
  

     
 

       
   

    

      
   

 

 

 

 

 

 

 

 

 

 

 

 

 

   
  
  

 
 
 
 
 
 

 

 

   
 
 
 
 
 

  

  

   

   

 

Instructions for Page 1 -

 The first page of the notice will help you select the appropriatecontent for 
each specific situation.

 Text in red will not print

 Select the appropriate scenario and a notice for theconsumer’s specific
situation will be generated.

New Decision Notice 
Information and 
Instructions Guide 

Updated with the New Service Plan and Notice (SPAN) 

Provided by the: 

Department of Human Services 

Aging and People with Disabilities 

Medicaid Services and Supports Unit 

Revised August 2018 



 

  

 

 

 
 

     
   

    

      

      

      

   
 

       
  

      
 

Selection Page 

The Selection page allows the CM to select the specific situation for each 
consumer. It is important to remember: 

• Sections in red will not print. 

• To review any instructions provided and check the appropriate boxes. 

• The notice will generate depending on the selections made. 

• That notices should be printed by using the “Print Notice”button. 

• The “Print Notice” button generates only the pages needed by the 
consumer. 

• When saving to EDMS, use the “Print Notice” button and use a Print 
to PDF option. 

• Notices should not be printed or saved to EDMS by any other 
method. 
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Instructions for Page 2 
Demographic information must be typed in. The form is not yet loaded as an OA 
form. Please remember that all the consumer-specific information must be filled in 
completely.  This includes: 

1. Branch # 8. Case manager’s phone number 
2. Consumer’s Prime (DO NOT LEAVE BLANK) 
3. Program Code 9. Consumer’s or 
4. Date of Birth Representative’s Name (First, 
5. Consumer’s name Middle Initial and Last Name) 
6. Date the notice is mailed 10.Mailing Address (Line 1) 
7. Case manager’s name (Please 11.Mailing Address (Line 2) 

note: this should be the name 12.City 
of the CM who completed the 13.State 
assessment) 14.Zip Code 

Page 1 will load the specific information for NF/CBC/PACE or in-home 
consumers. The example above shows an in-home consumer that is being re-
determined for eligibility. For both types of cases you must: 

15. Enter the date of the assessment – type the date or select from calendar 
16. Select SPL level from drop down. Please note - no SPL 99 
17. Select eligibility status: 

o Therefore, you are eligible for services. 
o Therefore, you are not eligible for services. 

18.Enter or select previous assessment date (if it is a redetermination). 
19.Select previous SPL level from drop down (if it is a redetermination). 

For in-home consumers you will need to complete the following: 

20.The date will autofill when the mouse points to the field. 
21.The total hours will autofill as the form is completed. 
22.Enter the number of exception hours authorized for the consumer, if any. 
23.The date of the previous assessment will autofill when the mouse points 
to the field. 
24.The total hours will autofill as the form is completed. 
25.Select from the dropdown box the best option that describes the 

consumer’s specific situation. Options include: 

o This is a new service plan authorization; 



 

    

 

 

    
 

   
 

     
 

      
     

       
    
   

    
  

     
   

       
       

   
   
       

 

Instructions for Page 2, continued 

o This is an increase in the total hours authorized from your last service 
plan. 

o This is a decrease in the total hours authorized from your last service 
plan. 

o The total hours authorized in your service plan have remained the 
same. 

26.Enter the effective date of the notice. This must be at least 10-days from 
the date the notice will be postmarked if it is a reduction. 

o For in-home cases, align the effective date with the service period. 
• First day of the service period for reductions and changes. 
• Last day of the service period for closures. 

o For NF and CBC, make the effective date the last day of the 
appropriate month. 

27.This is one of the MOST important boxes in the entire notice. This is 
where you summarize why the consumer was assessed at the level they 
were. You must use consumer-friendly language and not use jargon or rule 
language. Each notice must be specific to the consumer. 

o Clearly explain the reason for the SPL. 
o Only address the ADL(s) that drive the eligibility 
o Clearly explain the difference if there is any change in SPL 
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Instructions for Page 3 

1. On page 3 there is a free text box. In this box you need to: 
Document who was at the assessment 

o Be specific – include names and relationship.  As examples: 
▪ You, your daughter Sylvia, and I were at your assessment. 
▪ You, Fred Smith (your homecare worker), your friend 

Nancy Smith and I were at your assessment. 
Include any collateral information that was used to make your assessment. 

o Again, be specific. As examples: 
▪ We reviewed the Care Plan provided by Happy Home Assisted 

Living Facility. 
▪ We discussed the service provided with the Director of Nursing 

at the Nursing Facility. 
▪ We reviewed medical records provided by Doctor Smith dated 

12/2016 through 4/2018. 
o Use all collateral information that you have available to you. 

2. If this consumer is eligible for services and is living or will be living in a 
CBC, NF, or receiving services through PACE, this information will display 
and will need to be completed. 
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Instructions for Page 4 

Page 4 is for Extended Waiver Eligibility (EWE). 

Please remember that the red text will not print. 

1. Select the appropriate box for the consumer’s specific situation. The page 
will generate the appropriate information for the consumer’snotice. 

2. If the consumer is not SPL or EWE eligible, you MUST enter information in 
the free text area that explains why they are not eligible. Use plain 
language, free of jargon. 

Here are some examples: 

• You are not eligible for Extended Waiver Eligibility services because you 
live in your own home and have no history of evictions or abuse before 
you came onto services. 

• You are not eligible for Extended Waiver Eligibility services because you 
did not follow through with what you agreed to do for your transition 
plan. 

• You are not eligible for Extended Waiver Eligibility services because you 
are going to live with your daughter which is a safe place for you to live. 



    

 

 

 

 

Copy of Page 5 



   

 

 

 

 

     

   
    

 
    

    
   

         
        

 
 

     
      

Instructions for Page 5 

Page 5 is about State Plan Personal Care Services. 

Select the appropriate option to meet the consumer’s specific situation. The red 
text will not print, but it will allow you to complete the information later in the 
notice. 

1. If you select option 2 
a. You will be able to inform the consumer how many hours they will 

get each service period. 
b. You will also need to fill in or select the effective date. 

2. If you select options 3, 4, 5, or 6, see the next two pages. 

Please note that the 540 and 541 are only required when doing a redetermination 
for SPPC, in which case the SPAN form is not used. In all other cases, the SPAN 
replaces the 540/541. 



 

     
 

  

Copy of Page 5, continued 



 

     
 

 

 

     

   
    

   
         
    

 

Instructions for Page 5, continued 

Page 5 is about State Plan Personal Care Services. 

3. Select the appropriate option to meet the consumer’s specific situation. 
The red text will not print but it will allow you to complete the information 
later in the notice. 

4. A free text box will display if boxes 3, 4, 5, or 6 are checked. 
5. If this occurs, explain in plain language why the consumer is not eligible for 

SPPC. 
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Instructions for Page 6 

Note: This page will be blank if the consumer is ineligible for services or the 
consumer is receiving services in a CBC/NF setting. 

There are three parts to page 6 

• Pay-In & Independent Choices Program 

• Shift Services 

• Spousal Pay 

Pay-In and ICP Services 

If the consumer has a pay-in, check the box and enter in the amount owed for the 
initial and ongoing months. Please make sure the pay-in worksheet is included. 

If the consumer is receiving services through ICP, check the box and enter in the 
benefit amount for the initial and ongoing months. Please make sure the 546IC-
two week is also provided. 

The 541N is not required for service eligibility. 



 

     
 

 

 

 
 

 

 

 

 

 

 

Copy of Page 6, continued 
Shift Services 
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Instructions for Page 6, continued 
Shift Services 

Check the appropriate boxes for the consumer’s eligibility for Shift Services. This 
must be completed for every in-home consumer. 

YOU MUST ASSESS ALL IN-HOME CONSUMERS FOR SHIFT SERVICES. 

If the consumer is not eligible for shift services, select all of the appropriate 
dropdown selections for Shift Services. Remember to only select the ones that 
apply to the consumer. Drop downs include: 

• There is a more cost effective way to meet your needs per OAR 411-030-
0050(2)(B)(vi). 

• You do not need help with an ADL/IADL task each waking hour (OAR 411-
030-0068(2)(a)). 

• You are not a Full Assist in Mobility, Elimination, or Cognition per OAR 411-
015-0006. 

• You do not have a qualifying debilitating medical condition per OAR 411-
030-0068(A)-(C). 



 

     
 

 

 

 
 

 
 

 

Copy of Page 6, continued 
Spousal Pay 
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Instructions for Page 6, continued 
Spousal Pay 

If the consumer applied for Spousal Pay and is approved, check “Yes.” 

If the consumer applied for Spousal Pay and is denied, check “No” and use the 
free text box to enter the appropriate reason and rule from the APD worker 
guide. 

If the consumer did not apply for Spousal Pay, check “No” and leave the box 
blank. 
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Instructions for Pages 7 through14 
For each ADL and IADL component from the assessment: 

1. Select the appropriate need level as assessed in the previous assessment 
where the consumer has been receiving benefits. This section will not 
display for consumers who are not currently receiving services. It is 
important to select the “former” rule option if the consumer was 
assessed prior to 10/1/17. 

2. Select the appropriate need level of the current assessment. 
3. Select the most appropriate reason from the following: 

a. The amount of care you need is indicated below. “Not Previously 
Assessed” is a b. Your care needs are similar to your last assessment. 
dropdown option. c. Other information supports lower needs than requested or reported. 

d. You need more help in this area since the last assessment. 
Select this only if: 

e. You need less help in this area since the last assessment. 
f. You need less help now because your condition has improved. For Cognition, 

the previous g. You need less help now because of a home modification or medical 
assessment was equipment. 
prior to 10/1/17. h. You told us you do not need assistance at least one day per week. 

or i. You told us that you do not need assistance each time you perform 
this task.The previous 

assessment was a j. Although you may need assistance, the type of assistanceneeded 
4 ADL assessment does not qualify. 
only (i.e. living in k. According to your provider, you do not need assistance inthis 
a NF) area that meets rule. 

4. In the free text box, in plain language, explain the reason the person is 
assessed at the specific need level. Discuss any changes that have 
occurred since the last assessment. The free text boxes MUST not be left 
blank. Do not copy from the 002N comments. 

a. Use consumer-friendly language. For example: 
i. Your physical therapy allowed you to gain enough strength 

to help you walk again without any help. 
ii. You can walk in your home by yourself. 

iii. Your bathroom was changed allowing you to get up from the 
toilet without any help. 

iv. You have since recovered from your X medical condition and 
no longer need any help. 

v. You let us know that due to your medical needs, you are now 
needing help with dressing and undressing every time. 

vi. Although you prefer someone in your home while you take a 
shower, that is not a need we cover. 



 

 

 

      
 

  

   

    

   

    
  

 

      
     

     
   

  
   
   
   

     
   

  
   
   
   

       

  

   

     

   

       

  

   

  

   

         

  

Instructions for Pages 7 through 14,con’t. 
Hours Section 
This section will not generate for: 

• NF/CBC/PACE consumers; 

• If the consumer was closed; or 

• If the consumer was denied. 

For in-home consumers, do the following for each ADL and IADL (note that line 
for previous hours will not be available if the consumer is not currently receiving 
services): 

1. Select the appropriate need level that was assessed in the previous service 
plan NOT the assessment. It is important to select the “former” rule option 
if the consumer was assessed prior to 10/1/17. 

a. General options are: 
i. Independent; 

ii. Minimal Assist; 
iii. Substantial Assist; or 
iv. Full Assist. 

2. Select the appropriate need level from the current service plan. 
a. General options are: 

i. Independent; 
ii. Minimal Assist; 
iii. Substantial Assist; or 
iv. Full Assist. 

3. Enter in the total number of hours the consumer was authorized in the 

previous service plan. 

a. This includes any exception hours. 

b. If the previous plan is under the monthly format, it will need to be 

converted to the two-week format. 

4. Enter in the total number of hours the consumer is authorized in the new 

service plan. 

a. This includes any exception hours. 

5. Select the most appropriate reason (most options include why the 

need level has changed). 

a. Your hours were determined by rule and how much help you need 

from others. 



 

 

 

      
   

     

      

 

   

      

    

 

       

     

      

  

       

 

    

 

       

      

   

     

    

      

       

      

       

  

     

     

        

      

  

       

Instructions for Pages 7 through 14,con’t. 
b. Your care needs are similar to your last assessment. 

c. Other information supports lower needs than requested or reported. 

d. You have been approved exceptional hours based upon your care 

needs. 

e. The tasks that comprise this activity have changed. 

f. Per your provider, you don't have a need in this area that meets rule. 

g. No hours have been authorized in this activity because you are 

independent. 

h. You need less help in this area since the last assessment. 

i. You had a condition during your last assessment that has improved. 

j. You reported you no longer need assistance that was previously 

being provided. 

k. You now have medical equipment that decreased your need for 

assistance. 

l. A modification done to your home has decreased your needfor 

assistance. 

m. You need more help in this area since the last assessment. 

6. If less than the maximum hours are being assigned, 

a. Check the box provided. 

7. Select from the dropdown list, even when box is not checked; 

a. The maximum allowed hours were authorized. 

b. You have been assessed as independent, no hours areauthorized. 

c. If the box was checked use one of these dropdowns: 

i. 411-030-0070(2)(c)(A) - Reduced frequency and duration 

ii. 411-030-0070(2)(c)(B) - Durable medical equipment or home 

modification reduces need. 

iii. 411-030-0070(2)(c)(C) - Individual preference. 

iv. 411-030-0070(2)(c)(D) - Natural supports. 

v. 411-030-0070(2)(c)(E) - Provided or funded by another agency. 

8. In the free text box that is provided, explain in plain language whythe 

hours were not fully assigned. 

a. The free text box is not used if the max hours are assigned. 



 

 

        
 
 

 
 

 
 

     

         
         
        
        
       

 

 

 

 

 

Copy & Instructions for Pages 7 - 14,con’t. 

7 

8 

1 & 2 

3 & 4 

Examples of Free Text When Authorizing Less than the Maximum Hours 

• Rules have changed and fewer hours are now allowed forthis task. 
• You do not need as much help in this area. 
• You son John helps you with this task. 
• This task doesn’t happen as often or is not taking as long as it did lastyear. 
• You do not want this task done by apaid caregiver. 
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Instructions for Page 15, continued 

Skip this page for consumers who are in a NF or CBC. 

This page includes hourly exceptions and weekly cap exceptions. 

You can print just this portion if: 

1. The consumer has requested an exception during a current assessment 
period and you are not doing a new assessment. 

2. The exception took longer than the rest of the process and you have 
already authorized the maximum hours available without anexception. 

3. A new exception decision was made after a service plan has beenprovided. 

HCW Cap Instructions 

If the consumer has asked for an exception to the weekly HCW cap. 

1. Mark the box. 
2. Complete the table for each HCW the cap was requested for: 

a. Enter HCW’s name in HCW column 
b. Enter decision (Approved or Denied) in Exception Decision 
c. Enter new weekly cap in the Hourly Cap 
d. Enter Effective Date 
e. Enter End Date 

3. In consumer-friendly language, enter the reason the decision was made. 



     
 

 

 
 

 

  
    

   
  
  
   

   
   
   

    
     

      
     

      
   

    
     
      
   

     
     

   
 
 

Instructions for Page 15, continued 

In-Home Exceptions 

4. Check the appropriate box 
5. Complete this line once a decision has been made: 

a. Enter the decision 
i. denied 

ii. approved 
iii. partially denied 

b. Select who made the decision 
i. Central Office 

ii. the Local Office 
c. Enter the Effective date in Effective space 

i. Type in date or use calendar option 
d. Enter the End date in End space 

i. Type in date or use calendar option 
6. You only need to complete the sections for ADLs the consumer requested 

an exception for. 
a. Enter max hours per the rule in Max Hours column 
b. Enter the number of EXCEPTION hours the consumer isrequesting 
c. Enter the number of EXCEPTION hours that were approved 
d. The hours will auto fill in the Total Hours Approved by pulling the 

hours from the hours entered in from pages 7-14. 
7. In the free text box, using consumer-friendly language, explain the 

reasonthe decision was made. 
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Instructions for Page 17 

The Service Plan Agreement replaces the use of forms 001N and 914. Leave this 

form blank if the consumer is ineligible. 

1. Name and Prime will autofill. 

2. Select “Case Management Services” unless the consumer is on MAGI or ina 

NF/PACE setting. 

3. Select the services the consumer has agreed to receive 

4. If the consumer is in a CBC setting: in the field below it, enter in the type of 

placement (i.e. Assisted Living, Adult Foster Home, etc.) 

5. The consumer may check the box if they disagree with the 

assessment or service plan; however, they still need to sign. 

❖ The consumer or representative and the case manager must sign theform. 

❖ The provider must sign if the consumer lives in a CBC or NF setting. 

❖ A new signed agreement needs to be on file after the completion of each 

assessment in which the consumer is determined eligible. 


