing P | Eiated
Person I H Mp | Sexual Remarks i Angry
Place IOM iy | tnappropriate touching | { Dyspheric |
Date 1108 IInagoropriate laughter f | Calm/pieasant T
Time ‘ | Easily redirects -i | Hopeless/helpless
None Difficult to redirect ! ' Discouraged
Physically Aggressive | | |
Concentration | duey iny | Sleep
Follows convarsaticn N NH T4w9 | Risk of Harm to Self | Number Hours slept through night 2
Follows directions i 1@ | Throwing self to floor PRN for Sleep Given .
Difficulty with directions i | Cutting self Broken Sleep Patiern
Difficulty with conversation Biting Self Nap during day
Anxiety Risk of Harm to Others ADLs
No complainis wf | Homicidai independent ‘ Wy
Excessively worried Denies n@ ! Assisted cooperative Lo
Somatic complaints Ideation: developing plan | Assisted combative
Plan: developed i
Confusion Able tc carry cut plan | Orthopedic
None | Heel'toe gait, erect posture
Mild: Easily reoriented (C9#f | up | Suicide Assessment Steady gait ©H e
Moderate Satety Plan !
Severe: Unable to reorient Denies suicidai thoughts : uwY |Pain
Increased after 4 pm Expressing passive death wish | " |Rate Pain 1-10 )
i " Intervention completed — see note
Dailv Nurses Notes TRINITY HOSPITAL OF AUGUSTA
1536-S000210HMS 08/12 Page 1 0f2 RYALS GILBERTB  242-1
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Skin Cardiovascular Gastrointestinal
Bruising Peripheral pulses palpable ¥ |Bowel sounds present N
Rash Good capillary refill wg | Abdomen soft i
Treatments No calf tenderness Nausea/vomiting
Warm/pink (K | w¢_|Heart sounds audible/regular R Bowel movement normal pattern

" | Pulse strong/regular 50-90 WP
Respiratory BP between 100/50-170/90 wf__| Medications )
Regular unlabored YR P Compliant o
Clear breath sounds Fluid Balance Non-compliant '
Room Air DN P | Good skin turgor CH PRN Given (Detailed in note)
Sputum Clear . Edema Medication Changes
Respirations between 12-20 wy | Voiding 3-4 times /day

Urine clear/yellow Iy

itials Signature 57(3 Time Initials Signature Date Time
Cidgtuson Ty |#800

Initials

Date Time Initials Signature Date Time

e / fN 34l |2000

Please remember that a flow sheet does not take the place of a written note.
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Date: /3//$/ Room # ;)\C/)/ _
7To700] 1eco 0700|1900 $700i1200
Initiai! initial Initial| Initial iniiial!lnitial
Safety Precautions L n Energy Level e Speech Pattern s
Falls - oL P | NeGomplaints o P | Clear
Suicide - (| Tired/Fatigued iny | Rapidicud
Assault Excessive Energy | Repetitive
Elopement Pressurad .
Seizure Affect Ratetone/volume WNL / wl
Fai! Risk Score ,‘ Congruent with mocd imf | Mechanical -~
Precautions/aiarms in place M&gﬂ Not congruent with mood " |Expressive aphasig _ i ]
i Fiat _ |Garbied (P, [ms/ |[GD uf
Appearance R Blunted - il
Neatly groomed Mu{? Situational Brightening Response Internal Stimuli _
Disheveled Elated None reported / iy

ppropriately cressad . Auditery i)
tnapprogriately Dressed Behaviors n Visual ‘

. Sociai/Pleasant 245 e | Other [’ |
Eye Contact N Argumentative e ' |
Apgropriate 075 wf | Verbally abusive - Thought Content ‘
Fair f Pogor impuise controls intact/goal oriented
Poor/None | Attempts tc elops Deiusional

Intrua-ve Circumstantial
Loc e Isclative/ Withdrawn ¢ | Dissrganized P
Alert 7wy | Tearfuisad Recurrent themes 2 ur
Drowsy i Disrobing Suspicicus/guarded responses
wethargic Screaming/cailing out
Agitated | | Mood
Qrientation ‘AL { Pacing Elated
Psrson i iwf | Sexual Remarks Angry
Place | Inappropriate touching i Dyschoric - 50
Date Inappropriate laughter | Calm/pleasant X P |
Time | Easily redirects } Y | Hopeless‘helpless
None Difficult to redirect Discouraged
Physically Aggressive i
Concentration A Sleep |
Follows conversation /‘&é Ing | Risk of Harm to Self Numbsr Hours slept through night
Follows directions ). WP | Throwing self to floor PRN fer Sieep Given |
‘| Difficulty with directions Cutting self | Broken Sleep Patiern |
Difficulty with conversation | - Biting Self ' | Nap during day
Anxiety 2 Risk of Harm to Others ADLls
Nc compiaints M ¢ | Homicidai Yy Independent P
Excessivaly worried " |Denies { lny | Assisted ccoperative hes/Zd
Somatic complaints ideation: developing pian | Assisted combative i
Plan: developed |
Confusion Able to carry cut pian | Orthopedic
None i Heel/tce gait, erect posture Y/
Milc: Easily reariented N 2 WP |Suicide Assessment | Steady gait ; Iy
Moderate (3 hpuy W e | Safety Plan A — 1
Severe: Unable tc recrient | Denies suicidal thoughts C@% w_ | Pain 2 | Al
increased after 4 pm | " | Expressing passive death wish Rate Pain i-10 s
: | Intervention completed — see nole
Dally Nurses Notes }E TRINTY HOSPITAL OF AUGUSTA
1536-S0002 I0HMS . 08/12 Page 1 of2 < RYALSGILBERTB 242-1
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Skin Cardiovascular i/ Gastrointestinal 0
Bruising Peripheral pulses palpable 4/ | Bowel sounds present AR /5
Rash Good capillary refill Wy | Abdomen soft v
Treatments NV No calf tenderness ¥ ot Nausea/vomiting
(Warnypink ) ' £7ige | Heart sounds audible/regular Bowel movement normal pattern
__[Pulse strong/regular 50-90 LB w
Respiratory AL BP between 100/50-170/80 Medications 7
Regular unlabored d Compliant ) 2
Clear breath sounds /4 Fluid Balance a2y 7 Non-compliant '
Room Air wf [ Good skin turgor A7’ PRN Given (Detailed in note)
Sputum Clear . Edema C = Medication Changes
Respirations between 12-200/717 Voiding 3-4 times /day
/ Urine clear/yellow Wy
Initiajs Signatgre Date Time Initials Signature Date Time
L2 WMM Lir~3-31Y| g0
Initials Signaiy ¢ / Date ~ [Time Initials Signature Date Time
P 30 3314 | 2000
Please remember that a flow sheet does not take the place of a written note.
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Date: \3 "9? = \ L+ Room # Z¢7’
107001 19C0 0700[1900 [0700{1900
|Initiaiiinitial initial} Initiai initiailinitial
Safety Precautions ). | , |Energy Level W Speech Pattern
Fails V&, 1¢/] [ No Comglaints . ‘ Ciear |
Suicide i Tired/Fatigued | Rapid/ioud
Assauit Excessive Energy | Repetitive -
Eicpement Pressured K& ol
Se‘zu'e Affect Rate/tone/volume WNL
Il Risk Scor . | Congruent with mood | &echanical
Pre autions: a!arr"s in place Cﬂ? "Not congruent with mood [ [ Expressive aphasia o | s
Uadls fion St SOCHS 2L Fa | % Garpied | T
Appearance | Blunted 1
Neatly groomed (4 | Situational Brightening | ! Response Internal Stimuli ~
Disheveled ., \Elated -[ None regorted (i
Appropriately dressed L F_ Auditory |
inagprooriately Dressed | Behaviors U g | Visual |
o | Sociai/Pisasant ]; | Other [
Eye Contact | Argurhentative | I K
Appropriate | Verbally abusive 'i | Thought Content |
Fair tPoor impulse controls 3 | intact/goal oriented | i
Poor/None ‘Attemipis 1C eicpe | Delusicnal
intrusive t Circumstantiai b |
LOC . | isclative/Withdrawn i | Discrganized l{,ﬂ'
Alert \LIJJ('C | Tearful’sad | | Recurrent themes
Drowsy ' Disroking Suspicious:guarded responsss
Lethargic - e, Screaming/calling out ‘
idae (@ kives | [Agitated  V&SHese Ofpes & Mood
Orientation | . | af | Pacing Elated
Person O LI | Sexua! Remarks Angry
Piace inappropriate touching i | Dysphoric s, Ll
Date inappropriate faughter | i { Caim/plzasant | e
Time Easily redirects ] 40 Hcpsless/helpiess
None { Difficult to redirect i Discouraged
ic ok vt oF fmriy Hewders I Physically Aggressive
Concentration Yo Sleep
Foliows conversation | Risk of Harm to Self l Number Hours siept through night
Follows directions ' { Throwing self to floor [ i PRN for Sleep Given {
Difficalty with directions___ | | Cutting self [ ' [Broken Sleeg Pattern L
Difficulty with conversation | Ul |Biting Self \( Nap during day Vil
| i
Anxiety .. | ». |Risk of Harm to Others I ADLs P
No compiaints |4 Homicidal Lol | Incependent
Excessively wortied | Denies | ' | Assisted cooperative —
Somatic complaints Mdeation: developing plan | | Assisted combative
Pian: developed
Confusion , | Able tc carry out pian Orthopedic |
Nane [ Heel/toe gait, erect postyre !
niild: Easily reoriented ~ |, Suicide Assessment Steady gait AMdulESS i
ticderate | \((J 1 | Safety Plan L ’
Severe: Unable to reorient | ¥ TDCenies suicidal thoughts Pain U
increased after 4 pm Exgpressing passive death wish IRate Pain -10 Aunied 2
| | Intarvention compieted — see note

Daily Nurses Notes

1536-S0002 10HMS 08/

o
—
N~

Page | of 2

Patient Label

TRINITY HOSPITAL OF AUGUSTA

RYALS GILBERT B 242-1

DCB 1632-03-03 81
AVID STEINER

i
il

-':’a'-ert Account #.

M PSYC MR#: 10064729
DOS: 2014-02-28

LT

. Printed cn 3/2i14 at 10:26



Skin Cardiovascular Gastrointestinal oz
Bruising Peripheral pulses palpable Bowel sounds present X
Rash Good capillary refill Abdomen soft <
Treatmgnts ) n_| No calf tenderness v Nausea/vomiting
(Warmspink ]6 A/ [ Heart sounds audible/regular | B | . | Bowel movement normal pattern
o Pulse strong/regular 50-90 L
Respiratory /r 2 BP between 100/50-170/90 | C|_¢{ | Medications \
Regular unlabored b . Compliant ﬁ_%
Clear breath sounds ~ Fluid Balance / » Non-compliant :
Room Air TV n Good skin turgor /& PRN Given (Detailed in note)
Sputum Clear 4 |z |Edema sushd [[L Medication Changes
Respirations between 12-20| (& Voiding 3-4 times /day

- Urine clear/yellow i

Initj Signat - 4 |Date Time Initials Signature Date Time
7 < L L/ |52 |\ KT

Initials Signat T e [ Time Initials Signature Date Time
AT ﬁu/’u/ L‘BTB u Doe)
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Date/Time:

F-2-/4/ oo 2], (S o 8) Yio dauCasion el Odmitrest. 0N Dias|iy Wikh
Aiagresit ©F ementic. With be\nuvier oisturbanes. DI wWas
-‘-rmn.c.ﬁrmala oo -the \/44- osSpital Wilkda iderecresd_ '071‘115500
folsaehs SkeEr goa. his daughter. Keporde Say dhok b hooll
becn ﬂﬂLb‘nm atine., En% owel macte oéd—blhp-t‘s 1o Css
dhem. ’-IH— ALSe Yheeekened Yo bum his ClouShies hoult
douin are_ v\ WA, P+ hal o brg of Qo+ e kv odf
ot WS preceribhed, mwtca-v*-mv\s._:?\— is V< O Clendod X |
nome onty. hlic Spwecin Vo qw—é\wk.. ek ol el e 4 4o Undespfosd
AAue B pi Vit‘z.\lhxﬂ ONg @ Lews detdn qrer 00 denti el o
Qlco 36 hord- © Corrag Lshin Shafr ore. dol¥aq (siHa hin.
ot e Vecoy ino\u.,cnelm# and. Wanty do alo Go himcer
does Teed. assistorce -4 h .bo—\-hwq ds  ensuce ot he
en*g\a_awm&uu\ on _MEE own Andl Wonid,
Yo L o TAh TN, 4 X1 in his Coom eShag
0 btde qnel il ged Up Lekal FnCs to ol MaLLMV
Ne Sed\, oc uge Abie bateon . P Wi Spend. hale here O
So abder i hos coden ol OF bt weols . P s Ve Cequickd
1n (omredng pans Foddern AN wwreer, ofdrhoen 4 evening
Adlicdnng 4o 4 hestony, P LS o Velerina ank Senvie s ta 4 Koreg
g 33 e Very [(empitoat (uitin ol Mec/iohons, Folkwiag
divectnog, (sApietay Keats T jncfdert?. T hel pnot drmplayed
@y 6390w behofac, e he hat mett ne thrcofs J= Sha
OF Arriw. B hod 0 Qo Utsik (stéh by dajash o, hAF—
and brabaortn-rews. Pt hal a el m s (Phond. SKie
Sndecd 06 (Pdacss boYel- R hes hmk ne GorPlends 7. dhof@m
Ay Spnces, Py Sicos Pane ad s heo v gda £ ashol WSan (g,
o4 dert v pioder. Ty Wal 02 @A) pe Mela L (annwle . 7F 02"
[ ] 4 a4 41‘—!00;-;‘&&;4_1\ Tt (el on @ S per Und Wole ol fksr—
248 /17 VAV ear G2 ('M&fmm/mﬂu/ /jj (el Al Lins O
o Ep;, Livas dF fome wilh lglicer, L, Lepeatro e R Beftqos ad

Daﬁy&Nux ses Notes
1536-S000210HMS 08/12 Page 2 of 2

TRINITY HOSPITAL OF AUGUSTA

RYALS GILBERT B  242-1

DOB: 1932-03-03 81 M PSYC MR# 10064729
DAVID STEINER

WMWWWMMWW

Patient Account # 3 Printed on. 3/2/14 at 10:26

Patient Label




.\\\ .\1\\“,1\'\'\\

"1PN*

DATE TIME @waﬁﬁ.ﬂw_f Peraics n lc Abbreviations
i . ' U and/or 1U MS, MSO4 gr
4 l Z | wl | Q4 L‘U fome. rrsspplsl n=/ | @ MgSO04 s
\ 74 QOD x34d ug
\on Al 4 /7 ﬁ 7 LL&. 10,06 A ‘/7r Trailing zero (2.0) Lack of leading zero (.5)

|
| e H‘alwﬂ s cod ﬂﬁ?/!u Sipn Aol A e gl

\ are alic ///Z/Jf/mr;, ﬁ,/wc//(/f, 10 puibod_o¢ plegseel

'Mqﬂfocféﬂ neted on Jh: Sl g s Hime Com WW_}

\ | b ailL becbhme pacliHe S uzaelons, S0my xo ane/uE

@ L0 Loy (Fhdicik gl Adiewn 0/4///41'

J/fw gk, Pl ity C L usod. redisectavle anels

1 ol Jo pri ok %0 Ploce Lol hre bt Jergethid.

| |
ulm,wa/ lo fe respndiny o nderul Stmotiok

kHI’VUZ( J/M'é plsenicel potient Wﬂmﬁ poihfouel T i¥

\ ”/‘J&, 1 Cornk drive /’)Gméz,_r/_ud 5!0/& riyg Lpuck, S0 yar |

lt fonne heve o Lune qet e, Answers questian %M/

\J’Ux ﬁth-’/’ﬁ o /fl’"@ﬁ speles C‘Cffi»@‘&’ﬂl?] ﬂ/“”/" s bemction

\(Lﬁof ol Liwgs con oppear o be Haste (’Wmab o0t |

\'M oo Mem Sendmith aricl (Mg Lor badi e Snatk., (ortinem

\&1 bowet arel, blaeli. (ppgeratee tweth SHH

\lﬂés [ Sdence At neaclod ﬁ/o/ffu’f/% anel gloivicy %%4

-
-

&mw‘n (uitdy (0 bed , 04 f‘-éeﬂm/‘ sfs of |
!

.4 Lllress Of db([n'lfau nutecl, Vertd S 1408 Slable, 298494 10 1114,

\ 48% saon 1007 air, w/// CW /Qmml/d/[&d/w Jffcf//aumc ‘a/ﬁ%,

Prograss Notes
1536-119026HMS

TRIL ""T‘ "c"""'Au AUGUSTA

03/07, 04/07 (Rev. 01/09, 06/10)  Page tofl ] RYALS GILBER"‘ B 242/ 1

' 03/03/1932 a1 M PSY MR#:C ;1064729
STEINER DAVID A DOS 04é45,
. 3657

BN T ]



I

*2NN"

Date: 33— /- /L/

Room #
07001900 0700|1900 0700|1900
Initial{Initial Initial{Initial ) Initial|Initial
Safety Precautions . Energy Level A Speech Pattern
Falls NéP No Complaints Yl Clear
Suicide ¥ Tired/Fatigued Rapid/loud
Assault Excessive Energy Repetitive
Elopement Pressured -
Seizure Affect A Rate/tone/volume WNL )
Fall Risk Score A Congruent with mood Mechanical 4
Precautions/alarms in place |/ Not congruent with mood Expressive aphasia
Flat Garbled
Appearance Pl Blunted
Neatly groomed ,p é"’ Situational Brightening Response Internal Stimuli
Disheveled A . Elated None reported
Appropriately dressed V472 Auditory
Inappropriately Dressed 4 Behaviors A Visual
: LA Social/Pleasant / Other
Eye Contact / P Argumentative
Appropriate A" Verbally abusive Thought Content
Fair Poor Impulse controls intact/goal oriented
Poor/None Attempts to elope Delusional
Intrusive : Circumstantial
Loc ” Isolative/Withdrawn Disorganized
Alert AL Tearful/sad p Recurrent themes
Drowsy Disrobing Suspicious/guarded responses
Lethargic Screaming/calling out '
Agitated Mood
Orientaticn A b Pacing Elated
Person N4 Sexual Remarks Angry
Place Inappropriate touching Dysphoric /N
Date inappropriate laughter Calm/pleasant i/
Time Easily redirects Hopeless/helpless
None Difficult to redirect Discouraged
Physically Agaressive
Concentration Sleep
Follows conversation (U7 Risk of Harm to Self Number Hours slept through night
Follows directions i Throwing self to floor PRN for Sleep Given
Difficulty with directions Cutting self Broken Sleep Pattern .
Difficulty with conversation Biting Self Nap during day € ¢ [l
Anxiety P Risk of Harm to Others ADLs
No complaints A Homicidal A Independent 74
Excessively worried ) Denies DLl Assisted cooperative )
Somatic complaints Ideation: developing plan Assisted combative
Plan: developed
Confusion Able to carry out plan Orthopedic
None Heel/toe gait, erect posture =
Mild: Easily reoriented Sloan L Suicide Assessment Steady gait A
Moderate — [N usy Safety Plan P
Severe: Unable to reorient Denies suicidal thoughts At Pain R
increased after 4 pm Expressing passive death wish Rate Pain 1-10 HA— | A
Intervention completed — see note
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1536-S000210HMS 08/12 Page 1 0of2 - RYALS GILBERT B 242/ 1

Patient Label

03/03/1932 81
STEINER DAVID A

R0 B0

DOS:02/25/14
AT#: 3657551

M PSY MR#:01006472¢



Skin i | Cardiovascular L m Gastrointestinal I L,
Bruising ur'e'lnheral pulses paipable 4 e Bowe! sounds present
"ash | Good capiilary refill Abdomen soft
| Treatments | lNo calf tenderness g 3Nausea/vomiting il
Warm/pink {// }— | Heart sounds audibie’regular AT Bowel movement normal pattern }
o | Pulse strong: 'eg.J iar 50-80 'e ! |
Respiratory A TBF betwean 1005017080 o&H#8! | Medications P
Regular unlabored A7 | i | Comptant o
Clear breath sounds AT [ Fluid Balance A . s, | Non-comptiant
Room Air “q49 _)F@ i Good skinturgor 7/ SR D [ PRN Giver (Detailed in note)
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Skin Cardiovascular Gastrointestinal
Bruising Peripheral pulses palpable Bowel sounds present
Rash Good capillary refill Abdomen soft
Treatments No calf tenderness Nausea/vomiting
Warm/pink Heart sounds audible/regular Bowel movement normal pattern
Pulse strong/regular 50-90
Respiratory BP between 100/50-170/90 Medications
Regular unlabored Compliant
Clear breath sounds Fluid Balance Non-compliant
Room Air Good skin turgor PRN Given (Detailed in note)
Sputum Clear Edema Medication Changes
Respirations between 12-20 Voiding 3-4 times /day
Urine clear/yellow
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Safety Precautions [ Energy Level | Speech Pattern |
Falls . P No Complaints B iClear o Hened TR [wp
Suicide ' Tired/Fatigued Wy | Rapidioud ;; )
Assault Excessive Energy ___|Repetitive i
Elopement , Pressured i
Seizure i Affect Hate/tone/volume WNL TR WP
Fall Risk Scors i | Congruent with moc T8 | wf | Mechanical
Precautions’alarms in place | ¥ | Net cangruent with mood i Expressive aphasia i
Fiat | Gardied - Byones R [
Appearance Blunted [ -
Neatly groocmed Uy | Situationai Brightening Response Internal Stimuli
Cisheveied A Elated None reported TR buy
Appropriately dressed Ta Auditory ” )
inappropriately Dressed Behaviors Visual
Sosial’Pleasant TR s | Other
Eye Contact Argumentative |
Appropriate TR WY | Verbally abusive | Thought Content
Fair ) Pocr impulse controls Intact/gcal crientad
Poor/Nene Aitempts to elope Dalusicral
Intrusive | Circumstantiai
Loc , isolative/Vithdrawn '\ | Discroanized Ly
Alert i WP |Tearful/sad " | Recurrent themes
Browsy ] Disrobing - Suspicicus/guarded responses
Letharaic | Screaming/calling out
Agitated Mood
Qrientation Pacing Elated
Person 1B |[WMf |Sexual Remarks Angry
Place - {nappropriate tcuching Dysghoric 5
Caie 'napprepriate laughter Celmipleasant | P
Time Easily redirects YA WP |Fopelessineipiess T
None Difficuit to redirect Discouraged i
Physically Aggressive |
Concentration _ Sleep i
Follows conversation !1!\0 Risk of Harm to Self Number Hours slept through night B
Follows directions TR | W@ | Throwing seif tc floor FRN for Sieep Given
Cifficulty with directions ‘ Cutting seif Broken Siesp Pattern
Difficulty with conversation TPy | inf | Biting Self , Nap during day =B
[CELTY ;
Anxiety Risk of Harm to Others i ADLs
Nc complaints B ¢ | Homicidal independent
Excessively worried ) [ Denies MR__pP | Assisted cooperative =
Somatic compizints Ideation: developing plan Assisted combative )
Pian: developed
Confusion Able to carry out plan Orthopedic
None Heei'toe gait, erest posture
Mild: Easily reoriented Suicide Assessment Steady gait T0 wur
hoderate R [ wf | Safety Plan
Severe: Unable to reorient Denies suicidal thoughts WP | Pain
increased after 4 pm Expressing passive death wish Rate Pain 1-10 o716 |

4
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Skin Cardiovascular Gastrointestinal
Bruising Peripheral pulses palpable P | Bowel sounds present
Rash Good capillary refill WP_| Abdomen soft B | |
Treatments No calf tenderness Nausea/vomiting
Warm/pink i) Heart sounds audible/regular Bowel movement normal pattern
Pulse strong/regular 50-90 16
Respiratory BP between 100/50-170/90 YR, [inf |Medications
| Regular unlabored TR Compliant TR e
Clear breath sounds Fluid Balance Non-compliant
Room Air Good skin turgor PRN Given (Detailed in note)
Sputum Clear Edema Medication Changes
Respirations between 12-20 thy | Voiding 3-4 times /day T
Qef QL PREAN LA | Urine clear/yellow Y
B‘iia s _S_ilg‘n—ature . Date Time Initials Signature Date Time
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March 25, 2014

Ms. Amanda Cason
P.O.Box 76
Langley, SC 29834

Dear Ms. Cason:

Representative J. Roland Smith contacted our Agency on behalf of your father,
Mr. Gilbert B. Ryals, Sr. application for Medicaid benefits.

Our records indicate that Mr. Ryals' application for Nursing Home assistance was
received on March 6, 2014. His application is currently being reviewed to
determine if he quadlifies. According to federal guidelines, this determination
may take up to forty-five (45) days. Ms. Carolyn Roach in our Office of Member
Relations will monitor the processing of this application.

If you have questions, please contact Ms. Roach at 803-898-3947 and she will be
happy to assist you.

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

Sincerely,

ohn R. SUpra
Deputy Director and CIO

JRS;j

South Carolina Department of Health and Human Services Better care. Better value. Better health.






