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=

Applicant/Recipient Name Spouse Name
Spouse Address
Spouse Telsphone Number, Spouse 5S#

LEGALLY LIABLE RELATIVE (LLR) FORM
FOR SPOUSES OF CLIENTS RECEIVING MEDICAID LONG TERM CARE SERVICES,

MEDICAID HOME AND COMMUNITY BASED WAIVER SERVICES OR
THE STATE-FUNDED CONNECTICUT HOME CARE PROGRAM FOR ELDERS

ifyour spouse is receiving Medicaid long term care services, Medicaid Home and Community Basad Waiver Services
or the State-Funded Connecticut Mome Care Program for Elders, we may raquire you to comribute to your spuuse’s
coxt ol care. We are aware that yeu will need insomae ta meet your manthly needs, In erdsr for uc 1o caiculate the
smount of incoms we will allow for your needts, we need the fallowing information as well as verification of each of
the monthty amounts repened balow:

of

. Your momhly rental or mongage paymems:
Your menthly real estate taxes:

1

2

3. Your monthly real estale iNSUrance costs:
4

condominium;

ur net adjus!ed taxable incame for 1ast yogr

(Attach a copy of your (st yeer's 1030 tax form) )

et &

8. Any In-kind suppon provida 10 your spouss, during the jast
calendar year, along with verification of such support, which is over
and above that provided 10 3 healihy spouss, such as the fallowing:

= cast of medical supplies which are not covered by insurance of

Medicaid:
« cost of a special diey;
= cost of special transponation;
- cost of adapting 3 homa for tho ngeds of your spause;
« Other {pieace specsy)

. Your required monthly maintenance fees {f you live In.a cooperative

(Do nvt Inciude costs for utllitiaa In this rigurc since we mykt use 4 Doparimsnt
utiffly stendard.)

— ' TOTAL:

List below 1na persans iiving with you. Place a check mark (#) nexi ta the names ¢1 1ose dependant upon you for
support.

7/

Name of Household Members

Age

Relationship

TRIS INFORMATION IS AVAILABLE IN ALTERANATE FORMATS. PHONE (880} 42¢-5018 OR TDD/TTY (800) 842-4524.




.

If you have any questions about the completian at this form, you may contact the Resaurce Unit focated in the
Departmant of Social Services Regional Office. The Depanment may cantact you for further information since this
form may not cover all situations. :

FOR OFFICE USE ONLY e DO NOT WRITE IN THIS AREA H

in ordar ta compute the Depanment’s claim against the community Spouse, the worker should complete the
following worksheer: : )

1. The community spouse's net adjusted taxable income for last yesr: $

2 Subtract the State median income for two people:

(Table located in UPM procedures) - $
3. The difference betwesn line #1 and #2: - = B
4 Mutiply the amount an line #3 by 12% (If greater than zern): = $
5. Subtract In-kind support provided by the LLR which is ovar and

abave those that would be provided to a healthy spouse: — [
6. LLR CONTRIBUTION: = - 3

The LLR DISTRIBUTION reprasenit the claim the Depanment will impose against the community spouse’s
share of the cost of care of the spouse unless circumstances relerred 10 in UPM 7520.05 exist and our claim
would result in the LLR having Income below the MMNA,

COMPLETE THE FOLLOWING TO DETERMINE THE COMMUNITY SPOUSE'S MMNA AMOUNT

The comﬁn'ny spouse's MMNA is the result of adding his or her excess shelter costs to the 150% of the
monthily FPL for 2 persons.

1. Emer current amount of 150% FPL for 2 persons:
2. AgQgihs Standard Utility Allowance + S

3. Add the communlty spouse’s excess shelter needs as computed by
the individual and verified by the Depantment. (LineSfrompage ). + L

4. EQUALS: = S

5. Subtract 30% of 150% FPL for 2 persons: ‘ - S

6. The LLR's MMNA equals this figure, or the maximum MMNA il it is
lass, ar the MMNA ligure datermined By a hearing: = $

COMPLETE THE FOLLOWING TO DETERMINE IF THE CS MUST CONTRIBUTE

1. LLR's Gross Income (Line 6 from page 1): L
2. Subwract the LLR's contribution (irom #7 above): ) - s
3. EQUALS: = $

i the LLA's Gross Income minus the LLR conwribution is greater than the MMNA then the Department can
recover from the LLR,

WORKER NAME; DATE:




Information Sheet

Legally Liable Relative (LLR) Form
for Spouses of Clients Receiving Medicald Long Tenm Care Services,
Medicaid Home and Community Based Waiver Sgrvices or
_the State-Funded Connecticut Home Care Program for Elders

The purpose of 1his form Is to obtain tinancial information nscessary to datermina f a spouss of an applicant
ar recipiery of Medicaid long term care sarvices, Medicaid Home and Cammunity Based Walvar Services
or the State-Funded Connecticut Home Care Program for Elders is required 1o contribute to his of her
spouse's cost of care in gccordance with Conpecticut General Statutes 17b-81 and 17d-3a2, Depantmental
policy requires an applicant or reciplent to cooperate in securing suppon from legaly liable relatives (LLR
contribution) sxcept when the Department determings that goeg cauze exisis for laifure to do so.

Ityour spouse is receiving Medicaid long term care services, Medicaid Home anag Community Based Walver
Services or the State-Funded Connacticut Home Care Pragram for Elgers we may require you lo contribute
to your spousa's cost of care. We are aware that you will need income ta meet your monthly heeds.
Mowever, we mus! follow policy to caiculate how much we will ask you to pay. Actording 10 our policy, we
cannot require you 1o pay towards your spouse’s cost of care it that paymar would leave you with less than
an amount [0 meea: your monthly needs which we call your minimum monthly needs allowance. The
Dapartnent determines your minirum monthly needs allowance based upen your shelter costs. In order
for usto calculate this figure. we need verification of your sheiter cosie and your grass monthly inceme. This
i5 the reason we request that you complete the firsl page of the W-850 farm and return it, slone or combinad
with your spouse’s application or regetermination form, lo your spouse's Depanment of Social Services
eligibility worker. A sef-addressed stamped envelope is enclosed tor youwr eonvenience. Along with this
form we will nead 3 copy of yaur last year's Federal [(ntoma Tax return as well as verffication of your momthiy
rent or mongage amount. [f you do not have last year's Federal Income Tax form, you must send us
verilication of your gross income for the last quarter of last year. |f you do not have either of these
verifications, you shoult contact your spouse's eligibility worker to aseenain what other types ol varification
the Depanment will accept. Ifyou are required to pay property 1axes and/or property insurance, we request
that you sena ws prodf of thase payments along with this completad form. 1n addition, we would (ke o know
about any services you provide 167 your spouse that would ordinarily be provided by a trained prolessional.
These services coulo inchyde changing oressings; operaring oxygen or other medical equipment; praviding
remedial Instruction, speech therapy, physical exercise, mental or visual stimulation; therapeutic services
or other services and goods that you provide over and above what would be provided to a healthy spouse.
We will consider the goods and servicss yuu ptowde along wlth all olhor mformmmn in datarmining the
amaurk of your LLR contribution. :
The eligibifity worker will send your W-850 form and all your veriﬁcallons‘ ta the Regiona| Office Resowce
Unit. The Resource Unit will use the information you provige to cajculate whether or not you have to
contribute to your spouse’s cost of care. You will be billed for either your calculated monhly LLR
sontribution amount or the amour ot sarvices the Depariment provided 10 your spouse during the month,
whichever Is less. |f necessary, the Resource Unit will contact you regarding an intsrview, It you Oesire a
. specific date and timefor this interview, you sheuld so indicate: otherwise an appointment will be scheduled
at our convenierice. Appaintments may be scheduled between 8:30 AM. and 4:00 P.M., Monday through
Friday. The Dapartment willtry 1o schegule the date and time you request; howover, appointments dapend
upon the availability of the worker. Atthe time of the interview, the Resource worker will explain to you haw
your centribution was figured and the amount of your monthly payment. We will request thal you sign a
*Voluntary Suppon Agraement* form. 1l you are aggrieved by the Depanment's action, you have the right
ta requesl a hearing. (See attached form for information regarding hearings.)




