HOME SAFETY EVALUATION AND INSTRUCTIONS 
Department of Health Care Services

Long-Term Care Division

This document can be completed either electronically or manually.  Use the Comments sections throughout the document to provide additional explanations as necessary.  Please complete the form as follows.
General Information:

Box 1: 
Name of beneficiary

Box 2:

Today’s date

Box 3:

Name of HCBS provider – this may be a Home Health Agency, Independent Living Center, or other entity approved to perform home safety evaluations
Box 4:
Address of the beneficiary

Box 5:
“Yes” or “No” to indicate whether or not this the first evaluation of this beneficiary

Box 6:
If there is a previous evaluation, indicate the date of the evaluation

Box 7: 
Enter beneficiary’s phone number

Box 8:

Identifies the individual who is responsible for the beneficiary 

Box 9:

Identifies the relationship between the primary care giver and the beneficiary

Residence:

Box 10:
Check the appropriate box to indicate the nature of the residence:  house or apartment. 

Box 11: 
(If “Other” to 10) specify under Comments
Box 12-14:
Check the appropriate box to indicate “Yes,” “No,” or “N/A” for each question

Structural Barriers:

Box 15:
Indicate if there are stairs outside of the home, front access or rear access

Box 16:
(If “Yes” to 15) indicate the number of stairs outside the home; indicate front and/or rear

Box 17:
Accessible means the beneficiary is able to walk up and down the steps without assistance

Box 18:
Indicate if there are stairs within the home

Box 19:
(If “Yes” to 18) indicate the number of stairs within the home

Box 20:
Accessible means is the beneficiary is able to walk up and down the steps without assistance

Box 21:
Indicate if a ramp exists to facilitate wheelchair access

Box 22:
(If “Yes” to 21) identify the location of the ramp

Box 23-25:
Check the appropriate box to indicate “Yes,” “No,” or “N/A” for each question

Utilities:

Box 26-34:
Check the appropriate box to indicate “Yes,” “No,” or “N/A” for each question

Box 35:
Identify the room and location of the fire extinguisher

Box 36:
Indicate if there is adequate refrigeration capability for medicines as needed
Bathroom:

Box 37: 
Indicate if the beneficiary is able to access the bathroom with or without adaptive equipment 

Box 38-39:
Check the appropriate box to indicate “Yes,” “No,” or “N/A” for each question

Evacuation Plan:

Box 40:
Check the appropriate box to indicate “Yes,” “No,” or “N/A”

Medical Gases:

Box 41:
Check the appropriate box to indicate “Yes,” “No,” or “N/A”

Box 42:
(If yes to 41) check the appropriate box to indicate “Yes” or “No” and indicate the location of the signs under the comments section.

Infestations:

Box 43-45:
Check the appropriate box to indicate “Yes,” “No,” or “N/A” for each question.  If yes to these boxes, provide explanation under comments.

Summary:

Box 46:
The summary statement reflects whether or not, in your judgment, the home is safe and adequate for the delivery of the proposed services under the Home- and Community-Based Services waiver.

Signatures:

Box 47:
Signature of the individual who fills out the document

Box 48:
Date of the document completion

Box 49:
Signature of the beneficiary or the person who signs for the beneficiary

Box 50:
Date of the signing of the document

Emergency Evacuation Plan:

Box 51:
The reverse side of this document is available to sketch the outline of the floor plan of the residence and to indicate the proposed emergency evacuation routes as indicated in Box 40. 



Or, you may attach a copy of the emergency plan to this document.
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