
MEDICAL NEEDS
lr4ichigan Deparh-nent of Health and Human Services

INSTRUCTIONS: To be completed annualfy by a physician,
nurse practitioner, physical or occupation theraplst. Please
print or t5,pe.

Medical Provider .

We would appreciate your cooperafion in
complafing Sre spaces checked below. ln
addifion to a physician, Box A may be
conrpleted by a physician's assishnt
certifi ed nurse-midwifu , ob-gYn nurse
pracffioner or ob-gm clinical nurse
spacialisl Provid JCirr ust be [,ledicaid
enrolled. An addi-essed, prepaid envelope is
enclosed for your convenience.

Deparbnent of Health and Human Senices.

Dase Name

Case Number Reciplent lD Nr.rmbar

Pafienfs Name Pafienfs Birh }ate

County Disb-ict Section' Unit Speciahst

Specialist Speciatist Phone Number

()

You are hereby_authorLed tr release fl-re informalion request=d below fo: the lr4ichi dtl

Patienis or Representative's Signat'.rre Pafenfs Name Signat-rre Date

AuhorLed Spacialsf s Si gn-ature Signature Date Local MDHHS Office

EA Pregnanry Deiivery @:pected) Date Number of maiiml)y verif,ed unbom children

nB Diagnmis(es) i Treai:-nent plan for flris patient

[]c Chronic ongoing illness Dv=s Eruo

DD Estimaied nunber of ofrce or clrric vis-rb

fimes per ! week f monh I eua*er ! Oti-,er (pl=a<e Specifo)

\Atill flris l_] \,fS, i,trnen
change? E ruo --eate)

EE Give esfimated nurab=r of months for the ciiagnosis in ts t-rat medbJ t-adr-rent will be required

I L-irefime

DF ls the patient norrambulabry4

fl .\€s E r'ro
lf Yes. e>qlain:

EG Does pafient need special bansporta6on? lfYes, iniicate mode offanspof"afion needed (e-g-, van with vrheelchair trrt, ambulancq ehJ

EH Does someone need to accompany the padent b the med'ic;al appoint-nent? lf yes, who / why?

Do you cariify fhe pafient has a madiral nesd fDr =.sishnce witr any
of the personal care ac{vi6es iisted below?

Dh=ck any complex rare seNic-s needed.

trr DNO
Eaiing Dressing [4=a1 Preparafion
Toilefing Translerring Shcpping
Bathing hilcbiliiy L_aLrndry
Gmomino Talinq Madiraiions Housework

Dsp
! can-,=ers or Leg Bass f] B.d=o= PreverTtion

i-l Dolostomy Cm fl R-s= of h.4otion

f aowel Program f] ot'-,=r_

EJ
canpatientworkatusuaj occupafion? Ercs D \Es,Lrutwiffrlmiafions(Spa:i[,below) E ruo(Howlong]

Can Pabert work 
=t any job-t E iE,s D i'Es br-rt with lrmiFafions (Specifo betou) f lfo (How tcng!

trK
O$rer @plain)

TL ls fhe spol-se or Eareni of the above drvabled indviCLral needeC in fhe home to proviCe rare? D i.fS D f.f O
Spouse or parent Eannot engage in work drre to the e:tent of rai-e required E ieS E t f O
I-iow l:ngc

Date pafientllzs last se=n lft you a M-*riicaid enrotled provider? tr \€S I t'iO

Name and iifle frrint or\pe) MA enmlled Provider Signab_rre

National Provider ldenffier (lrlPI) lilrrmber Signaturenate @r

AUTHORITY: Fedeml 45 CFR of 23320, CFR 440. 1 0 and CFR 44020
COI.TPLilONL Voluntary
P=\IAITY: Benefts rnay be afleded.

i-he l,,6rcnigan bep
dis:iTinate aoainsl any irdividral or grcup beeuse of mi= retigion. age, naiioral
onorr\ cDlor, heiqtr, weigh[ mariial shfu\ geneiic infomaion sex sexml orientaEon,
genler rdendry or expmlon, poliitcr btshets or dsabiliry.

L-



DHS.39O, ADULT SERVICES APPLICATION
Michigan Department of Health and Human Services

(Revised 10-21)

Note: lf vou need help to complete this application, please indicate what kind of help Vou need.

I Sitlngual Interpreter E Sign-language interpreter for the deaf
E Otfrer (specify)

FOR DEPARTMENTAL USE ONLY

1. Case Name

4. County

6. Worker

2. Log Number 3" Recipient lD Number

5. Date

7" Worker Phone Number

CLIENT INFORMATION

8^ Full Name of Person Needing or Requesting Services

9. Date of Birth (MM/DDiYYYY) '10. Social Security Number

11" Address (Number, Street, City, State, Zip Code)

12. Phone or Cell Number '13. TTY Number (Teletype for the deaf)

SECTION A - DEPARTMENT PROGRAMS: Below is a brief description of the services provided by
the Department. Check the box or boxes which describe the services you need or problems where you
desire help.

1. [] Home Help
Services to help pay for someone to assist with personal care and housekeeping

2. E RAult Community Placement
Services for adults who can no longer remain in their own homes. lncludes help finding an adult
foster home or home for the aged and services for people living in these settings.

3. I Other Services
Nonpayment services to help adults stay safe in their own homes. Services may include
information and referral to other community resources.

IF YOU OR SOMEONE YOU KNOW IS IN NEED OF PROTECTIVE SERVICES, CONTACT
CENTRALIZED INTAKE FOR ABUSE OR NEGLECT AT 855-444-3911.

SECTION B - CURRENT SITUATION: Check all boxes that apply to you.

1" Your Status as a Recipient
a. I Medicaid (MA) recipient
b. E Medicaid application pending
c. I Supplemental Security Income (SSl) recipient
d. E n/t Choice Waiver recipient
e. I PnCE recipient
'f . E wt Health Link recipient
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g E Community Mental Health (CMH) recipient

h E Food Assistance recipient
i f] Family lndependence Program (FlP) recipient
j I State Disability Assistance (SDA) recipient

k. I Veteran Affairs recipient
t. n other

2" Living Arrangement (Check all boxes that apply to you and answer related questions)

a. E Alone
b. E Witn spouse (lf married answer questions below.)

ls spouse disabled? [ Yes E f,lo

ls spouse working? [ Yes E ruo

Full name of spouse Date of Bitlh

c. E Witfr children under age '18. How many?
d. fl Witn others (relatives and non-relatives) How many? _
e. E Live in adult foster care facility, home for the aged.
f. ls client in a hospital or nursing home? E yes E tlo
g Does the recipient have a guardian? I Yes E f.lo

Name of guardian
h. ls a caregiver/provider already identified? E yes E ttto

Read the following statement, sign, and date the application.

I wish to apply for one of the adult services programs. I certify that the information I have given is correct.
By signing, I acknowledge that I have read and agree to the rights, responsibilities, and important things
to know described in Section C of this application.

Signature of Client or Authorized Representative Date

DHS 390 (Rev. 10-21) Previous edition obsolete. 2


