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[image: image1.wmf]TIPS FOR SUBMITTING SMEU REQUESTS
Always submit a completed Form 245 with the Social Data Report and appropriate medical records.  It is important to indicate the month(s) for which eligibility is being requested, including all prior months.  Please type or print information on the Form 245 clearly.  When an approval notice is received from SMEU and the reason states “As requested, disability as defined by Social Security and SSI regulations is met,” eligibility has been established ongoing and for any prior months requested on the Form 245.

· Be aware that an SMEU decision cannot be made on certain diagnoses without follow-up medical records three months post the event.  These diagnoses include strokes (CVA), heart attacks (CHF), by-pass grafting (CABG) and surgery performed specifically to correct a condition (e.g. fractures, tumors, MVA victims, aneurysms and hip or knee replacements).  Surgery and/or rehabilitation may be curative, which could prevent the applicant from meeting the definition of disability.  If follow-up medical is not submitted, SMEU will request this information before a disability decision is rendered.
· On Katie Beckett cases it would be helpful if a copy of the DMA-6A is included with the SMEU request.  A Form 188 is not required for Katie Beckett cases.  The DMA-6A does not have to be certified by GMCF for our purposes.  Please keep in mind that a DMA-6A is not sufficient medical evidence to establish disability.  Medical records must be submitted to substantiate the diagnosis on the DMA-6A.
Always send a Form 71 to DAS on 3 Month Prior applications when SSI has been approved.  If DAS determines that a person is NOT DISABLED in any of the three prior months requested, SMEU cannot make a ruling.  We cannot override the DAS decision.  We can only make a ruling if eligibility has NOT BEEN DETERMINED for any of the three prior months.  Please include a copy of the Form 71 completed by DAS with the SMEU request.

INFORMATION NEEDED FOR SMEU REFERRAL
The following forms are needed for the SMEU case file:

· 

Form 188, Social Data Report

· 

Form 245, SMEU Cover Letter

· 

Form 5459, Authorization for the Release of information (one for each provider)

· 

Death Certificate from department of Health (if applicable)

· 

DMA-6 or other LOC instrument

Other medical information pertinent to case (list is not inclusive):

_____ Outpatient clinic notes

_____ Reports for test and X-rays

_____ Discharge summary

_____ Consultative reports

_____ Complications and operative procedures

_____ Operative reports and findings

_____ Emergency treatments

_____ History and physical treatments

_____ Eye exam (Form 115)

Medical providers from whom medical information has been requested:

Date Requested
Provider
Date Returned

1. 






2. 






3. 






4. 






5. 






6. 






7. 






TIPS FOR COMPLETING FORM 188

Form 188, Social Data Report, needs to be as complete as possible.  This is particularly important in cases where there is not an obvious disability or where there is a combination of health problems which could cause inability to work.
It is important to complete Section D on education and Section E regarding employment record.  Special emphasis needs to be placed on the types of work the applicant performed for the longest period of time prior to becoming disabled.  Indicate if an applicant is presently employed and complete Section H providing the amount of monthly gross income from employment.

In Section G please list all diagnoses, medical problems and recent surgeries as stated by the applicant.  Include personal observations as to applicant’s condition, behavior, attitude toward disability and support from family or other sources.  Attempt to be specific as to the physical and/or mental limitations imposed by the disability.  It is important to remember that medical records submitted with the SMEU request should support the diagnoses claimed by the applicant.

In Section H indicate all income or financial support received by the applicant.

Questions to Gather Information

What is your disabling condition?  When did this condition begin?  

(Briefly explain the injury or illness that stops you from working.)

What types of treatment and/or medicines have you for your illness or injury.

Has your doctor told you to cut back or limit your activities in any way?

[ ] YES
 
 [ ] NO
If yes, please explain in detail.

Describe your daily activities in the following areas and state what and how much you do of each and how often you do it:

Household Maintenance
 ( including cooking, cleaning, shopping, and other jobs around the house as well as any other similar activities):

Recreational activities and hobbies 
( hunting , fishing, bowling, hiking, musical instruments, etc.):

Social contacts
 ( visits,  with friends, relatives, neighbors):

Other
 ( drive car, motorcycle, ride bus, etc.):

.How many hours a day are you out of bed?
Is your eye sight (please circle one)
GOOD
FAIR
POOR
BLIND
Is your hearing (please circle one)
GOOD
FAIR
POOR
BLIND
Do you have problems talking?

[  ] YES                                  [  ] NO

Do you have trouble getting out of a chair by yourself?  
[  ] YES                               [  ] NO

Can you move all your arms and legs?

[  ] YES                               [  ] NO
If NO, please explain.

Can you feed yourself?

[ ] YES                                 [ ] NO

Do you use a wheelchair, walker or cane?

Do you hold on to walls or furniture to walk?

Do you need any assistance in bathing and/or getting dressed?

        Do you receive any services from a home health agency?
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SOCIAL DATA REPORT
A. ldentification: )ETDI\\Mllligisaid i TAI\\I]F NG 5. County Name Fulton
1. Name of Individual 6. AU ID:
First Middle Last 87887811

7. Gender: M 8. Race:

2. Address: _ WESLEY WOODS NURSING HOME o Birth date. 3719769

3. Individual’s Status:X A. Applicant 1 B. Recipient
PP P 10.Marital status: SINGLE

4. Social report status?S A. Initial investigation I B. Reinvestigation

B. Current Assistance and Benefits: (complete applicable items)

1. Public Assistance (a) to applicant NONE (b) to others in household _N/A
2. Other agencies (such as DPH, VRD, Workmen’s Compensation, OASDI — date of entitlement) NONE

3. Veteran: | Yes XINo Receiving pension through Veteran’s Administration: 1Yes X No

Had hospitalization through VA? NO Date and site:
C. Present Conditions: . )
! Alone "' With spouse & children ‘ With parents ! With non-relatives
1. Living Arrangement: | With spouse ! With children ! With relativesX | Nursing home or institution

2. Describe composition of household, approximate ages and health of members, ty[.l)_e of housinﬁ, names of other
D

Medicaid recipients: MR. KING IS IN A NH; PRIOR TO ENTERING THE NH AND HOSPITAL,
HE LIVED ALONE.

D. Education:

1. Grade completed (circle one) 1 2 3 4 5 6 7 8 9 10 11 @)
2. College or additional education (specify) BS IN PHYS. ED. s WAS PURSUING MASTER'S IN PHYS. ED.
3. Special training (describe)

4. Quality of student AVEFRAGE 5. Reason for terminating school DTVING _ACCIDENT
E. Employment Record or Homemaking: (Do not list employer’s name)
1.
Date Part Full
From To Time | Time Description of work performed Reason for leaving

NEVER GAINFULLY EMPLOYED,

VOLUNTEERED AS A LIFE GUARD

DURING SUMMER BREAKS.

2. If rejected for work because of disability, explain:

3. Describe how disability affects homemaking and child caring roles: -

THE COMMUNITY, WE WILL NEED A HOUSEKEEPER AND PERSONAL CARE ATTENDANT.

4. Who is responsible for homemaking and/or child care?

5. Does employment of the type individual has performed exist in community?X! Yes 1No If yes, describe.

Is person doinl\?NaIn work now? UPON GRADUATION, HE SAYS HE HAD BEEN PROMISED TO BE HIRED

AS THE TE PRO AT THE COUNTRY CLUB.

Form 188 (04/04)
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F. Yocational Rehabilitation: N
1. Office of Rehabilitation Services status (date referred) Decision and plans:

NOT REFERRED AT TIME OF INTERVIEW.

2. Other treatment and/or rehabilitative efforts: (Heart, Tumor, Clinics, ETMH, DPH, any Health Clinics):

RECEIVING THERAPY AT SHEPARD SPINAL CLINIC

G. Limitations of Activity: (Description of individual as a disabled person)

1Xi Bedridden X Chair {Housebound | Ambulatory

2. Onset of present disability (please fill in date): 3/26/93
How has condition changed recently: NO CHANGE

3. Discuss all physical and mental limitations, handicaps, remaining capacities. Describe how and to what extent person does
things for self, how well gets around, help required from others, usual daily activities, etc. Compare present activities to those
prior to present illness. Include family’s and applicant’s attitude toward disability. MR. KING WAS A GRADUATE
STUDENT AT UGA UNTIL 3/26/93, WHEN HE SEVERED HIS SPINAL CORD IN A DIVING ACCIDENT.
HE WAS ADMITTED TO EMORY HOSPITAL ON 3/26, AND THEN WESLEY WOODS NH ON 3/28/93.
HEIS 62" IN HEIGHT AND WEIGHED 210 PRIOR TO THE ACCIDENT; HE NOWS WETGHS 130,

PRIOR TO THE ACCIDENT, HE WAS VERY ACTIVE, I.E., TENNIS, SWIMMING, AND BASKETBALL;
HE WAS FULLY CAPABLE OF TAKING CARE OF HIS PERSONAL AND PHYSICAL NEEDS. SINCE THE

A DEN n NAD 0 DO ANYTHING FOR HIM : PARA D FROM THE Nk
DOWN AND HAS BEEN TOLD THAT, "“THERE IS LITTLE HOPE THAT HIS CONDITION WILL IMPROVE"
HE IS RECEIVING THERAPY TO HELP HIM LEARN TO OPERATE A WHEEL CHAIR AND COMPUTER WITH
THE HELP OF A SPECIAL MOUTH PIECE. HE SPENDS ABQUT FOUR HOURS A DAY IN A WHEELCHAIR:
THE REMAINDER OF THE DAY IN A HQSPITAI RED HE SPENDS HIS DAYS GQOING TQ THERAPY
(1 HR./DAY), WATCHING TV, VISITING HIS FAMILY, AND "JUST THINKING". DURING THE

NI ER N H MED SOMEWHAT B R, "WHY ME?". HE HA QM DA OR TH RE :

"WITH THE HELP OF A PERSONAL CARE ATTENDANT AND TRAINED MONKEY, I PLAN TO RETURN TO .
MY CONDO ASAP."™ "WHEN I LEARN TO MASTER THE COMPUTER, MAYBE I CAN FIND SOME FREE

LANCE WORK - OR MAYBE I'LL BECOME A GREAT AUTHOR - WHO KNOWS?"

HIS PARENTS ARE VERY SUPPORTIVE AND ENCOURAGING; THEY VISIT HIM DAILY AND DISCUSS
"THE FUTURE"

SEF _ATTACHMENTS: PHYSTCTANS' DIAGNOSIS AND PRONOSTS; HOSPITAI AND NH RFCORDS; DMA-6

H. 1. Is person now usefully employed? (describe) NU

2. Amount of monthly gross income from above employment (include monetary value of income in kind):

N/A

3. Is person’s pattern to perform seasonal work when available? DID VOLUNTEER WORK EVERY SUMMER SINCE
HIGH SCHOOL

4. How has he managed to live since onset of disability? §1500/M0. FROM A TRUST FUND SFT UP BY
GRANDFATHER

5. When and how was person first known to this agency? APPLICATION FOR ABD MEDICALLY NEEDY

Date completed: 6/10/93 Signature of Investigator [ / / i At .
Form 188 (04/04)





 Evidentiary Evidence


Medical evidence is the cornerstone for the determination of disability.  Each person who files a disability claim is responsible for providing medical evidence showing he/she has an impairment(s) and how severe the impairment(s) are.  This medical evidence comes from sources that have treated or evaluated the claimant for his or her impairment(s).


Documentation of the existence of a claimant’s impairment must come from medical professionals.  “Acceptable medical sources” generally include licensed physicians, licensed or certified psychologists, licensed optometrists (for measurement of visual acuity and visual fields), hospitals, clinics, or other health facilities where a claimant has been treated.


Special emphasis is placed on evidence from treating sources because they are likely to be the medical professionals most able to provide a detailed, longitudinal picture of the claimant’s impairments and may bring a unique perspective to the medical evidence that cannot be obtained from the medical findings alone or from reports of individual examinations or brief hospitalizations.    Therefore, timely, accurate, and adequate medical reports from treating sources accelerate the processing of the claim because they can greatly reduce or eliminate the need for additional medical evidence to make a decision.


Information from other sources may also help show the extent to which a person’s impairment(s) affect his or her ability to function.  Other sources include naturopaths, chiropractors, audiologists, and speech and language pathologists.


Medical reports should include the following:

1. Medical history;

2. Clinical findings (such as the results of physical or mental status examinations);

3. Laboratory findings (such as blood pressure, x-rays);

4. Diagnosis;

5. Treatment prescribed with response and prognosis;

6. A statement providing an opinion about what the claimant can still do despite his or her impairment(s), based on the medical source’s finding on the above factors.   This statement should describe, but is not limited to, ability to perform work-related activities, such as sitting, standing, walking, lifting, carrying, handling objects, hearing, speaking, and traveling.  In cases involving mental impairments, it should describe the individual’s ability to understand, to carry out and remember instructions, and to respond appropriately to supervision, co-workers, and work pressures in a work setting.

In developing evidence of the effects of symptoms, such as pain, shortness of breath, or fatigue, or a claimant’s ability to function, information provided by treating physicians and/or other sources should include the following:

· The claimant’s daily activities;

· The location, duration, frequency, and intensity of the pain or other symptom;

· Precipitating and aggravating factors;

· The type, dosage, effectiveness and side effects of any medication;

· Treatments, other than medications, for the relief of pain or other symptoms

· Any measures the claimant uses or has used to relieve pain or other symptoms; and

· Other factors concerning the claimant’s functional limitations due to pain or other symptoms.
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REPORT OF STATE MEDICAL ELIGIBILITY UNIT

PROG: AMN

TO: BETH
FORSYTH COUNTY DFCS

P.0.BOX 21
CUMMING GA 30130-0071

REGARDING: JERRY AGE: §7  CASE NUMSB: S30531

DOB: 6/6/42 SEX: M RACE: W DATE RECEIVED BY SMEU: 12/14/99

DATE ENTERED: 12/14/99 DATE AD: 1/26/00 AD: A

STATUS:
M APPLICANT [[] RECIPIENT

TYPE OF EXAMINATION:
M} INITIAL EXAMINATION [J REEXAMINATION

UPON COMPLETION OF REVIEW OF PERTINENT MEDICAL AND SOCIAL DATA SUBMITTED ON THE
ABOVE NAMED INDIVIDUAL, DECISION AS TO THE DEGREE OF BLINDNESS, INCAPACITY, OR
PERMANENT DISABILITY IS REPORTED AS INDICATED BELOW-

ELIGIBLE: AS REQUESTED, DISABILITY AS DEFINED BY SOCIAL SECURITY AND SSI REGULATIONS IS
MET BY THIS CLAIMANT.

INELIGIBLE:

,cty{é»u ,% \
JAN 26 2000 Retloo 2

DATE KATHLEEN BYERS, M.D. STATE MEDICAL ELIGIBILITY UNIT




PG-11

