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Request for Independent Assessment  
for Personal Care Services and  
Attestation of Medical Needs Form 
Personal Care Services (PCS) is a Medicaid benefit that helps people with disabilities perform Activities of Daily Living 
(ADLs), such as bathing, dressing, mobility, toileting, and eating. NC Medicaid requires an independent assessment to 
determine PCS program eligibility. 

To request an assessment, complete this form and fax it to Vaya Health (Vaya)’s PCS Assessment Team at 828-707-
9349. To request an expedited assessment, fax the completed form as described above and call Vaya’s PCS 
Assessment Team at 1-877-290-6315. 

For more information or help completing this form, call Vaya’s PCS Assessment Team at the number above. 

Request type 

What type of assessment are you requesting? 

☐ New/initial (complete sections 1 and 2)

☐ Change of status: Medical (complete sections 1, 2, and 3)

☐ Change of status: Non-medical (complete sections 1 and 4)

Is this request for an expedited assessment? ☐ Yes ☐ No 

Date of request (use two digits for both the month and day and four digits for the year): / / 

Please note: The member’s primary care provider or inpatient provider must complete sections 1-3 (as applicable). If 
the member does not have a primary care provider or inpatient provider, the provider treating them for the 
condition(s) causing the limitation(s) that prompted the assessment request may complete sections 1-3. 

1. Member Information

Name: 
First  MI  Last 

Date of birth (use two digits for both the month and day and four digits for the year): / / 

Medicaid ID #:  

Referral Screening Identification (RSID) number  
(only required for members living in or seeking admission to an Adult Care Home [ACH]): 

Gender: 
☐ Male ☐ Female ☐ Non-binary ☐ Prefer not to say ☐ Other:

Primary language: ☐ English ☐ Spanish ☐ Other:
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Address: (for members living in or seeking admission to an ACH, enter the facility address) 

Street address:  

City:  County:  ZIP Code: 

Phone:  

Alternate contact (may not be a PCS provider): 
☐ Parent ☐ Legal guardian (required if member is under age 18) ☐ Other:

Name:  

Relationship to member:  Phone:  

Is the member involved in an active Adult Protective Services case? ☐ Yes ☐ No 

Current living arrangements: ☐ Private residence ☐ Hospital/medical facility ☐ ACH

☐ Group home ☐ Skilled nursing facility (SNF) ☐ Special care unit

☐ Other:

If the member is currently in a hospital or SNF, what is their expected discharge date? 

2. Medical Information

(For “New/initial” and “Change of status: Medical” assessment requests only) 

Identify the current medical diagnoses (including ICD-10 code) related to the member’s need for help with qualifying 
ADLs (bathing, dressing, mobility, toileting, and eating). 

Diagnosis ICD-10 Code Does this impact ADLs? Date of onset 

☐ Yes ☐ No

☐ Yes ☐ No

☐ Yes ☐ No

☐ Yes ☐ No

☐ Yes ☐ No

In your clinical judgment, the member’s ADL limitations are (check all that apply): 
☐ Short term (three or fewer months)
☐ Intermediate (approximately six months)

☐ Chronic and stable
☐ Age appropriate

☐ Likely to resolve or improve
(with or without treatment) 

Is the member medically stable? ☐ Yes ☐ No 

Is 24-hour caregiver availability required to ensure the member’s safety? ☐ Yes ☐ No 
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Attestation: Review the following and initial if applicable. 

Initial: Member requires an increased level of supervision. 

Initial: Member requires caregivers with training or experience in caring for individuals with a degenerative 
disease characterized by irreversible memory dysfunction that attacks the brain and results in 
impaired memory, thinking, and behavior, including gradual memory loss, impaired judgment, 
disorientation, personality change, difficulty learning, and loss of language skills. 

Initial: Member requires a physical environment, regardless of setting, that includes modifications and 
safety measures due to the member’s gradual memory loss, impaired judgment, disorientation, 
personality change, difficulty learning, and loss of language skills. 

Initial: Member has a history of safety concerns related to inappropriate wandering, ingestion, aggressive 
behavior, and an increased incidence of falls. 

Name of the provider attesting to the information above:  

Attesting provider’s National Provider Identification (NPI) #:  

Attesting provider’s relationship to the member (select one): 
☐ Primary care provider ☐ Outpatient specialist ☐ Inpatient provider

Attesting provider’s practice/facility name:

Practice/facility’s NPI#:

Enter the following information about the above practice/facility:

Primary contact name:

Address:

Phone:  Fax:

Date of member’s last visit to provider 
(use two digits for both month and day and four digits for year): / / 

Please note: The date of the member’s last visit must be within 90 days of the assessment request date. 

The provider must attest to the following: 

“I hereby attest that the information contained herein is current, complete, and accurate to the best of my knowledge 
and belief. I understand that my attestation may result in the provision of services which are paid for by state and 
federal funds and I also understand that whoever knowingly and willfully makes or causes to be made a false statement 
or representation may be prosecuted under the applicable federal and state laws.” 

Please note: Signature stamps are not permitted on this form. 

Provider signature:  

Date of attestation (use two digits for both month and day and four digits for year): / / 
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3. Change in Medical Status Information

(For “Change of Status: Medical” assessment requests only. This section does not require a provider signature.) 
Describe the specific change in medical condition and its impact on the member’s need for assistance (required): 

4. Change in Non-Medical Status Information

(For “Change of Status: Non-Medical” assessment requests only. This section does not require a provider signature.) 

Name of person making this request:  

Relationship to member:  

PCS provider agency NPI#:  PCS provider agency locator code #: 

PCS provider agency license number (if applicable):  

PCS contact name:  PCS contact title: 

PCS contact phone:  PCS contact fax:  

PCS contact email:  

Select the type of change that requires reassessment: 
☐ Change in days of need ☐ Change in caregiver status ☐ Other:
☐ Change in member location that affects ability to perform ADLs

Describe the change in condition and its impact on the member’s need for assistance:


	Request type
	1. Member Information
	2. Medical Information
	3. Change in Medical Status Information
	4. Change in Non-Medical Status Information


<<

  /ASCII85EncodePages false

  /AllowPSXObjects false

  /AllowTransparency false

  /AlwaysEmbed [

    true

  ]

  /AntiAliasColorImages false

  /AntiAliasGrayImages false

  /AntiAliasMonoImages false

  /AutoFilterColorImages true

  /AutoFilterGrayImages true

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Warning

  /CheckCompliance [

    /None

  ]

  /ColorACSImageDict <<

    /HSamples [

      1

      1

      1

      1

    ]

    /QFactor 0.15000

    /VSamples [

      1

      1

      1

      1

    ]

  >>

  /ColorConversionStrategy /CMYK

  /ColorImageAutoFilterStrategy /JPEG

  /ColorImageDepth -1

  /ColorImageDict <<

    /HSamples [

      1

      1

      1

      1

    ]

    /QFactor 0.15000

    /VSamples [

      1

      1

      1

      1

    ]

  >>

  /ColorImageDownsampleThreshold 1.50000

  /ColorImageDownsampleType /Bicubic

  /ColorImageFilter /DCTEncode

  /ColorImageMinDownsampleDepth 1

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /ColorImageResolution 300

  /ColorSettingsFile ()

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /CreateJDFFile false

  /CreateJobTicket false

  /CropColorImages false

  /CropGrayImages false

  /CropMonoImages false

  /DSCReportingLevel 0

  /DefaultRenderingIntent /Default

  /Description <<

    /ENU ([Based on '[Press Quality]'] Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /DetectBlends true

  /DetectCurves 0

  /DoThumbnails false

  /DownsampleColorImages true

  /DownsampleGrayImages true

  /DownsampleMonoImages true

  /EmbedAllFonts true

  /EmbedJobOptions true

  /EmbedOpenType false

  /EmitDSCWarnings false

  /EncodeColorImages true

  /EncodeGrayImages true

  /EncodeMonoImages true

  /EndPage -1

  /GrayACSImageDict <<

    /HSamples [

      1

      1

      1

      1

    ]

    /QFactor 0.15000

    /VSamples [

      1

      1

      1

      1

    ]

  >>

  /GrayImageAutoFilterStrategy /JPEG

  /GrayImageDepth -1

  /GrayImageDict <<

    /HSamples [

      1

      1

      1

      1

    ]

    /QFactor 0.15000

    /VSamples [

      1

      1

      1

      1

    ]

  >>

  /GrayImageDownsampleThreshold 1.50000

  /GrayImageDownsampleType /Bicubic

  /GrayImageFilter /DCTEncode

  /GrayImageMinDownsampleDepth 2

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /GrayImageResolution 300

  /ImageMemory 1048576

  /JPEG2000ColorACSImageDict <<

    /Quality 30

    /TileHeight 256

    /TileWidth 256

  >>

  /JPEG2000ColorImageDict <<

    /Quality 30

    /TileHeight 256

    /TileWidth 256

  >>

  /JPEG2000GrayACSImageDict <<

    /Quality 30

    /TileHeight 256

    /TileWidth 256

  >>

  /JPEG2000GrayImageDict <<

    /Quality 30

    /TileHeight 256

    /TileWidth 256

  >>

  /LockDistillerParams false

  /MaxSubsetPct 100

  /MonoImageDepth -1

  /MonoImageDict <<

    /K -1

  >>

  /MonoImageDownsampleThreshold 1.50000

  /MonoImageDownsampleType /Bicubic

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /MonoImageResolution 1200

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /NeverEmbed [

    true

  ]

  /OPM 1

  /Optimize true

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /BleedOffset [

        0

        0

        0

        0

      ]

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks true

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MarksOffset 6

      /MarksWeight 0.25000

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PageMarksFile /RomanDefault

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

    <<

      /AllowImageBreaks true

      /AllowTableBreaks true

      /ExpandPage false

      /HonorBaseURL true

      /HonorRolloverEffect false

      /IgnoreHTMLPageBreaks false

      /IncludeHeaderFooter false

      /MarginOffset [

        0

        0

        0

        0

      ]

      /MetadataAuthor ()

      /MetadataKeywords ()

      /MetadataSubject ()

      /MetadataTitle ()

      /MetricPageSize [

        0

        0

      ]

      /MetricUnit /inch

      /MobileCompatible 0

      /Namespace [

        (Adobe)

        (GoLive)

        (8.0)

      ]

      /OpenZoomToHTMLFontSize false

      /PageOrientation /Portrait

      /RemoveBackground false

      /ShrinkContent true

      /TreatColorsAs /MainMonitorColors

      /UseEmbeddedProfiles false

      /UseHTMLTitleAsMetadata true

    >>

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXBleedBoxToTrimBoxOffset [

    0

    0

    0

    0

  ]

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXOutputCondition ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputIntentProfile ()

  /PDFXRegistryName ()

  /PDFXSetBleedBoxToMediaBox true

  /PDFXTrapped /False

  /PDFXTrimBoxToMediaBoxOffset [

    0

    0

    0

    0

  ]

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /ParseICCProfilesInComments true

  /PassThroughJPEGImages true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness false

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /sRGBProfile (sRGB IEC61966-2.1)

>> setdistillerparams

<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Newinitial complete sections 1 and 2: Off
	Change of status Medical complete sections 1 2 and 3: Off
	Change of status Nonmedical complete sections 1 and 4: Off
	Is this request for an expedited assessment: Off
	Name: 
	MI: 
	Last: 
	Medicaid ID: 
	only required for members living in or seeking admission to an Adult Care Home ACH: 
	Male: Off
	Female: Off
	Nonbinary: Off
	Prefer not to say: Off
	Other: 
	English: Off
	Spanish: Off
	Other_2: 
	Street address: 
	City: 
	ZIP Code: 
	Phone: 
	Parent: Off
	Legal guardian required if member is under age 18: Off
	Other_3: Off
	Name_2: 
	Relationship to member: 
	Phone_2: 
	Private residence: Off
	Group home: Off
	Other_4: Off
	Hospitalmedical facility: Off
	Skilled nursing facility SNF: Off
	ACH: Off
	Special care unit: Off
	If the member is currently in a hospital or SNF what is their expected discharge date: 
	undefined_9: Off
	undefined_10: Off
	undefined_11: Off
	undefined_12: Off
	undefined_13: Off
	Short term three or fewer months: Off
	Chronic and stable: Off
	Likely to resolve or improve: Off
	Intermediate approximately six months: Off
	Age appropriate: Off
	Is the member medically stable: Off
	Is 24hour caregiver availability required to ensure the members safety: Off
	Initial: 
	Initial_2: 
	Initial_3: 
	Initial_4: 
	Name of the provider attesting to the information above: 
	Attesting providers National Provider Identification NPI: 
	Primary care provider: Off
	Outpatient specialist: Off
	Inpatient provider: Off
	Attesting providers practicefacility name: 
	Practicefacilitys NPI: 
	Primary contact name: 
	Address: 
	Phone_3: 
	Fax: 
	Name of person making this request: 
	Relationship to member_2: 
	PCS provider agency NPI: 
	PCS provider agency locator code: 
	PCS provider agency license number if applicable: 
	PCS contact name: 
	PCS contact title: 
	PCS contact phone: 
	PCS contact fax: 
	PCS contact email: 
	Change in days of need: Off
	Change in caregiver status: Off
	undefined_18: Off
	Other_5: 
	Change in member location that affects ability to perform ADLs: Off
	Date - month: 
	Date - day: 
	Date - year: 
	Date - year 02: 
	Date - day 02: 
	Date - month 02: 
	gender other: Off
	language other: Off
	County: 
	alt contact other: 
	adult protective services case: Off
	living arrangmwnts other: 
	diagnosis: 
	0: 
	0: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	1: 


	date of onset: 
	0: 
	1: 
	2: 
	3: 
	4: 

	date - month 03: 
	date - day 03: 
	date - year 03: 
	date - year 04: 
	date - day 04: 
	date - month 04: 
	Describe the specific change in medical condition and its impact on the members need for assistance required: 
	Describe the change in condition and its impact on the members need for assistance: 
	ICD-10 code: 


