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471-000-9 Form DM-12D, "Social Study" and Completion Instructions

Use: Local office staff complete Form DM-12D to submit information to the State
Review Team (SRT) for -

1. AABD/MA or SDP/MA cases when an initial or a continuation review for
disability/blindness is needed by the SRT;

2. ADC-I/MA (Incapacitated Parent) cases or Employment First Exemptions when
an initial or a continuation review for incapacity is needed by the SRT;

3.  Working Disabled cases when an initial or continuation review for working
disabled is needed by the SRT;

4. Emergency Medical Services for Aliens cases when a determination is needed
by the SRT. (Please indicate under which category of Medicaid eligibility the
applicant would be reviewed if s/he were a US citizen; e.g., ADC, ADC-I,
AABD, CMAP); or

5. Cooling Assistance cases when a medical need determination is needed by
the SRT.

Number Prepared: Form DM-12D is completed in duplicate.

Completion: The local office worker completes Form DM-12D. In the upper left hand
corner, check the box(es) which indicates under which program(s) the SRT is reviewing
the case.

1. Enter the client's name and address.

2. Enter the client’s Social Security number, date of birth, sex, and marital status.

3. Enter the name of the local office worker submitting the form, the local office
name, and the date the form is completed.

4. Enter the original date of request for assistance, the medical effective date
requested for the current SRT review, and the client's current living
arrangement.

5. Circle the highest grade level completed. Check the box marked "Prior
Vocational Training" if the client has received any type of vocational/technical
training and specify the type of skill trained for on the line provided. If the
alleged disability/incapacity may be related to mental retardation, list the
client's 1.Q. as established by psychological or psychiatric tests or obtain
copies of .Q. evaluation/report and submit with medical information.

6. Enter the date the client last worked. List the client's work history in reverse
chronological order, last employment first.

7. Enter the current RSDI status. Also check any other source of support
currently being received by the client.

8. Enter the date the client last applied for SSI and check the status of the
application. If the client was not referred to SSI, check this box and specify the
reason a referral was not made.

9. List the date(s) (from/to), place, and reason for both inpatient and outpatient
medical/psychiatric evaluation and treatment.

10. The worker asks the client questions 10A through 10G and enters his/her
response.
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11. The local office worker completes this section based on knowledge or

observation of the client's situation.

11A.Record personal observations or mark “did not see the client”.

11B. Record information on earned income for all persons, including the
working disabled applicants, who are or have worked during any period
of time for which eligibility is being requested.

11C. Include any information that the worker believes the SRT should know
for purposes of this review and that has not been included anywhere
else on the Form DM-12D. In addition, for AABD/MA or SDP/MA cases,
include a statement that clearly establishes the basis for the referral to
the SRT. For example,

a. Denial by SSI based on duration; or

b. Disability determination needed for month(s) prior to month of SSI

approval;

For direct referrals to the SRT based on 469 NAC 2-007.03B 1-5:

c. Excessincome or resources for SSI;

d. The applicant requires immediate long term hospitalization and/or
treatment for a severe impairment before SSI can make a
determination;

e. Institutionalization;

f.  Death; or

g. The applicant is a non-US citizen who cannot be reviewed by SSI.

Distribution: The original Form DM-12D is submitted to the HHS Finance and Support,
Medicaid Division, State Review Team with the required Form DM-5 and medical
reports; a copy is filed in the case record.

Retention: Form DM-12D is retained in the case record for four years.
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Lt i Dyjyisjon of Medicaid

DHHS 4 SOCIAL STUDY

.. (Disability/iIncapacity Determination)

OMedicaid — Disablad

OMedicaid — Blind

OMedicaid — Incapacity (includas pragnant women in a two-parent household who fail applicabls FPL and deprivation)
OMedicaid Insurance for Workers with Disabilities (MIWD)

Emergency Medical Services for Ineligible Aliens (EMSA):
O Medicaid {Single parent/parent carstaker relative including those that fail pregnant women standards due to income)
O Pragnant Women (includes 599 CHIP cases for pregnant woman with complications or retro madical)
O Madicaid — Disabled
[ Meadicaid — Blind
[ Maedicaid — Incapacity (includas ineligible alien pregnant women in a two-parent housahold who fail applicable FPL and deprivation)
O Children’s Medicaid

CLIENT INFORMATION
Cliant SN / Interim SSN:

Mame of Client: Address: Client DOB:

Sew: OM OF Marital Status: [ISingle O Separated OOM D | Original Date of Client Request: Meadical Effective Date Reguestad:

Living Arrangements: [JNursing Home / Long - Term Care [JHospital
Otther:

Dates of eligibidity undar State Disability Program (i appicable)

LITERACY AND EDUCATION
Last Grade Completad: 00 O1 02 O3 04 05 O6 O7 O8& O9 O10 O O42
College: O1 O2 O3 O4
Prior Viocational Training: OY
Skl Trained Far:

SSI STATUS
Date Last Applied for 3SI:
Pending S5I: Oves OMo
Approved S5l: OYes OMo
Denied S5I: Mark one if client was denied S51:

O Duration 0O Severity O Excess Income O Excess Resources

In Appeal with S5I:

OYes OMo

Mot Aefomed (Diroct Rofomal)
o 35k

Pick one if submiting a Direct Refarral for a disability determination:

O The individual has income and/or resourcas in excass of the limit for the S51 Program.

O The individual requiras immediate long-term hospitalization and'or treatment for a severs impair-
mant before S51 can make a detarmination, or would be required to extend his/her hospital stay
solely because of a delay in processing the S51 application.

O The individual is institutionalized (e_g.. in a nursing home or public institution) and 551 will be unable
o make a determination.

[ The individual is deceased and 551 will not make a disability detarmination.
O The individual is a non-U.5. citizen who SSI will not review.
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CURRENT SOURCE OF SUPPORT

RSO Pick One for RSDI:
OPending [ Approved Aged [ Approved Disabled O Approved Dependent O Denied Duration
O Denied Severity O Deniad MNat Insured

VA: Oves OMo

Unemployment Benafits: OYes OMo

ADC: OYes [OMNo

General Assistance: OYes OMo

Retirament Pension: OYes OMo

Family: OYes ONo

Worker's Comp: OYes OMo

Othar: OYes CMNo

REFERRED CLIENT'S EMPLOYMENT INFORMATION FOR THE MOST RECENT 2 YEARS
Date last worked (month/year):

From {month/year): To (menthfyear): Descripfion:

Inpatient Medical'Psychiatric Care (most current first) for ime period requested:
Data: Where: Reason:

Outpafient Medical/Psychiatric Care (most current first) for ime period requested:
Data: Where: Reason:

SPECIAL NOTE TO WORKER COMPLETING THIS FORM: It is important to remember that the State Review Team has had no
opportunity to ses or talk with the client personally and must depend upon the writtan information provided by you and the physician.

10 A.What are your symptoms, and what is the nature of your disabilityincapacity?

10 B. When did your disability/incapacity start? Drate your medical condition first prevented work:

10 C. How long will it last?

10 D. How are you limited in your activities at work?

DM-12D (25003) Rew 813
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10 E. Who are all the primary and consulting physicians involved in the care of your condition/s for time period requastad?
{Please give the physician's name, speciality, and address.)

10 F. Do you think you will be able to return to your previous ling of work? Why?

10 G. What special circumstances, in addition to the above, do you want the State Review Team to know about yourself?

TO BE COMPLETED BY THE WORKER

11 A. Working information (must be completed for all clients with earned income regardless of reason for the SRT review).
Job Type:

Gross Earnings/Month: HoursWeek Working:
11 B. Please include a brief social history of any information that you feel the State Heview Team should know in reviewing this case that has not
been brought out already (2.9., other conditions or problems).

DM-12D (25003) Rev 813
(Prestous version should NOT be used)



