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MANAGING CARE HELPERS IN THE HOME 
Helping older relatives or friends prepare, supervise and plan for paid and/or volunteers help in 

the home 
 

FREQUENTLY ASKED QUESTIONS ABOUT  
MANAGING CARE HELPERS 

 
Being a family caregiver is not about doing it all yourself. It is about making sure your relativeÕs 
heeds are met. In this role, there may come a time when you and your relative decide to start 
using help beyond what family and friends can provide. This decision must be made with your 
relative when possible, based on informed choices among available home care options, good 
judgment and fitting a service to your family care situation. The next step, after hiring a paid 
caregiver or arranging for volunteer help, is to prepare yourself and your relative to share their 
home and supervise the daily care being provided.  The following information will help guide 
you in the successful management of home care helpers. 
 
What should my relative and I expect to gain from h aving paid or volunteer help come 
into the home? You should start with having realistic expectations of what the service can 
and cannot offer. Homemakers donÕt give baths and usually home health aides donÕt clean. 
You may have to train the care helpers to perform tasks the way you or your relative likes to 
have them done. Be aware that the same helper may not be available all the time depending 
on schedules, time-off and illness. Benefits to your relative may include companionship; 
different approaches to care leading to favorable results in health, functioning and behavior; 
and overall improved happiness and wellbeing. Benefits to you as the caregiver may include; 
respite/personal time; reduced stress; transportation for your relative to medical appointments 
and recreational activities; learning new caregiving skills; peace of mind; and a better 
relationship with your loved one. 
 
What type of information should I gather that would  help the caregiver understand my 
relativeÕs needs, likes and dislikes?  Begin by creating a Personal Profile  of your relative. 
Write down information in the following areas: 

!  Names Ð the name your relative prefers to be called, names of family members, 
where they live and how they contribute to your relativeÕs care. 

!  Health  Ð medical conditions, treatments, medications, allergies, status of 
vision/hearing/speech and aids used, and the location of advance directives, if 
applicable. 

!  Eating/Drinking Preferences Ð dietary restrictions, if any. 
!  Daily Routines Ð waking, sleeping, meal/snack time, exercise times and type of 

activities, best time of day, most difficult time of day. 
!  Getting Around Ð right/ left handed, assistive devices used (canes, walkers, 

wheelchair), assistance needed both inside and outside of home, transportation used 
to medical/professional appointments. 

!  Assistance/Supervision Needed with Daily Activities  Ð eating, dressing, grooming, 
bathing, etc. 

!  Activities/Hobbies Ð description of activity as well as time of day preformed. 
!  Emergency Contacts Ð names and telephone numbers of: family members an 

friends, treating physicians, pharmacy(s) used, health insurance information, 
emergency medical department preference and poison control 

 
Make a copy of this information for all helpers inv olved in your relativeÕs care. Care 
helpers must know what to expect. 
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What questions should I ask to make sure the care h elper understands what my 
relative and I need? What you are looking for in home care is trustworthiness, reliability, 
dependability, skills, good natured care and patience. You and your relative will need to 
observe and evaluate the helper. Consider asking yourself the following questions:  

!  Is the care helper compassionate, professional, calm and proud of their work? 
!  Is the care helper trained in first aid and other appropriate care techniques? 
!  If your relative ha a Prehospital Medical Care Directive (orange care and page), 

does the care helper understand the terms of the directive and is willing to abide 
by them? 

!  What can the care helper do to help us now? 
!  Is the person willing to abide by household rules? (Smoking restrictions, TV or 

telephone use) 
!  What will happen if the helper has an emergency is sick and/or unable to arrive at 

their scheduled time? Are there prearranged times when the care helper will not be 
available? Have they planned for problems with transportation, childcare, etc? 

!  What arrangements need to be made about vacation and holiday coverage and 
wages? How far in advance should they inform you about taking time off? How 
much time off and how often? 

!  If the helper willing to do things the way your relative wants them done? 
!  Is the helper willing to be flexible and do extra tasks if the need arises? 
!  Are there cultural sensitivities or language abilities that should be addressed? 

Make a list and discuss with the care helper what you expect them to do, how 
often and how you want tasks/activities to be preformed. For instance, how many 
meals will be prepared each day, the time they will be served and the menu that 
will be followed. Or, consider identifying and discussing the specific cleaning duties 
to be completed, how often and what cleaning supplies might be used. Keep in 
mind the helper has been trained in basic health, home management and personal 
skills and may have valuable insight about your relativeÕs care. Once you have 
agreed upon the specifics of the care to be provided, use this list to write a 
contract, so that both you and the care helper have a copy of what was agreed 
upon. Make sure you include what the helper should expect to happen if the terms 
of the contract are not met. 

 
Many families choose to hire a care helper privately rather than through an agency. Be 
aware that as an employer you are required to complete certain payroll and tax 
documents including tax withholdings, FICA and other related taxes such as 
unemployment compensation. The care helper will also need to complete an I-0 form for 
immigration purposes. For a fee, independent accountants or local accounting firms will 
assist you and make sure you have completed all the required documents to protect you 
as the employer and the care helper as the employee. 
 
My relative has memory problems. Even though we dis cussed and agreed upon 
obtaining outside the family help, my relative has probably forgotten and might be 
resistant to accepting help. How do I introduce the  care Helper to my relative?  Most 
importantly, you should arrange to be present when a new care helper arrives at your 
relativeÕs home. This provides an opportunity to observe and evaluate the situation. Have 
they received training in caring for persons with memory problems? Is the helper pleasant, 
professional, and sociable? Is your relative fearful, uneasy or in need of reassurance? Are 
they able to strike-up a conversation? Many time a new person or activity is scary and 
threatening for persons with memory disorders. Care helpers should be informed about 
your relativeÕs memory problem and their possible resistance to help prior to arriving at the  
home. Take advantage of this time to discuss possible approaches to be used for 
introducing your relative to the care helper so that they both  may feel  comfortable and at  
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ease. For Instance, introduce new home care workers as people who are there to help 
around the house, not to specifically assist the person who has memory problems. Also, 
you may want to provide information about your relativeÕs likes and dislikes that may help 
the home care helper Òbreak-the-iceÓ and promote social conversation. 
 
How should my relative and I communicate with the c are helper to get what we want 
done but not make the person defensive or negative?  If you are unhappy with the care 
helperÕs performance, behavior or question their knowledge and/or skills, speak to the 
person immediately. It is very important that you learn some tips for communicating 
effectively, including: 
 

!  Make sure your message is clearly stated, such as: ÒWhen you do this, hereÕs how 
it makes me feel.Ó 

 
!  DonÕt use an accusing tone. Use phrases such as: How do you think we can 

correct or change whatever is wrong?Ó ÒI would feel better if we tried it this way.Ó It 
makes me uncomfortable/upset/tense when you---.Ò 

 

!  Try to put the care helper at ease. Encourage the person to feel free to talk. Create 
an environment that supports good communication. 

 

!  Show the care helper that you are listening. Look and act interested in what they 
have to say. 

 

!  DonÕt jump to conclusions. Avoid making assumptions about what the care helper 
is going to say. 

 

!  Ask questions. Questions you ask should serve to guide the conversation. 
!  Be patient and flexible. 

 
What are some of the warning sighs that may suggest  potential problems of 
exploitation, abuse or neglect?   

 

Some warning signs of potential problems include: 
!  Does the care helper prevent family or friends from visiting your relative? Is the care 

helper isolating your loved one from prying eyes? 
 

!  Does the care helper do all the talking? Do they make decisions for your relative? 
 

!  Has the care helper invited their friends or family into the home or used your relativeÕs 
care without permission? 

 

!  Has your relativeÕs personality changed since the care helper has been hired? Does 
your loved one appear afraid? 

 

!  Are there checks missing or made out to cash or to the care helper for more than the 
agreed amount? (Look for missing checks in the back of the checkbook or with the 
unused checkbooks.) 

 
 

 
If you suspect your relative is being abused, negle cted, and/or financially exploited by a 
care  helper report your concerns to the care helperÕs em ployer.  If you privately employ 
the care helper report the matter to Arizona Adult Protective Service (Central Intake Phone 
Number: 1-877-767-2385).  
 
However, if there is a clear indication of abuse, neglect and/or exploitation fire the care helper 
and immediately report the crime to Arizona Adult Protective Services (see above phone 
number) and the agency employing the care helper, if applicable. 
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CAREGIVER TIPS FOR MANAGING HOME CARE HELPERS  

 
!  Remove from the home, or lock up, all valuables  (jewelry, artwork, cameras, etc.) 

as well as any cash, checkbooks and bank statements. 
!  Secure all mail. The care helper should not have access to important mail, such as: 

pensions, social security and reimbursement checks or credit card solicitations. Credit 
card solicitations can be easily used by anyone to open an account in your relativeÕs 
name. You may consider obtaining a post office box to make sure all mailed items are 
secure. 

!  Set-up a petty cash fund  if the care helper will be shopping for your relative. Require 
the care helper to return receipts and any change from all purchases so that you can 
calculate the amount of petty cash remaining. NEVER GIVE A CARE HELPER A 
CREDIT CARD OR BLANK CHACK TO USE FOR SHOPPING. 

!  If the care helper will be driving your relative to medical appointments and other 
destinations consider doing the following, check your relativeÕs insurance policy 
related  to their coverage as a passenger in another personÕ s vehicle.  Make a 
copy  of the care helperÕs current driverÕs license.  You will need this information if 
there is an accident involving your relativeÕs or care helperÕs car. Also, you insurance 
agent can use the license to check the care workerÕs driving record. 

!  Record on a calendar all scheduled or prearranged v isits  that will be made to your 
relativeÕs home by friends, maintenance workers, gardeners and other local vendors. 
You may decide to initiate a rule that requires the care helper to contact you if there is 
a questions about allowing strangers entry into your relativeÕs home. 

!  Care helpers should not be allowed to accept gifts  form your relative (with perhaps 
the exception of food items). This protects both your relative and the care helper if 
there is a question about the nature or circumstances surrounding the gift giving. 

!  If possible, make Òspot checksÓ of your relativeÕs home  on the days that care 
helpers are scheduled to work. This will provide the opportunity to observe what is 
happening and whether or not it is appropriate. 

!  DonÕt forget about attending to the needs of your relativeÕs pets . Outline the specific 
duties the care helper will be responsible for including daily routines and grooming.  

!  ÒSet boundariesÓ on the kinds of information (personal or business) that is 
appropriate to share and that which should not be shared with or by care helpers with 
other persons. 

!  Set roles about television viewing.  The selection of television programs should be 
for the enjoyment of your relative not the care helper. 

!  Write down instructions or prepare a script describ ing how the care helper 
should answer , record messages and respond to telephone calls. 

!  Do no allow the care helper to begin a new exercise activity or program without first 
checking with your relativeÕs physician. 

 
Additional considerations include: 

!  Will care helpers be allowed to have their own relatives and friends visit? 
!  To what extent should care helpers be involved in socializing or participating in 

activities with your relative and his/her friends? Your relative may want private time 
with friends. 

!  If you hire a care helper who smokes cigarettes, it may be necessary to set limits on 
the amount of time taken to smoke, and the designated areas (inside and outside) 
where smoking will be allowed. 

 
Prepared for Pima Council on Aging by the Arizona C enter on Aging, the University of Arizona¨ 
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END OF LIFE DECISIONS 
Helping older relatives or friends make more informed choices abut end of life decisions 

 
FREQUENTLY ASKED QUESTIONS ABOUT A DEATH AT HOME 

 
Reaching the end of your caregiver journey is a very emotional time demanding much 
courage and compassion. You may want to Òbe thereÓ for your loved one, providing 
support and making sure their wishes are carried out. Often we do foresee the death of 
our loved ones as we witness gradual declines in their health and functioning, but 
sometimes death comes suddenly. 
 
How do we begin to prepare for this time? The caregiver can begin preparing by 
gathering the facts: 

!  Learn about the diseases or conditions that affect your relative by talking with the 
health professionals providing care. Ask about symptoms, changes in health or 
behavior that may occur and the ÒnormalÓ course of the disease and/ or 
condition. 

!  Contact organizations and foundations that have information such as AlzheimerÕs 
Association, Heart Association, Cancer Society and ParkinsonÕs Association. 
Check the telephone book, library and Pima Council on Aging for listings. 

!  If your relative has a terminal illness, you may want to become familiar with the 
services and benefits offered by the hospice care. Your relative should feel free 
to discuss hospice care with their physician at any time during a life limiting 
illness. The hospice approach to care focuses on comfort and dignity for the 
dying patient and their loved ones. All efforts are made to allow the person the 
comfort of dying at home. 

Dying is a part of living, but sometimes endings come sooner than expected. Often we 
avoid the issues surrounding death Ð not because we do not care, but because we feel 
so helpless at the time of this final crisis. 
 
My family member was sleeping so soundly that she didnÕt hear me enter her 
room. For a moment I was frightened that she had died. She was fine, but what 
should we do if this really happens? It is frightening to face this situation without the 
resources you need. Knowing the information and your loved oneÕs preferences will help 
you manage this difficult time. If your loved one is in the hospital, nursing home, hospice 
program or other healthcare facility when death occurs, the facility will take care of 
many details and help with arrangements, such as: declaring the personÕs time of death, 
calling designated family members, the physician, and mortuary. If you want to spend 
time with your loved one, facility staff will often allow family member a few private 
moments with the deceased. In most cases, the facilityÕs social worker or other trained 
health professional will be there to help and stay with the family until arrangements are 
made. 
 
What if you donÕt expect the death and it is not in the hospital or a medical 
setting? When someone dies at home, or other home care or non-medical setting, the 
details are more complicated. If your relative is enrolled in a Hospice program you will 
be instructed to call the Hospice emergency number instead of 911. Hospice staff are 
highly trained professionals and will know exactly what to do. Staff will come to the 
home, assist with details and offer support while you wait. 
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If your relative is not in a hospice program, and you or another person finds that your 
loved one has died, it will be necessary to call 911 immediately  to report the situation.  
(If a paid caregiver from a health agency is present they may need to call their agency 
to report the situation as well). After you have called 911 or the hospice team, you 
should call a friend or support person to come and stay with you while you wait. 
 
There will be a number of medical emergency responders that twill arrive at the place of 
death to review the incident. When the 911 team responds, they will notify the 
appropriate law enforcement personnel (police or sheriffÕs department). The primary 
physician of the deceased will be contacted to determine if the death is expected and to 
inquire whether the physician is willing to sign the death certificate. If the physician 
indicates that it is an expected event (such as a terminal illness) then arrangements will 
be made to take the deceased person to the designated mortuary or funeral home. 
 
If the death does not seem reasonable, looks suspicious, or the physician doesnÕt know 
their patient well enough to feel comfortable signing the death certificate or cannot be 
contacted, then the law enforcement team will transport the body to their office to 
determine the cause of death, which may include an autopsy. The body of the deceased 
person will not be released until a determination as to cause of death has been made, 
but this usually only creates a delay of a few days, often less, depending o the 
circumstances. 
 
Is there always an autopsy?  No, actually the office of the medical examiner often 
retains the body of a deceased person until a mortuary is designated, and only conducts 
an investigation or autopsy if there is enough information to indicate a crime may have 
been committed. They are well trained in cultural and religious differences and make 
every effort to honor beliefs that object to an autopsy. However when necessary, it is 
part of the procedure. 
 

RESOURCES 
For a list of Grief and Support Groups, contact: 
 
Pima Council on Aging 
8467 E Broadway Blvd. 
Tucson, Arizona 85710-4009 
Phone: (520) 790-7262 
www.pcoa.org 
 
National Hospice Foundation 
1700 Diagonal Road, Suite 625 
Alexandria, VA 22314 
Phone (703) 516-4926 
www.hospiceinfo.org 
 
National Hospice Helpline 
1/800-658-8898 
 
Grief and Loss Resource Center 
www.spirit-net.ca/grief/grief.html 
 
Caregiver Consortium 
www.arizonacaregivers.org 
 
Prepared for Pima Council on Aging by the Arizona C enter on Aging, the University of Arizona¨ 
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Keep Pages A, B, C, and D for your Records 
If you are over age 65, blind or disabled, or if you are eligible for Medicare, use this application to apply for AHCCCS Health
Insurance and/or Medicare Cost Sharing programs. 

How can I qualify for AHCCCS Health Insurance?
 Your gross monthly income can be no more than $903 for an individual or $1,215 for a couple (after a $20 standard deduction and

other allowed deductions if you have earned income and/or dependent children). 
 You must be a resident of the state of Arizona and a United States citizen or a non-citizen who meets Medicaid requirements. 
 You must apply for pension, disability or retirement benefits if potentially available to you. 
 If you are under age 65 and not receiving Social Security Disability income, a disability determination will be part of your 

application process. 

What medical services are covered by AHCCCS Health Insurance?
Prescription Medication * Medical Supplies Immunizations (shots) 
Doctor's Office Visits Prosthetic Devices Chemotherapy 
Laboratory and X-ray Services Medically Necessary Dentures Emergency Medical Care 
Hospital Services Medically Necessary Transportation Emergency Dental Care 
Behavioral Health Care 
Dialysis

Medically Necessary Specialist Care 
Medically Necessary Podiatry 

Rehabilitation Services 
90 days of nursing care services 

* AHCCCS prescription coverage is limited for people who have Medicare.   See the “What if I have Medicare or Other Health Insurance” section on page 2.

How Can I Qualify for Medicare Cost Sharing Programs?
If you are receiving or eligible for Medicare Part A and you are receiving or eligible for Medicare Part B, use this application to 
apply for help with your Medicare premium(s), copayments and deductibles. 

There are three Medicare Cost Sharing programs.  Each one has a different income limit and different benefits. 
Medicare Cost Sharing 
Program  

Qualified Medicare 
Beneficiary(QMB)

Specified Low-Income 
Beneficiary (SLMB) 

Qualified
Individual – 1 (QI-1) 

General Eligibility 
Requirements: 

• You must be a resident of the state of Arizona. 
• You must be a United States citizen or a non-citizen who meets Medicaid requirements. 
• You must apply for pension, disability or retirement benefits if potentially available to you. 

Monthly Income Limits 
(after allowed deductions): $0 - $903 (Individual) 

$0 - $1,215 (Couple) 
$903.01 - $1,083 (Individual) 
$1,215.01 - $1,457 (Couple) 

$1,083.01-$1,219 (Individual) 
$1,457.01-$1,640 (Couple) 

Specific Requirements: Receiving or eligible for 
Medicare Part A 

Receiving
Medicare Part A 

Receiving
Medicare Part A 

What is the Benefit?: 
• Pays your Medicare Part B 

Premium 
• Pays your Medicare 
 Part A Premium (if not free) 
• Pays your Medicare 

coinsurance
• Pays your Medicare 

Deductibles*

* If you are enrolled with a 
Medicare HMO, your co-pays 
will also be paid.  If you elect 
additional coverage from a 
Medicare HMO, you will be 
responsible for any additional 
premiums and costs.

• Pays your Medicare Part B 
Premium 

• Pays your Medicare Part B 
Premium 

If you are a Qualified Disabled Working Individual (QDWI) who is under age 65 and who lost Title II Social Security Disability benefits 
because of earnings, use this application to apply for payment of your Medicare Part A premium. 
DE-103 (Rev. 4/09) Page A
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What does AHCCCS Health Insurance cost you? 
Co-payments
A co-payment is the amount you pay a health care provider when you receive a medical service.  Your co-payment amount will vary depending on which AHCCCS 
program you are enrolled in.  Co-payments for services are: 

 Non-emergency use of the Emergency Room $0 to $1  Physician visits $0 to $1 

How does AHCCCS Health Insurance work? 
If you are approved for AHCCCS Health Insurance, you will receive your health care from an AHCCCS Health Plan unless: 
 You are Native American and you choose American Indian Health Plan as your health plan 
 You are just asking for help with your Medicare costs.  If you are approved for one of the Medicare Cost Sharing programs, AHCCCS may pay your Medicare premiums 

and Medicare coinsurance and deductibles, or 
 AHCCCS can only pay for your emergency services because of your status with the Bureau of Citizenship and Immigration Services.  If you are approved for 

emergency services only, you may receive medical services from any provider (doctor, hospital, etc.) that has an agreement to bill AHCCCS for covered emergency 
services.

How Does a Health Plan Work?
 The health plan works with the health care providers (doctors, hospitals, 

pharmacies, etc.) to provide all AHCCCS covered services.
 The health plan will send you a member handbook once you are enrolled. 
 You can call the health plan if you have any questions about your benefits or 

services or if you need an accommodation because of a disability or interpreter 
services.  The phone number for your health plan’s member or customer services 
can be found on your AHCCCS ID Card and in your Member Handbook. 

Your Primary Doctor and Specialists
 You must choose your primary doctor or one will be assigned to you. 
 Once enrolled, you will get a list of primary doctors in your area from the health 

plan.
 Your primary doctor will: 
 Take care of your health care. 
 Be the first person you go to for non-emergency medical care. 
 Be responsible for authorizing your non-emergency medical services. 
 Send you to a specialist when needed. 
 You have the right to change your primary doctor at any time by calling your 

Health Plan’s member or customer services.

How Can I Get Behavioral Health Services?
 You can go through your primary doctor, or
 Call the behavioral health telephone number on your AHCCCS ID Card. 

What if I Have Medicare or Other Health Insurance?
 Be sure to tell your health plan that you have Medicare or any other 

health insurance. 
 If your doctor does not contract with your AHCCCS health plan, your 

doctor must call the AHCCCS health plan to coordinate care or you may 
be responsible for any Medicare or other health insurance
co-payments or deductibles. 

 If you are in an HMO, you should pick a primary doctor who works with 
both your HMO and your AHCCCS health plan. 

 If you have Medicare, your prescription coverage under AHCCCS is 
limited.  If you have questions about prescriptions, call 1-800-
MEDICARE (1-800-633-4227) or your AHCCCS Health Plan. 

Your AHCCCS ID Card
 Your AHCCCS ID Card has your unique AHCCCS ID number. 
 Show the card when you get medical care (you may need to show a 

picture ID as well)
 Doctors, hospitals and pharmacists use your AHCCCS ID Card to 

obtain faster verification of your eligibility 
 Keep your AHCCCS ID Card with you at all times 
 Keep your AHCCCS ID Card in a safe place 
 Do not let anyone else use your AHCCCS ID Card or you may be 

prosecuted.

Can I apply for both AHCCCS Health Insurance and Medicare Cost Sharing programs? 
Yes.  If eligible, you can get AHCCCS Health Insurance and Qualified Medicare Beneficiary (QMB) benefits at the same time. 

Who Can Complete an Application?
This application may be completed by you or anyone you choose who knows or can get the information needed to complete the application for you and your family 
members.  The terms “applicant” and “you” on this form refer to the person applying for AHCCCS Health Insurance and/or Medicare Cost Sharing benefits.You and 
your spouse can use the same application form to apply.  If you have a conservator or guardian, your conservator or guardian must complete this form for you. 

Instructions to the Applicants
CheckYES or NO on the application form when asked if you are applying for AHCCCS Medical Services or for help to pay Medicare costs.  You can check YES to 
either question or to both. 
· Answer all questions on pages 1 through 3. 
· If you need more room, attach additional sheets of paper to provide all requested details. 
· Read page C for an explanation of your rights and responsibilities and providing a social security number. 
· Sign the application. 
· Attach all requested verification when you send your application.
· Keep pages A, B, C, D, and E for your records and mail pages 1 through 3 to the office that sent this form to you. The addresses and telephone numbers of the 

offices are listed on the page 4. 
· If you are applying for AHCCCS Health Insurance, read page D and choose an AHCCCS health plan. 
· If you have any questions regarding these programs, or need help filling out the application, please call the office that sent this form to you.   

If you are calling from area codes (480, 602 or 623) dial (602) 417-5010 and choose option 5.
If calling from area codes (520, 760 or 928) dial toll free 1-800-528-0142.

After we receive your application, we will either contact you for additional information or, if your application is complete, make a decision about whether you qualify.  We 
will send you a notice explaining the decision. 

DE-103 (Rev. 4/09) Page B 
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RIGHTS AND RESPONSIBILITIES OF APPLICANTS/RECIPIENT S

You have the RIGHT to: 
1. Be treated fairly and equally regardless of race, religion, national origin, sex, age, disability, or political beliefs. 

2. To apply for AHCCCS Medical Benefits and to be given a notice that tells you if you are eligible or not. 

3. Review AHCCCS manuals that show the rules and regulations of the AHCCCS program if you want to know the reason why your 
application is denied. 

4.    Have all information you give regarding your eligibility kept private according to state and federal law. 

5. A fair hearing if you disagree with an adverse action taken by the AHCCCS Administration.  Adverse action means your application
for AHCCCS services was denied, your AHCCCS benefits were ended or your AHCCCS services were reduced.  You may also 
request a hearing if a decision is not made on your application within 45 days and the delay is due to AHCCCS.  Your hearing will
be conducted by an Administrative Law Judge and a decision will be issued by the AHCCCS Director.  You have the right to review
your case record before the hearing.  You have the right to represent yourself or to have someone else represent you.  If you wish
to ask for a hearing, your request must be in writing and mailed or delivered to the Office of Administrative Legal Services, 701
East Jefferson, MD 6200, Phoenix, Arizona 85034 or faxed to 602-253-9115. 

You have the RESPONSIBILITY to:

1. Provide AHCCCS with the needed information to correctly determine your eligibility and authorize AHCCCS to investigate and 
contact any sources necessary to confirm the accuracy of the information which pertains to eligibility. 

2. Take necessary steps to obtain any annuities, pensions, retirement and disability benefits to which you may be entitled, 
including, but not limited to Social Security benefits, Railroad Retirement, Veteran’s benefits and unemployment compensation. 

3. To report payments going in or out of your trust, if you have one. 

If you are eligible you MUST:

1. Notify the AHCCCS/ALTCS office as soon as possible but no later than within 10 days by phone, letter or in person, whenever there are any 
changes in your income, address, marital status, Medicare coverage, household composition, or other circumstances which could affect your 
eligibility.

2. Cooperate with Arizona or Federal personnel in the completion of a quality control review of your eligibility. 

PROVIDING SOCIAL SECURITY NUMBERS 

You must provide or apply for a Social Security number (SSN) for every applicant or recipient of AHCCCS Medical Services. This is
required under the Social Security Act (SSA) of 1935 (Section 1137) as amended by P.L. 98-369.  Providing a Social Security number
for someone who is not applying is optional.  We will not use your SSN as your AHCCCS identification number.  Your SSN will be used
to check the identity of those receiving assistance, to prevent double payments, to determine benefits available under other programs
and to make mass annual changes more easily. Your SSN will be used in computer matching available through the State Income and 
Eligibility Verification System (IEVS) to obtain wage, income and other information from: (a) the IRS, (b) the Social Security 
Administration, (c) Arizona Department of Economic Security, and (d) other states administering TANF, Medicaid, Unemployment 
Insurance, Food Stamps, Programs under Title I, X, XIV, XVI of the SSA and other state wage information collection agencies.  
AHCCCS will use the information available from this computer matching to verify income and whether you have Medicare. When the 
information you give is questionable, AHCCCS will verify the information by contacting other sources. 

ASSIGNMENT OF RIGHTS TO OTHER BENEFITS FOR MEDICAL CARE
(Applicable only to AHCCCS Health Insurance and the Qualified Medicare Beneficiary Program)

I understand that if I am or members of my family are approved for AHCCCS benefits, AHCCCS can collect payment from any other parties who may be 
responsible for paying for our health care costs.  This includes: 

· Private or employer-sponsored health insurance (not including Medicare) 
· Persons, such as an absent spouse or parent, who are legally responsible for providing medical support 
· Private or employer-sponsored disability insurance 
· Private or employer-sponsored accident insurance 
· Insurance claims, jury awards, or legal settlements resulting from injuries 

I understand that AHCCCS cannot collect more than t he costs paid by AHCCCS.  I also understand that I must give 
information about other responsible parties and tak e any action needed to receive medical support.  Th is includes 
establishing paternity of my children, unless I can  prove good cause not to do so.
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How to choose a health plan 
YOU NEED TO CHOOSE A HEALTH PLAN THAT SERVES YOUR COUNTY. 

 All AHCCCS health plans provide the same covered medical services. 
 Review the health plans for your county listed below.  Native Americans may choose American Indian Health Plan or an 

AHCCCS Health Plan. 
 Before choosing, check with your doctor, pharmacy or hospital, to see if they contract with (work with) the plan that you want.

If you want more information about the doctors, specialists or hospitals that contract with a health plan that serves your 
county, call the number listed below for the health plan or ask your Eligibility Specialist for the health plan’s list of health care 
providers.

 If you do not choose a health plan, one will be assigned to you.  If you have been enrolled in an AHCCCS health plan within 
the past 90 days, you may be enrolled with your previous health plan.

APACHE COUNTY
Phoenix Health Plan................................................................1-800-747-7997 
Health Choice Arizona.............................................................1-800-322-8670 
American Indian Health Plan...................................................... 928-729-8000 
If your zip code is 85943, you must choose from among the health plans listed 
under Navajo County.
COCHISE COUNTY 
University Family Care ............................................................1-800-582-8686 
Mercy Care Plan......................................................................1-800-624-3879 
American Indian Health Plan...................................................... 520-295-2479 
COCONINO COUNTY 
Phoenix Health Plan................................................................1-800-747-7997 
Health Choice Arizona.............................................................1-800-322-8670 
American Indian Health Plan...................................................... 928-283-2501 
If your zip code is 86336 or 86340, you must choose from among the health 
plans listed under Yavapai County.
GILA COUNTY 
Phoenix Health Plan................................................................1-800-747-7997 
University Family Care ............................................................1-800-582-8686 
American Indian Health Plan...................................................... 928-475-2371
GRAHAM COUNTY
University Family Care ............................................................1-800-582-8686 
Mercy Care Plan......................................................................1-800-624-3879 
American Indian Health Plan...................................................... 928-475-2686 
If your zip code is 85643, you must choose from among the health plans listed 
under Cochise County.
GREENLEE COUNTY
University Family Care ............................................................1-800-582-8686 
Mercy Care Plan......................................................................1-800-624-3879 
American Indian Health Plan...................................................... 928-475-2371
LA PAZ COUNTY
Arizona Physicians, IPA ..........................................................1-800-348-4058 
Health Choice Arizona ............................................................1-800-322-8670 
American Indian Health Plan...................................................... 928-669-2137
MARICOPA COUNTY
Phoenix Health Plan................................................................1-800-747-7997 
Care 1st ...................................................................................1-866-560-4042 
Health Choice Arizona.............................................................1-800-322-8670 
Arizona Physicians, IPA ..........................................................1-800-348-4058 
Mercy Care Plan......................................................................1-800-624-3879 
Maricopa Health Plan ............................................................1-800-582-8686 
American Indian Health Plan...................................................... 602-263-1200

MOHAVE COUNTY
Phoenix Health Plan..................................................................1-800-747-7997 
Health Choice Arizona ..............................................................1-800-322-8670 
American Indian Health Plan........................................................ 928-769-2900 
If your zip code is 86434, you must choose from among the health plans listed 
under Yavapai County.
NAVAJO COUNTY 
Phoenix Health Plan..................................................................1-800-747-7997 
Health Choice Arizona ..............................................................1-800-322-8670 
American Indian Health Plan........................................................ 928-338-4911
PIMA COUNTY
Arizona Physicians, IPA ............................................................1-800-348-4058 
Health Choice Arizona ..............................................................1-800-322-8670 
Phoenix Health Plan..................................................................1-800-747-7997 
University Family Care ..............................................................1-800-582-8686 
American Indian Health Plan........................................................ 520-295-2479 
If your zip code is 85645, you must choose from among the health plans listed 
under Santa Cruz County.
PINAL COUNTY 
Phoenix Health Plan..................................................................1-800-747-7997 
University Family Care ..............................................................1-800-582-8686 
American Indian Health Plan........................................................ 520-562-3321 
If your zip code is 85242 or 85220, you must choose from among the health plans 
listed under Maricopa County. If your zip code is 85292 you must choose from 
among the health plans listed under Gila County.
SANTA CRUZ COUNTY 
University Family Care ............................................................1-800-582-8686 
Health Choice Arizona.............................................................1-800-322-8670 
American Indian Health Plan......................................................520-295-2479
YAVAPAI COUNTY 
Phoenix Health Plan................................................................1-800-747-7997 
Bridgeway................................................................................1-866-475-3129 
American Indian Health Plan......................................................602-263-1200 
If your zip code is 85342, 85358 or 85390, you must choose from among the health 
plans listed under Maricopa County. If your zip code is 86351 you must choose 
from among the health plans listed under Coconino County.
YUMA COUNTY
Arizona Physicians, IPA ..........................................................1-800-348-4058 
Health Choice Arizona ............................................................1-800-322-8670 
American Indian Health Plan.......................................................760-572-4100

IMPORTANT
When you have chosen a health plan you can either: 
 Write your choice on Page 3, OR
 Call AHCCCS to pre-enroll.   From area codes 480, 602 or 623 call (602) 417-7100 or from area codes 520 or 928 call 1-800-334-5283.

When you call to pre-enroll, you will need to give the following information: 
 Name
 Sex (male or female) 
 Date of birth, and
 Social Security Number of all the individuals for whom you applied. 

If you have any questions about enrolling with an AHCCCS health plan, need an interpreter, or if you are visually or hearing impaired and need 
special accommodations to choose a health plan or to understand the information, from area codes 480, 602 or 623 call (602) 417-7100 or TDD 
(602) 417-4191 or from area codes 520 or 928 call toll free at 1-800-334-5283 or TDD 1-800-826-5140.
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AGENCY USE ONLY Date Filed 

Are you applying for AHCCCS Medical Services?    YES    NO 
Are you applying for help to pay Medicare costs?    YES    NO

APPLICANT INFORMATION ACN:
First Name MI Last Name Social Security Number 

Date of Birth Age Are you:    Male    or    Female Medicare Claim Number 

Place of Birth   U.S.A   Other Country   

Are you a U.S. 
Citizen?

�• Yes, a U.S. citizen 

�• No, not a U.S. citizen 

If no, what number is on your immigration card?   
ID# A

Home Address City State Zip Code 

Mailing Address (if different) City State Zip Code 

Home Phone Number Work Phone Number Message Number Email Address 

What language do you speak?   English  Spanish  Other ________________ 
What language do you read?   English  Spanish  Other _________________ 

Ethnic Group - Optional (will not affect eligibility) �•   Hispanic        �•  Non-Hispanic Latino
Race  - (Select one or more) (Optional)   White   Asian   Native American Tribe:                            
  Black/African American   Hawaiian or other Pacific Islander     Alaska Native

Check your current Marital Status:   Never Married   Married   Divorced 
  Common-Law   Widowed 

Effective Date of Current 
Marital Status: 

If married, do you and your spouse live together?   Yes   No If NO, date of separation: 

If you want to allow someone else to represent you or you have a legal guardian, provide the informati on below. 
Representative’s First and Last Name Representative’s Relationship to You Representative’s Phone 

Number
Representative’s Mailing Address    Street City, State Zip Code Email Address 

By signing below, I: 
  Give permission for my representative to complete and sign my application; 
  Give permission for my representative to provide any documents requested, including personal information; 
  Give permission to my representative to sign on my behalf to permit other people, businesses, or agencies to give personal information

about me to AHCCCS; 
  Give permission for AHCCCS or DES to tell my representative about my eligibility; and 
  Agree to give personal information to my representative. 

Signature of Applicant (not needed if you have a legal guardian or you are unable to sign because 
you are incapacitated): 

Date:

SPOUSE INFORMATION, If living together ACN:
Spouse’s First and Last Name Spouse’s Date of Birth Spouse’s Social Security Number 

Is your spouse applying for AHCCCS Medical Services ?   Yes   No
Is your spouse applying for help to pay Medicare Costs?   Yes   No

If applying, Spouse’s Medicare Claim Number 

If applying, Ethnic Group of Spouse (Optional)    Hispanic    Non-Hispanic Latino  
If applying, Race of Spouse (Select one or more) (Optional)          White  Asian   Native American Tribe:_______________ 
             Black/ African American  Alaska Native   Hawaiian or other Pacific Islander
If applying, is your spouse a U.S. citizen?          �•   Yes, a U.S. citizen �•   No, not a U.S. citizen If no, what number is on your 

immigration card? ID# 
A
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DEPENDENT CHILDREN INFORMATION 

Do you have any unmarried children living with you who are under age 18 or under age 22 and a student? �•   Yes   No
If YES, list below.  If you need more space, attach a separate piece of paper with the information requested. 
  Child’s Full Name 

(Last, First) 
Child’s Date of Birth Child’s Social Security No. 

(optional)

Type of School, If Student 

 A.  

 B.  

NON-FINANCIAL INFORMATION Applicant Spouse
(if applying) 

1. Do you live in Arizona?    Yes   No   Yes   No

2. Do you receive Medicare Part A?   Yes   No   Yes   No

3. Do you receive Medicare Part B?   Yes   No   Yes   No

4. Have you been determined blind or disabled by the Social Security Administration?   Yes   No   Yes   No

5. If you answered NO to number 4 and you are under age 65, do you have a disability that has 
kept or will keep you from working for at least 12 months? 

  Yes   No   Yes   No

6. Are you a person under age 65 who has lost Title II Social Security Disability benefits 
because of earnings? 

  Yes   No   Yes   No

FINANCIAL INFORMATION - INCOME 
Do you, your spouse, or your dependent children receive or expect to receive any of the following types of income? 
Check YES or NO for each item.

  Yes    No Employment Income   Yes    No Veteran’s Benefits   Yes    No Rental Income 

  Yes    No Self Employment Income   Yes    No Annuity Income   Yes    No Mortgage/Contract
Payments

  Yes    No Social Security Benefits   Yes    No Winnings (Lottery/Gambling)   Yes    No Child Support/Alimony 

  Yes    No Interest on financial accounts   Yes    No Gifts/loans/contributions   Yes    No BIA/Tribal Assistance 

  Yes    No Royalties/Dividends   Yes    No Disability Insurance   Yes    No Payments from a trust 

  Yes    No Cash Assistance   Yes    No Unemployment Insurance   Yes    No Tips or Commissions 

  Yes    No Pensions   Yes    No Student Grants / Scholarships/Loans   Yes    No Earned Income Tax Credit 
(EITC)

  Yes    No Railroad Retirement   Yes    No Payments for Room/Board   Yes    No Other:

For each item marked YES, provide all of the inform ation requested below. If you need more room, attach  a separate piece of 
paper containing the requested information.  SEND C URRENT VERIFICATION OF ALL INCOME LISTED (FOR EXAMP LE, CHECK 
STUBS, AWARD LETTERS, THE MOST RECENT INCOME TAX FO RMS, IF SELF EMPLOYED).  COPIES ARE ACCEPTABLE.

Name of Person 
Receiving the Income 

Type of Income Date received or expected 
to be received 

Gross Amount (before deductions) How often 
received?

(     

     

     

Has there been a change in any of your income during the last three months or do you expect a change in income?   Yes   No
If Yes, complete below.  If you need more room, attach a separate piece of paper with the information requested. 
Date of change or expected change Type of income affected What is the change? 

POTENTIAL BENEFITS 
Are you or your spouse a veteran?    Yes   No    Are you the widow/widower of a veteran?      Yes   No

Have you, your spouse or your deceased spouse ever worked for a government agency, or employer with a disability or pension plan?
  Yes   No

If you answered YES to any of these questions, provide the following information about the veteran or employee: 

Name Social Security Number Date of Birth Date of Death 

Dates of employment and/or Military service

Employer/Branch of Service 

Employer’s address
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MEDICAL COVERAGE 
Do you or your spouse have medical insurance coverage, other than Medicare?   Yes    No
If YES, complete the information below and SEND A COPY OF THE INSURANCE ID CARD. 

Name of Insurance Company Who is covered by Insuran ce 

Do you or your spouse have an injury or illness res ulting from an accident (pedestrian, automobile, or  other vehicle, on 
the job, etc.)?   Yes    No If YES, complete the items below:

Injury     YES   NO

Name Type of Injury Date of Injury 
Name and Address of Insurance 

or Company Responsible for Medical 
Costs due to the Injury 

    

  Injury Referral  form 
(DE-124)

Date: _______________

    

    
If eligible for AHCCCS Medical Services or QMB, I agree to assign to AHCCCS all rights to third party payments of medical expenses, including insurance 
coverage, to the extent that costs are paid by AHCCCS.      (initial) 

YOUR OPPORTUNITY TO REGISTER TO VOTE 
If you are not registered to vote where you live no w, would you like to register to vote?   !  No !  Yes  !  Already Registered   If you do not check 
Yes, you will be considered to have decided not to register to vote at this time. 

If you check yes, we will mail you the voter registration form or you can visit www.azsos.gov/election/voterInformation.htm on the internet (free internet 
access is available at most public libraries).  If you would like help in filling out the voter registration application form, we will help you. The decision whether 
to seek or accept help is yours. You may fill out the application form in private. 

If you believe that someone has interfered with your right to register or to decline to register to vote, your right to privacy in deciding whether to register or in 
applying to register to vote, or your right to choose your own political party or other political preference, you may file a complaint with: 

State Election Director 
Secretary of State’s Office 

1700 West Washington 
Phoenix, Arizona 85007 

(602) 542-8683 

Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by this agency. 

HEALTH PLAN CHOICE 
If you are applying for AHCCCS Medical Services, choose an AHCCCS health plan that serves your county.  See page D or a list of health plans. 

Name of Health Plan you Choose (from page D) 

PENALTY WARNING 
The information provided on this form may be verified by federal, state, and local officials.  If anything is inaccurate, you may be denied benefits. 
1. You must not knowingly withhold or give false information with the intent to receive or to continue receiving AHCCCS benefits to which you are not 

entitled.
2. You will be required to pay back to AHCCCS any benefits you receive as a result of withholding or giving false information and you will be subject to 

criminal prosecution. 

It is fraud for any person to knowingly withhold information with the intent to receive or continue to receive benefits to which he/she is not eligible.  Any person 
found guilty of fraud may be subject to fines, criminal prosecution, imprisonment or other penalties as provided for by applicable State and Federal laws. 

RELEASE OF INFORMATION 
I authorize AHCCCS to investigate and contact any sources necessary to establish eligibility and the accuracy of financial information that pertains to 
AHCCCS eligibility.  If eligible, I agree to the release of eligibility information by AHCCCS to Blue Cross/Blue Shield or another intermediary for determining 
Medicare Cost Sharing payments. 
If I want someone else to represent me, I: 
  Give permission for my representative to complete and sign my application; 
  Give permission for my representative to provide any documents requested, including personal information; 
  Give permission to my representative to sign on my behalf to permit other people, businesses, or agencies to give personal information about me to 

AHCCCS;
  Give permission for AHCCCS or DES to tell my representative about my eligibility; and 
 Agree to give personal information to my representative.

STATEMENT OF TRUTH
I swear or affirm under penalty of perjury that the oral or written statements made regarding the persons in my home, my income, and any other items that 
pertain to my possible eligibility for AHCCCS Medical Services or Medicare Cost Sharing program benefits are true and correct to the best of my knowledge 
and that any photocopies I have provided are the same as the original.  I have read and understand the penalty warning.  I have read and understand my 
rights and responsibilities, and providing Social Security numbers on page C of this application.  I further agree to cooperate with Arizona or Federal 
personnel in the completion of a quality control review on my eligibility for benefits. 
Signature of Applicant Date Signature of Witness (if applicant signed with a mark) Date

Signature of Spouse Date Signature of Representative Date

OFFICE USE 
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