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FOREWORD

The prevalence of mental illness among the elderly residing in
communities and in institutions has been well documented 115 to 25
percent in communities and 50 to 75 percent in institutions). In
contrast to this high prevalence rate is the relatively low rate of
utilization of community mental health services by the elderly:only 4
percent of those served are over age 65. Foremost among the numer-
ous explanations for this low utilization rate is the lack of specialized
geriatric mental health services available, accessible, and acceptable
to the elderly.

Inthe past 7 years, there has been dramatic increase in the amount
of information available to mental health professionals about the
range of possible approaches to the delivery of geriatric.mental

____health services. On a national-level: for ‘example, the Secretary'’s
- Committee on the Mental Health and Illness of the Elderly and the
President’s Commission on Mental Health provided recommenda-
tions on the design of geriatric mental health service systems. In
addition, the enactment of Public Law 94—63 in 1975 required com-
munity mental hcalth centers (CMHCs to provide specialized ser-
vices for the elderly.

While there has been a great deal of activity at all levels of govern-
mentand many significant program efforts have been initiated. men-
tal health dollars for either the development and or the support of
specialized geriatric services are extremely scarce. Mereover, there s
a need for comprehensive health, mental health, and social service
development to address the complex situations in which many older
persons find themselves.

Since 1975, program staff of CMHCS have found it increasingly
difficult to identify and obtain mental health funds for either the
development or support of comprehensive geriatric mental health
services. Recognizing that mental health dollars alone were not suf-
ficient for the task of developing comprehensive geriatric services,
program staff began to search outside mental health. They soon
realized that the worid ofmultlprogram support was complicated and
filled with numerous rules and regulat}ons—sometimes complemen-
tary, usually not. In this multiprogram support, only the most hardy
and skillful were able to manage.

The purpose of this Resource Guide is to bridge the gap between the
geriatric mental health service program and those programs offering
support of complementary social and health services to the elderly. It
provides a context for developing a range of approaches to compre-
hensive geriatric mental health services,

iil




iv FOREWORD

- Along-with the enactment of the Mentdl Health Systems Act /PLT
96-398), the Resource Guide will help to establish a framework 1n
which mental health services can be planned and delivered The
trend suggested by the Mental Health Systems Act 1s tow ard sy stems
development, with a strong emphasis on coordination with health
and other related services. The Resource Guide should prove to be
valuable in planning geriatric mental health services within an
overall systems approach.

Finally, the users of the Resource Guide are reminded that its goal
15 to offer alternative approaches to the development of comprehen-
sive programs for elderly individuals 1n need of mental health ser-
vices. It is hoped that it will assist 1n 1ncreasing the quantity and
quality of mental health services to the eldenlv

E. Robert Arrindell, M S.W.
Technical Assistant Consultant
Center for Studies of the Mental
Health of the Aging
Division of Special Mental Health Programs
National Institute of Mental Health




PREFACE

The past few years have witnessed intensive national reviews of
the state of mental health related services for the elderly. The Pres-
ident’s Commission on Mental Health. The Secretary’s Commuttee
on Mental Health and Illness of the Elderly. and The National
Conference on Mental Health and Aging, coordinated by the U.S.
House of Representatives Select Committee on Aging. all strongly
emphasized the need for improved responsiveness of community ser-
vice programs to the mental health programs of older Americans.
And the work around the 1981 White House Conference on Aging

Health Sys{tems Act of 1980_mandates new responsibilities and sets
the stage for new opportunities in providing a range of services for
older people. With all of this activity service providers have become
aware of their potential rolé and the unique contributions thev can
make in working with older persons in need of mental health as-
sistance. At the same time, there has been increasing understanding
by the elderly and thejrTamilies of different mental problems that
can respond to trizt ent—and they are seeking help.

Obviously critical to the ability of older people to have access to
mental heaith related services and to the capacity of service pro-
viders to deliver them are the resources available to meet costs,
expenses, and other needs. Toward the goal of improving the abilicy
of service programs addressing the mental health needs of the el-
derly to take better advantage of available resources. this Guude
strives to delineate existing resources from he perspective of reim-
bursement to the service program and benefits to the older individ-
ual. Moreover. these resources are looked at within the context of
a conceptual model of community mental health programs for the
elderly that takes into consideration principles of care and creative
mixing of available resources for improved organization and delyv-
ery of services. Ruth Knee and Gladys Krueger. who developed this
Guide, have made a major contribution both to the field of mental

continues to voice this nationwide concern. Meanwhile, The Mental_ _
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health and aging and to the public with the 1mpommt information
e —included. in. this volume..

PREFACE

Gene D. Cohen. M.D.

Chief. Center for Studies of the Mental

Health of the Aging
Division of Special Mental He

alth Programs

National Institute of Mental Health

Marie L Blank. M.S.W.

Assistant Chief. Center for Stuthes of the

Mental Health of the Aging
Division of Special Mental He

Nationa! Institute of Mental F

aiith Programs
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l. INTRODUCTION

The goal of a program of community mental health ser 1ces for
the elderly is to develop a comprehensive range of services—from
prevention through treatment and rehabilitation.

The community mental health eenter (CMHC) has a unique re-
sponsibility for carrving out mental health serviees for the elderly.
The Community Mental Health Centers Aet of 1975. Publie Law
94-63. Section 201thr (1) specifically required. "A program of spee-
ialized services for the mental health of the elderly icludimg a full
range of diagnostie. treatment. liaison and follow -up serviees ias
prescribed by the Secretaryy

The CMHC provides some serviees directly When 1t does not. have . ___

E

Q

direct control. it must know how to draw on or help develop the
other community resources that are essential to promote the well-
being of the elderly.

Conimunities that do not have a CMHC ¢an also use the ideas
and resources presented in this gude in meeting the mental health
needs of their aged This presupposes the existenee of a community
agency that has the interest and capability to take responstbility
for developing and sustaining a mental health program,

The CMHC has three major coneerns with mental health services
for the elderly:

* To see that all social and health serviees in the community for

the elderly have an appropriate mental health content

* To assure that the mental health needs of the persons receiving

. these services are appropriately identified and met

* To assure that the mentally ill who are seen i the mental

health services system receive the range of soeral and health
services which they need.

The individual center must decide on the allocation of 1ts resourees
and efforts among these concerns. depending on its pereception of
community needs and its own capabilities.

This guide is addressed to those of you working 1n CMIICs or
other mental health programs who are concerned with the needs
and probl-ins of the elderly. It attempts to provide infor mation that
can help you:

* Identify different kinds of mental health services that are

needed by the elderly and that can be provided to them by
CMHCs.

RIC
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2 INTRODUCTION

* Creatively use the many different kinds of resources available
. __ _tosupport.theseservices. . __ .__ .. _ .
* Ident1fy major community social support programs that help

maintain the functional capacities of the elderly and help them
with social and economic needs w hich affect their mental health.

In section 1. the guide presents a conceptual model of community
mental health services. This model reflects the approach and phi-
losophy of the Center for Studies of the Mental Health of the Aging.
National Institute of Mental Health t{NIMH). The Institute has
major responsibility for the mandate that CMHCs provide menial
health services to the elderly.

Section 11l sets forth mayor principles that have proven useful in
developing community mental health programs for the elderly. In
- this section. the program urganization and evolution of sexen dif-
ferent community mental health programs for the elderly are
described. . '

Section IV includes 1nformation about major federally supported
programs that are relevant to the aged and available for use by
community mental health staff.

In section V. the purposes of different mental health program
components are described. Examples are provided in terms of pro-
gram goals and the resources available to help meet these goals.

In 1977 1978, directors of the seven community mental health
programs included in section Il provided information about the
development of their programs for the elderly. in response to a re-
quest by Dr. Gene Cohen. Chief. Center for Studies of the Mental
Health of the Aging. NIMH. The following agencies ard their staffs
contributed:

Southeast Community Mental Health Center

4190 Mission St.
San Francisco. Calif. 94112

Sunset Community Mental Health Center
{District V)

2145 19th Ave.

San Francisco. Calif. 94116

12
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Prairie View Mental Health Center
East First St. - P.O. Box 467 ‘ o
Newton, Kans. 67114

Massachusetts Mental Health Center
74 Fenwood Rd.
Boston, Mass. 02115

Center for the Study of Aging and Human Development

Duke University Medical Center ——

P.O. Box 3003

Durham, N.C. 27719 -

West Philadelphia Community Mental Health Consortium,
Inc.

P.O. Box 8076

Philadelphia, Pa. 19101 t

Weber-Morogan County Comprehensive Mental Health
350 Healy St.
Ogden, Utah 84401

Section IV is organized so that it can be used as a reference for
questions about a particular resource or where to go for more in-
formation. For the more important federally sponsored programs,
it sets forth the provisions that are uniform on a nationwide basis
and major State-to-State variations. It cannot supply information
on all State and local variations. For example, for the Mcdicaid
program, eligibility requirements, services coverage, and reim-
bursement rates are different from State to State and may ‘vary
within a State. As a user of the guide, you are encouraged to record
for future reference the particular variations of any program that
are applicabie to your community and State. The information in
section IV reflects program provisions as of July 1, 1979. It is im-
portant to keep in mind that Federal programs change as a result
of changes in legislation and funding.

Information for the major federally supported programs included
in section IV was drawn from a variety of sources: (1) the Federal
laws; (2) Catalog of Federal Domestic Assistance, (3) Funding in
Aging—Public, Private and Voluntary, 1979 Edition; (4) Social Se-
curity Handbook; (5) brochures, pamphlets, information sheets, and
other publications issued by the various Federal programs, (6) Third-
party reimbursement seminars sponsored by the National Institute
of Mental Health and presented by A.L. Nellum and Associates and

ERIC 13
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Macro Systems, 1976. Fer the reader who wants to pursue more
sources of support for the aged. appendix A provides a description
of items (21 and 13/ and information on how to obtam them Appendix
A describes several additonal references which the reader may find
useful.

Appendixes B through G consist of directories of agencies and
institutions to which reference is made i section IV,

B.
C.
D.
E.
F.
G.

Selected DHHS Regional Office Staff
State Mental Health Authorities

State Agencies on Aging

Medicaid Directory

State Title XX Agencies .

VA Installations—Where To Go for Help
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Il. CONCEPTUAL MODEL
OF. COMMUNITY MENTAL
HEALTH SERVICES FOR
THE ELDERLY

A. Interface of Mental
Health Services With Other
Services for the Elderly

A mental health program for the elderly has to be put together
at the community level and must be linked to the total network of
health services and community and social support services available
to the elderly. The mental health program isone integral component
of a total program of comprehensive services for the elderly.

Elderly individuals in need of help must be approached as “total
persons,” Their mental problems cannot be separated from their
physical problems or from the social and economic situation in which
they find themselves.

No single agency can possibly assume total responsibility for all
of the services needed by the elderly or deliver them under one roof.
No single agency has the resouices, authority, personnel, or skills
to do it. The role of the mental health agency is:

1 To identify the mental health needs and to locate the resources
ineachmajor geographic area that develops acomprehensive mental
health services plan for the elderly

2. To provide the linkage between individuals in need of special
services and resources that help meet the need

3 To work with the community in planning and coordination roles .
to make local resources responsive to the mental health needs of the
elderly j




6 RESOURCE GUIDE

The mental health agency staff dealing with the elderly must
consider how the mental health programs fit into the network of
total services available to the elderly Four major components of
this network are shown in the following schematic diagram These
four components are used in the subsequent description of potential
resources that can be brought to bear on the mental health needs
of the aging. ’

General Health
Services

Services for the Aging Mental Health Services

Community Services
(formalz=—=informal)
and
Social Supports
(formale—=informal)

B. Definition of the Elderly

An arbitrary age definition 1s often used for purpose of eligibility
for specified services. Some major resources for the elderly define
eligibility in terms of age 65 years or older. for example, Medicare
and Supplemental Security Income. Some programs specify age 62,
age 60, or age 55, others have no age specification. Community
mental health centers should include 1n their services programs for
the elderly ‘people who are younger than age 65 It is known that
the proportion of people with mental health problems increases with
age. Therefore, a CMHC involved 1n preventive activities might
well want to include younger persons.

Programs for the older disabled and chronically mentally 11l have
to be geared to the functional levels of persons as well as to age
vulnerability. The services tn a mental health center. for example,

5
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CONCEPTUAL MODEL 7

the clinical programs. should be available to persons of all ages with
no automatic age cutoff. To take the position that persons over a
certain age cannot benefit from psychiatric treatment 15 untenable

C. The Role of Psychiatric v
Treatment and Other Medical
Treatment for the Elderly Patient

Psychiatric treatment should have a modest objective for most
elderly patients—to help them adjust and function in day-to-day
living, rather than to undergo deep therapy to accomphsh personal
realignment.

Physical problems, along with mental problems. are increasingly
prev alent at various functional levels of the older patient. Therefore,
the mental health eenter must have a medical evaluation of the
patient This will frequently require referral of the patient to a
physician. and establhishing relations with those phystctans and clin-
1es that will be involved in any necessary follow-up. Adequate at-
tention to his physical problems can help the older person function
in the face of mental problems.

D. Some Special Considerations

One of the major characteristics of older people who have func-
tioned well is that they do not seek out help with thenr mental
problems. Therefore. support services need to be offered in the places
where they live. for example, senior citizens buildings, or places
where they ordinarily go.

Many of the elderly are less able than younger persons to make
their way through the complex maze of resources available to them.
There must be an active outreach program for these individuals.

Much is done for the elderly person through support services. for
example, transportation. telephone assurance. meals on wheels.
Mental health eenter staff must know about all possible support
services, how to use them. and how to develop them if they do not
exist.

~
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8 RESOURCE GUIDE

E. Strategies for Use of Multiple
Sources of Support

Multiple sources of Federal. State. local. and private program
entities and funds make up the community network of services for
the elderly The CMHC has limited control over most of these re-
sources but has to make use of all of them. Some strategies that
mental health centers have used effectively include:

1. Formal interagency working agreements concerning such pro-
gram aspects as information exchange. referrals. reimburse-
ment. consultation arrangements, staff interchanges.

2. Exchanges of services (without extra reimbursement). for ex-
ample, a senior center might offer recreational activities for
the CMHC's elderly patients. and the center staff might pro-
vide program consultation and case consultation to the senior
center.

3. Co-location of staff in order to allow easier access to mental
health staff. A senior center might provide office space for
CMHC staff. or the center nught provide the facilities for a
health screening or a home health unit.

(41

Informal neighborhood networks as the nucleus of bot
ventive and support programs.

The CMHC should use mental health funds for specific or spec-
ialized mental health services. This can be done through interagency
agreements and pooled funds as well as through direct expenditures.
The CMHC should find ways to have basic health and social services
paid from other resources Third-party.reimbursement payments for
health care services should support the major part of direct treat-
ment. Program funds for human services should provide for the
entire range of social support services and educational activities.

r




CONCEPTUAL MODEL 9

F. Incremental Development of
Mentai Health Services for the
Elderly

Community mental health services for the elderly should be de-
veloped in balance with community resources for meeting other
kinds of needs of the elderly. Assessing the needs of elderly persons
in the community and assessing the resources that are available to
meet those needs are initial steps in developing a mental health
program for the elderly The efforts required to develop comprehen-
sive services for the elderly depend on what already exists 1n the
community. For the services that need to be developed. 1t 15 nec-
essary to determine whether it is appropriate for a particuiar service
to be located in a CMHC or whether it might better be sponsored
by another community agency. Most programs must be developed
incrementally, based on long-range plans. but with a great deal of
flexibility regarding priorities and short-range goals.

rd
<,
1
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Ill. PRINCIPLES AND
PATTERNS OF
DEVELOPMENT OF
MENTAL HEALTH
SERVICES FOR THE
ELDERLY

Building a mental health service network for the elderly takes
time. Long-range planning, an incremental approach, interagency
coordination, and use of multiple sources of funding and other re-
sources are all essential components of successful program devel-
opment Each center or community mental health program needs
to find its own approach. since needs, priorities, and resource avail-
abi'ity vary from one locale to another.

A.

Principles

Some principles which have been used in program development
by established geriatric mental health programs are:

Plan on an incremental approach. Start with a single service or
with serving only a part of a catchment area, particularly if it
is an area that covers several counties or political jurisdictions.
Start with services on a pilot or demonstration basis. Be sure
to specify a time period for this initial phase with some agreed-
upon and simple criteria for evaluating whether the service or
pr~gram should be continued as is, modified, or discontinued.
Don't duplicate existing services or programs. If some population
groups are not being served because of noneligibility or geo-
graphical limitations see if the existing program can be
expanded. ‘
Identify gaps in existing programs and or in the hinkages be-
tween mental health and other health and human services pro-
grams. See how the mental health program can fill these gaps
with least staff.

10
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Obtain assistance from community groups and other programs
in identifving gaps and needs. but retain decistonmaking and
direction within the mental health program

Learn to use multiple resources. money. and services m-kind,
It may take a combination of several funding sources to support
a single program element. such as dayvcare.

Develop trade-offs with other programs—money. staff, services.
Working agreements should be a two-way street.

Be cautious about putting too much'emphasis on a single service’

Just because the money is available. this may lead to its 1nap-
propriate use.

Know the territory in terms of 1ts demographic characteristies.,
community patterns. mental health. physical health. and social
services delivery systems on the one hand: and political clout
and conngections of categorically interested groups concerned
with the elderly. especially consumer groups. on the other.
Don't oversell in order to obtain special money. Don't promise
something that cannot be delivered.

Don’t place t0o much dependence on a single Federal program.
Most programs make changes in direction and have time limits,
Develop an information file on all the public programs that have
relevance to your program plans and directions—Federal. State.
county. city. region, parish. conservation district

Get acquainted with the directors or managers of other pro-
grams Health and welfare councils. senior citizens couneils. and
community planning groups may be good vehicles for getting
acquainted.

Explore how to get maximum support from levels of organization
closest to the program you are planning, Examples are State
agency to State agency. and CMHC to local bodies. sueh as
county board of supervisors. area agency on aging, local United

. Way,

Learn the language and priorities of other programs and funding
sources. For example, pre-retirement mental health group coun-
seling can be considered as adult education as well as a pre-
ventive mental health service.

Be accountable for funds and responsibilities which vou have
accepted Don't accept funds or responstbilities for which vou
cannot be accountable.

Learn to determine cost of activities and program elements,
evenif youdon't have to report this to a third-party paver. Some

indirect services can be relatively costly,
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» Keeprecords of community activities as well as chn:cal services

» Explore new ideas with other groups serving the elderly

» Know the limitations of third-party and other payment pro-
grams Don't try to stretch them to cover nuncovered services
But do work with others to try to remove discrimunations and
achieve adequate coverage.

* Develop interagency agreements which will improve the CMHCS
program of mental health.services fur the elderly by making
them more comprehensive o1 by getting an individual into sers-
1ice earlier. even if these agreements do not add to the revenue

of the CMHC.

B. Patterns of Program
Organization and Evolution

One of the most important roles of the geriatric mentadl health
service within a community mental health program is to serve as
a catalyst or broker 1in order to develop limkages between elderly
individuals in need of mental health sersices and the resources that
can meet their needs. This mvolver sensitizing many “generic”
agencies or programs to the needs of the elderly and or the mentally
ill and helping these agencies do their job in serving the mentally
il elderly. It alsv means educating the community. meluding the
elderly. on how and where help with mental health problems s
available. These efforts must extend to the taxpay ers. official-, and
legislators responstble for local and county government and tv third-
party payment programs. if adequate financial support is to be re-
ceived for mental health services

The following examples illustrate different philosophies of ger-
atric mental health service progams and different patterns of pro-
gram development. organmization. and funding. Each of the genatiie
commumty mental health programs desciibed 1~ a component of a
larger mental health program or human service nganization. None
of them is free-standing Each of them shares sume  genence” com-
ponents with the larger agency i which it is located. and cach has
developed some kind of specialized service. There are numerous
variations in staffing patterns and funding arrangements

ERIC 22
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Model A—Inner-City CMHC
as Part of a Consortium

Located in an Eastern inner-city area. this program is a compo-
nent of a consortium which is one of the largest CMIICs in the
United States The consortium 1s composed of the following units:
Five counseling centers. an inpatient unit. an emergency service.
two aftercare centers. drug and alcohol services, mental retardation
services. consultation and education. a center for women in tran-
sition. and an extensive older adult service. Nearly 600 emplovees
deliver the services of the mental health consortium. There is a
boa. d of directors with half of the board members elected community
representatives and half represeqitatives of the institutions that
make up the consortium.

The Older Adult Project was initiated at a0 time when the Ura-
versity School of Medicine. Department of Community Medicine.,
was developing a Gerontology Project and had a small budgetary
surplus With State approval. a small grant from those funds was
approved for a 1G-week pilot: project. The main objectives of this
Older Adult Project were to:

1 Provide outreach. support. information. referral. and direct
casework assistance te the elderly in areas of medical. finan-
cial, mental health. reereation. and home-help services

2. Train selected older local residents to use their talents and
interests in working with the elderly

3. Provide a visible symbol of concern for the aged

4 Act as an advocacy link between resources and older people
— 5 Document need and stimulate the creation of new and preven-

tive services

Initial community interest and involvement in the mental health
activities for older adults grew out of the outreach activities of one
counseling center in the consortium. The center began working with
anorganization which had been established by a group of Protestant
clergymen who had become concerned about the elderly n theiwr
congregations Stimulated by the potential of a joint undertaking,
the consortium collaborated in planning the in,uizl demonstration
project It was anticipated that an active outreach program of this
kind would help to identifv and alleviate some of the problems of
the elderly and enhance some aspects of their day-to-day hving.
Between 1970 and 1977. this Older Adult Project grew to include
a staff of about 65 persons, 60 percent of whom are over the age of
60. and a volunteer service of 150 older volunteers,

Q 23
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The consortium has been designated by the Avea Agency on \ging
to deliver services to the elderly. Currently. the consortiunm operates
three multipurpose senior centers and two satellite center~ for pet-
sons 60 vears and older Services include. nutritional setvices. trans-
portation. social services. socialization and recreation activities,
health services. information and referral. outreach activities. vol-
unteer services, a food cooperative, telephone reassurance. and chore
services These services are funded by the Metropolitan Corpotation
for Aging, which provides 75 percent of the budget. the County
Office of Mental Health Mental Retardation. and Title XX. The con-
sortium has’.also established a genatrics day hosprtal. This was
initiated with the help of a foundation grant and 1s being sustained
by Medicaid reimbursement.

In-home services and domiciliary care are admnistered by the
local Area Agency on Aging but are considered an integral part of
the mental health service system. The Older Adult Service admin-
istrative office houses the in-home service covrdinators and a sec-
retary. The Domiciliary Care program is hinked by staff refcrral and
followup from the Older Adult Service.

In 1977, a Genatric Mobile Mental Health Unit was added as a
result of the Federal Converswon grant Four staff members— a4 unit
director, social workers. nurse, and mental health assistant- -have
been hired to tai handle assessments and direct mental health in-
tervention in counseling centers. thy go into nursing homes. hosp
tals, and boarding homes to do emergency imtervention and fol-
lowup. and t¢) handle ment.! health problems of the elderly on an
emergency basis. The umit is designed to edutate, assess. and provide
direct mental health services to the elderly population

A grant was obtamed from CET.A (Comprehensive Employment
and Training Act) to handle three functions. ta) a transportation
coordinator and secretary. (b) three pre-retirement educators., and (¢
two alcoholism outreach workers. This program will alow the con-
sortium to develop an integrated transportation service to make
maximum use of their eight vans and one bus.

Model B—Clinic Specializing in
Geriatric Mental Health

This ¢hnic, spectalizing in geriatrie mental health, 1= operated b
a University Center for the Study of Aging and is one of the hospital
clinies of a southern unmiversity medical center. It serves as an af-
filiate of the county community mental health center for the deliversy
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of mental health services to the elderly in the catchment area. which
is a combination of urban. suburban. and rural areas. It also main-
tains a “special connection” with the Area Agency on Aging through
a technical assistance program; re.. clinmie personnel serve as in-
structors 1n the training program developed by the aging network.

The county community mental health centor 15 directly respon-
sible to the county comnussioners. Within the county CMHC. there
15 a coordinator of adult services who is responstble to the medical
director of the CMHC. Among the special duties of this mndividual
is the responsibility for services to the elderly. The county CMHC
has developed an aftercare program for patients discharged from
the State hospital This program occastonally serves elderly chents
and there is a nurse m charge of the program responsible to the
coordinator of adult services within the county CMHC. While the
chnic serves as a satellite of the county CMHC. the county CMHC
has no administrative responsibilities for it. Most elderly people
who contact the county CMHC axk referred directly to the chme
without actual personal contact with the county CMHC. Each of the
chnic staff members 15 especially concerned with the delivery of
geriatric services.

The elinie was initially an outgrow th of the Information and Coun-
seling Service of the University Center for the Study of Aging. and
it developed as an ineidental part of a program of policy research
on alternatives to institutionalization for mmpared older persons.
A major task of this research—the construction of rehable. valid
procedures for multidimensional assessment of individual function-
ing—réquired elients 1 a chnical setting. The assessment instru-
ment which emerged proved to be useful both for chnie mtake.
management planning. and followup. and for surveys that identified
untreated impairments of indnviduals within the community. Co-
incidentally. the State legislature created a Mental Health Com-
raission in 1974 to review existing services and recommend new

“mitiatives One of the recommended initiatives was the creation of

model mental health screening and treatment facihties for older
persons Within a yvear, the extension of the Federal Community
Mental Health Act was to mandate services for elderly persons. and
Title XX of the Social Securits Act provided a new source of funds
of potential significance for mental heaith. The State Division of
Mental Health Services was interested in a model mental health
screening and treatment facility for older persons. The county
CMHC was interested 1n responding to the new Federal mandate,
particularly 1f the new service could be financed m part from Title
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XX funds which required only a 25 percent match. Title XX funds

. became available to the county CMHC which then subcontracted

O
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for services to the elderly with the chinic This procedure wmked
well until Title XX funds were not avatlable for this particular
service within the county. At that point. the chine began negotia-
tions with the hospital of the University Medical Center and hecame
an affiliate clinic within the hospital chines, At the same time. the
chnic continues to maintain a satelhite and affihate relationship
with the county CMHC.

Being 1in a umiversity medical schoul setting, chinie statf are med-
1cally oriented and include two part-time psychiatnsts. a medical
director who is an internist 110 percent timei, a nurse 120 percent
time). a full-time social worker, an interviewer. a record hbrarian,
and a secretary. The chinic also has a tramg function with tramees
from many different university d¢ sartments and visiting scholars
or specialists,

Clinic goals include evaluation research. traming, and service
delivery. The clinic serves as a muodel evaluation and treatment
facility for the elderly. Services include mental health assessment,
psychotherapy. psychutropic drugs. medical services. nursing sery-
ices. relocation and placement services, admimstratne, legal, and
protective services. and a courdination of serviee delivery The goal
15 to attend to the full range of needs of the imparred elderly within
the community . with the reahization that there 1s a high probabilits
that older persons with multiple smpairments have mental headth
impairment. Most supportive services have to be vbtaimed ‘i com
munity agendies. Each community agency has appointed o caison
person to the chinic, and regular meetings are held with that pe.son.

Model C—Rural “Free-Standing” CMHC

This is a long-estabhished “free-standing”™ community mental
health center located in a rural area of o midwestern State 1t 1s
one of several private. nonprofit mental health centers spunsured
by a church related mental health service. The center 1= guverned
by an 18.member buard of directors which represents the conimur ity
at large and the spunsoning churdhes. In addition to the governing
board. each county 1n the catchment area. which includes three
counties, has an advisory committee compused of seven persons
This advisors committee gines counsel tu the center and the county
commissioners concerning buth fiscal and progiam ssues The cen
ter 1s organized on the basts of thiee service-delivers divisions. Com-
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munity Serviees. Hospital and Chnie, and Growth Associates, The
center. especially through the Hospital and Chnie Division, serves
private patients from a wide geographic area. The primary respon-
sibility of the Community Serviees Division is to serve the tri-county
Community Mental Health Catchment area. A Department for Ser-
vices to the Aging has been established within the Community Ser-
vices Division.

The center has satellite offices in the two outlying counties. They
are at different stages of development. One has been able to establish
an active relationship with the Area Ageney on Aging.

Because the eenter provides few ancillary -erviees as such. most
soc1al support serviees have to come from community agenees.

Historically. center staff have had an interest in aging which
predates the specialized program. In the 1960s. an Aftercare Project.
funded by NIMH. provided the center with an opportunity to develop
untraditional patterns for meeting mental health needs of individ-
ualsin the community This took the center staffinto the communuty
to view mental health needs from a different perspeetive and to
provide the services of a visiting nurse. Because some of the aftercare
patients were placed in care homes in the community. staff found
themselves involved in a number of nursing homes and personal
care homes for the aging psychiatric patient. The center has con-
tracts with the three counties to furnish continuing mental health
services and. thus, has provided for the extension of this aftercare
service bevond the Federal grant period. In its commitment to meet
the total mental health needs of the three county areas. the center
has seen the needs of the aging person as a high prionty area. There
is a high concentration of homes for the aging 1n these three
counties, .

The aim of the ongoing program for the aging is fourfold: first. to
adequately meet the psychiatric needs of the aged person in the
catchment area which involves improving psychiatric diagnosis and
chimieal treatment, attempting té restore’each individual to his high-
est level of functioning. and mmproving the eare provided 1n the
nursing homes and homes for the aging 1n the area: second. to
provide knowledge about the process of aging to the community at
large and particularly to persons working with the elderly in care
homes: third, to develop more resourees for the elderlyv. in¢luding
the promotion of County Councils on Aging: and fourth. with the
concept of prevention. to work with industries and a variety of com-
munity groups to try to shape some of the policies that have eon-
tributed to society’s attitude toward the aging. This attitude has to
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do with mandatory retireiment. madequate retivement planning.
inadequate housing, inadequate transportation. madequate nutri-
tion for aging persons By mfluencing soeial policies m a number
of areas. the program hopes to provide a better hfe for the aging
atizen and prevent the isolation and physical deterioration that
results from inadequately met needs.

The center finances most of 1ts services on a fee-for-service basis
Fees are based on the customary charges per umt of service. 1e.
inpatient day. partial day. hours of individual therapy Medicare.
Medicaid. and private health insurance reimbursement are re-
ceved. In addition. State and eounty funds, under contract. are used
for mental health services in the tri-county area. The goal of the
Department on Aging is to operate at a slight margin of income
over expenses and overhead. During the time that the department
1> 1n 1ts developmental stages. some of the money which comes to
the center from the State will be used as a subsidy to the department
A serious problem 1s the lack of third-party payments or other avait-
able funds to pay for the nursing home consultation and other ed-
ucational activities. The center policy 15 to assess fees for, workshops
and seminars, and to limit outreach activities to persons who see
the value in paying for them. such as nursing home staff.

Model D—CMHC as a
Unit of County Government

This center. located 1n a Western mountain regibn. is a mental
health center which 1s an element of county gov ernment. answerable
to the county commusstoners who are. by State law., the local mental
health authority. The statute makes provision for a Citizens Ad-
visory Council. appointed by the county commission. which funé-
tions as a 12-member policy board for the center Some of these
members are assigned to various program aspects. and they provide
haison to other county human services ageney boards Reciprocally.

wihe mental health board has haison members from those other
agency boards. including the County Agency on Aging Additionally.
the mental health board has a number of advisory committees. one
of which is composed of nursing home residents.

The mental health program for the elderly is actually an amalgam
of the mental health center. the Department on Aging. and other
support services from the human services system in the county
Since the center was opened in 1970. community services for the
aging population have been a top priority The center does not 1den-
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tify a specific geriatric team. but. rather. it provides services
nursing homes through its Intermediate Services Team and 1ts
Nursing Team and coordinates with the Department on Aging re-
garding general geriatric problems in the eounty. Other services
may be given to elderly clients by the Acute Services Team and or
one of the center’s psychiatrists. A Consultation and Education
Team is being developed which may take over some of the nursing
home liaison activities. .

Both the Mental Health Center and the Department on Aging are
components of the Human Services System. whose director is re-
sponsible directly to county commissioners, Each has independent
boards or councils that act in behalf of. and assist in. the develop-
ment of policy and staffing guides and program implementation for
the two agencies. Each department has a director to whom the ser-
vice personnel are responsible. While staff are not interchangeable.,
each agency does use staff from the other departments in an advisory
capacity, on a consultation basis. and in cooperative ventures such
as joint staffing to establish the case management responsibility.
and joint followup and evaluation.

The center program for the elderly 1s based on some assumptions
which have an influence on both the organizational structure and
the approach to service delivery:

1. The older person in the eommunity has a negative view of
mental health treatment.

2. Most treatment can be accomplished by using existing re-
sources without labeling the older person as a mental health
patient.

. Most treatment plans for the older person are in reality a
manipulation of the person’s behavior and or environment,

. Expectations or goals must be individually developed so that
they are flexible enough to meet the uniqueness of each ndi-
vidual's needs. based on the physical and mental abthty of the
person feceiving the dervice.

. If people are not labeled nientally ill and segregated. they are
more acceptable in community groups.

These goals and assumptions bromote mental health treatment
in settings which are more accessible to the patient and which allow
for a more normal lifestyle for the gertatric patient. HHospital or
nursing home care is used when needed for the individual but not
as a substitute for community agency services. The assumptions and
goals also provide the basis for an aftiliation agreement between

~
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the Council on Aging and the mental health eenter which defines
the mutual supports provided and the differential roles of each
agency. Individuals may nitiate then request for help through
either agency.

The integration of these two programs is furthered by the area
agency on aging and the mental health center director being housed
in the same building and sharing the same switehboard The center
director chams the finance committee of the Council on Aging and
sits on the Counal's Executive Commuttee. The director of the De-
partment on Aging sits on the advisory boards of the mental health
program. The aging program operates five senior ¢itizens centels
nutrition sites which provide support services and which do much
of the intake for the mental health program The mental health

«center helped to mitiate these senior citizens center. through pro-

viding urgamzational support services and financial support

Funding for these various services comes from a nux of State
county appropriated funds. Title XX tearmarked by State legisla-
tion). Older Americans Act (Titles 11l and V1D, and Medieaid. The
Human Services System within the county and the State allows
flexibility 1n combining funds from various State. county. and Fed-
eral programs.

Model E—Geriatric Service Unit of an Urban
Council of Churches ‘

This Genatric'\Service Unit 1s a major component of a highly,

orgamzed Council of Churches located in a west coast metropolitan
area. The Council. because of its long-time involvement with the
elderly and its interest in mental health issues. contracted to provide
geriatric services i one of the five mental health catchment areas
of the city The particular catchment area has a high proportion of
single, middle-class, poor elderly, and minority populations living
on fixed incomes. Two-thirds of the residential care homes for the
ambulatory aged within the aty are located within this catchment
area. The Councl also administers several programs funded by the
Area Agency on Aging.  \

The specific aim of the Genatric Service Unit is to enable senior
clients to stay 1n therr own commumty as long as possible and. if
hospitalized. to avord long-term hospitalization To that end. it is
the Unit's goal to act as an advocate for senior citizens and either
mobilize existing services or provide services not otherwise available

)
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When the CMHC catchment area was formed. a series.of public
meetings was held to let the commumty know that mental health
services were going to be made available. Task forces composed of
community members developed a service plan and a prelimnary
budget which was astronomical. The task force chairman. meeting

‘as a Citizéns Advisory Committee. worked out a more realistic

budget and established priorities for the area. Since geriatrics was
one of the high priorities, a small program was initiated. When the
NIMH staffing grant became available. the genatric service pro-
gram was enlarged considerably. The geriatric service program uses
funds from many sources. including NIMH grants, State-lo~ 'l men-
tal health matching funds, aity tax funds. community college funds.
area agency on aging funds. and ACTION.

The district CMHC, which is the contracting agent for the ger-
iatric service, has a citizens advisory board consisting of 24 residents
of the area who represent the various age. ethnic. and socioeconomic
groups. Inpatient, 24-hour emergency, and outpatient clinical serv-
ices are provided separately by the geriatric service. The major spe-
cialized components of the Geriatric Service Unit are a Geriatric
Day Treatment Program, a Home Evaluation Team. and a Resi-
dential Care Home Program. In addition. the Geriatric Service Unit
component is linked to a number of services provided through the
Council of Churches, including a Retired Senior Volunteer Program.
Telephone Reassurance, a Senior Block Information Program. Sen-
ior Aide services to persons in their own homes. Senior Activity
Centers, a Creative Retirement Program, and Friendly Visitors.
Many of these services. plus linkages twa range of community
health, legal, and social services. have been developed over the 22
years that the Council of Churches has had a program for the elderly
Thus, the Geriatric Service Unit was plugged into a well-established
network of community services for the elderly.

The CMHC contract with the Geriatric Unit is for dlrect service
only and does not include consultation and education. Some of the
other units of the Council of Churches, however, often act as a
consultant to community agencies interested in aging.

Model F—Evolution from a Geriatric ‘
Screening Unit
This Geriatric Program evolved from a State-funded demonstra-

tion project, begun in 1963, designed to determine if geriatric com-
mitments to State hospitals from a west coast city could be served
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in a less drastic way. About 5 years later. the Geriatric Screening
Project became part of the citywide community mental health pro-
gram. In 1973, it became administratively aftached to a single
CMHC catchment area with a plan to serve a second catchment
area urtil it could develop its own genatric program. The other
catchment areas in the city were requested to develop their own
geriatricservices. In 1976, it was decided that the Geriatric Program
would continue to provide geriatric services to the two catchment
. areas. S
B Two major changes in the program of the original Genatric
Screening Unit evolved from this organizational attachment to a
CMHC. Most referrals to the Geriatric Screening Unit had come
from other parts of the city rather than from the area where 1t was
located. Extensive community education and an putreach program
with existing agencies in the area had to he carried out in order to
make the service visible to the communities and community agen-
cies within the catchment area. The services then became more
comprehensive in nature; they were not just screening and referral.
The Geriatric Services Program has contacts with the adminis-
trators of the different services of the CMHC where it is based and
works with them in certain situations, such as inservice training.
Administratively, the director of the CMHC relates to the coordi-
_hators or directors of the various units of the Geriatric Services
Program. Weekly staff meetings are held with each unit head. The
Geriatric Services Program director also relates administratively
to the various adult outpatient clinics, the day treatment programs,
and to a subcontracted outpatient mental health clinic. The indi-
vidual programs of the center are free to Pursue their relationships
with the area agency on aging; however, the area agency on aging
provides no funds for geriatric services to the center. At various
times, Geriatric Services Program stzff have related to the health
committee of the area agency on aging either for information or for
particular planning issues. The area agency on aging is responsible
for citywide planning and disbursement of available Federal funds
for seniors and is trying to develop some necded programs, such as
transportation, for the catchment area served by the Genatric Ser-
vices Program. The area agency on aging is alsc represented on the
cefter’s coordinating committee which enables the center to focus
on larger issues related to the elderly, rather than oply on mental
health, :
The Geriatric Services Program is physically located outside the
‘catchment areas it serves and several miles from the one to which
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it is administratively attached. It does much of its work through the
adult outpatient satellites and the day treatment programs of the
two centers. Patients are followed and treated by the Geriatrics
Services Program team from intake (often an emergency. involun-
tary evaluation) through inpatient or outpatient care to institu-
tional placement, if necessary. Staff are assigned by the two mental
health centers and are administratively responsible to the director
of the Geriatric Services Program. From the time they are assigned.
staff ({eal only with the Geriatric Services Program caseload. The
satellites have no specifically designated genatric staff. They do see
some elderly patients. Consultation is provided by Geriatric Services
Program staff on request Most of the older patients in the satellites
are referred directly to the Geriatric Services Program.

The Geriatric Services Program is included in the city public
health/mental health budget. The core staff. derived from the orig-
inal screening unit. are financed through the city.county budget,
State/local mental health matching funds. and ad valorem taxes.
Additional positions in the centers are funded from an NIMH staff. -
ing grant. None of the Geriatric Services Program positions. how-
ever, are Federal staffing grant positions: they all come from the
county. There are also other staffing grants from the State mental
health matching grant program in which the State pays 90 percent
and the county pays 10 percent. Third-party payments may be col-
lected from Medicare, Medicaid, or private insurance. However. al]
revenues go back into the general fund from which they are recycled
in the next year’s budget. The Geriatric Services Program positions
are based on that general budget.

The Geriatric Services Program plans to establish a halfway
house, using an NIMH Conversion Grant. Since this grant will have
a limit of 2 years, it is hoped that. once a house is obtained and
functioning, it will be self-sustaining. both by using the SSI rate for
board and care reimbursement and by billing Medicaid for the clin-
ical component. Some medical services might be reimbursabie by
Medicaid The greatest expense will be the 24-hour staffing needed
because the patients referred will be more disturbed than those in
any board and care home.

The primary goal of the Geratric Services Program s tc keep the
older person functioning in his own home for as long as posstble. A
secondary goal is to ensure appropriate and adequate care to those
persons in need of placement. Flexibility in the kinds of direct sery-
ice to a patient or on his behalf is erucial. The success of estabhishing
a therapeutic relationship may hinge on a willingness by the staff
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to reach vut and help with aspects not so speaficallv related to
mental tlness that cannot wait until the approprate referral can
be made. The crists evaluation home visiting aspects of the Gertatiwe
Services Program are the central element in thea service program.
These services are costls. time-consuming, and require skilled staft
To maintain these patients in their own homes. an extensive array
of community support services i necessary The Geriatiie Services
Program believes that home visits. despite then high cost. are far
more useful than consultations after a person has been placed in an
institution.

The Gertatiic Services Program has made a special effort to recrunt
staff with different ethnic backgrounds and languoge abilities 1n
order to improve communtcations vith the mmonity elderly in the
catchment areas.

Model G—Specialized Geriatric Services in an
Established GMHC.

The Geriatric Unf;. "Positive Aging Services” (PAS). was devel-
oped over a period of 10 years and was designed to provide direct
and indirect mental health services to the elderly w’thin the catch-
ment area of the CMHC where 1t 1» located. The elderty ard chron-
ically 1ll comprise over 18 percent of the total population in this
Eastern metropolitan catchment arra The principles and basic as-
sumptions underlying the program components ere.

» The elderly are not a homogenous group.

« Old does not necessarily mean sick.

« There 1s a range of mental illness requiring a range of services.

« Active treatment 15 the appropriate and effective approach to
mental health services for the elderly.

« Evaluation should be comprehensive and diagnosis accurate.

« Services must address the needs of the consumer. not of the

- provider.

« Service delivery should be structured to provide continuity of
care.

Through systematic coordination of resources. the PAS program
staff adapt service "packages™ tu recognize and support the special
needs of the chronically 1ll and elderly. The organized service de-
livery system 1s continuall: evaluated and tested to improve access.
to target service resources. and to facilitate appropriate use of ser-
vices. Careful demographic and resource analysis of the separate
neighborhoods within the catchpent area contribute to identifica-
tion of different needs. target groups, and program priorittes. Vay-
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tonsan ethnic composition. economic le els. and settings i which
the elderly are found rown home. residential care. long-term care
facilities) make for modifications i program approaches and goals.

The core services range from minimal support and prevention
tprimanidy through outreach activities: to active itervention. treat-
ment. and support services tthrough home care, home health. and
case management! to institufional care. The PAS program recog-
nized the importance of a range of services and a varyving intensity
of services-to promote the individual's maximum independent func-
tonmg 1n the least restrictive environment Thus. the PAS pro-
grams directed toward support and treatment of the chromecally 1l
and elderly. hving either 1n the community or in institutions. are
divided into direct and indirect services The “scale of services” s
ordered accordimg to the mtensity of service—from the least meds-
cally intensive support prevention services which are mtended to
nraimntain indwviduals in the commumty isuch as information and
referral servicest to the most medicalls imtensive treatment which
1> provided through day treatment programs or residential msti-
tutional programs 1such as nursing homes The overall goal of the
PAS program s to provide a full range of climeal. dingnostic, re-
ferval. treatment. outreach. and mental health support services for
persons hiving in the community as well as for those persons cur-
rently residing i institutional settings such as nursing homes.

The service is multidisciplinary. under the direction of a genat: ic
psychiatrist Staff are assigned to broad program functions such as
outreach. case mun‘{fgonwnl. day treatment. and consultation. Psv-
chiatric treatment. including emergency services. full-ime hospi-
tahization, partial hospitahzation. and outpatient therapres are
available within the center. The center 1 a well-estabhished traming
and research facihtv, and these mnterests are imcorporated i the
PAS program '

The primary source for funds for the support of the PAS program
15 the State Department of Mental Health. The Genatrie Unit fune-
tions as a speeinhized resource for this Department. Other’ sources
of funds imclude an Addimstration on Agig model project grant.
two feundation awards. Area Agencey on Aging funds. and ACTION.
The program also uses student placements as a resource NIMH
grants and contracts were a significant resource in the development
of the program 5

The Gertatric Umi/PAS programs are designed to

* Expand the seope of services which have been available 1n the
catechment area in either institutionai or community programs
through outreah. aftercare. case management. home care, psye
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chiatric evaluation and treatment. and general mental health
services.

» * Use active intervention to prevent o1 delay institutionalization
of the chromcally ill and elderly through orgamzing and coor-
dinating community support services such as transportation.
information and referral. and legal aid services.

« Take the lead as a resource center to increase continuity and
accessibility 1n the services available to persons living in the
community and in institutional settings.

To implement these concepts. the PAS program attempts to ad-
dress mental health needs and services along a continuum from
normal functioning and behavior for a given age cuhort and cuitural
group v the chinical diagnosis of mental 1llness. Promoting home-
ustasls at any point along a mental health-mental illness continuum
15 the basis for structuring the organization and delivery of the
Positive Aging Services. Accepting the continuum concept as the
basis for overall program structure. PAS maximally uses and co-
ordinates staff efforts and community resources to support each
individual.

The entire staff work 1n a reactive environment concerned with
the 1dentification of specific activities which will be responsive to
individual needs in an orgamzed and consistent manner.

A major accomphshment of the PAS program was to raise the
level of awareness of the mental health needs of the aged in the
commumty and within institutional health care provider groups.
PAS staff work to help all health care professionals accept the aging
person’s changing needs and behavior as expressions of an individ-
ual’s personality which should not be blunted by stifing activities.
regimentation. or medication

C. Problems and Issues

The incremental approach to the development of community men-
tal health services for the elderly 1s not without its problems and
rough spots Some of the problems reflect the 1ssues and resistances
that are inherent in the development and support of any community
mental health service for any age group. Others are more specifically
related to attitudes toward services for the elderly and pohcy or
legislative limitations put on needed services The Report of the
President. Commission on Mental Health addressed many of these

Q , 36
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issues. If the proposed Mental Heaith Systems Act.1s passed by
Congress, there will be several new ways in which development of _
mental health services for the elderly will be assisted.

Solutions i6 problems currently experienced by centers depend 1n
large part on the skill, imagination. and administrative ability of
the director or coordinator of the geriatrics mental health program.
Problems” which have posed difficulties for the program studied
include:

1.

4.

Cash Flow. For example. billing of mental health services cov-
ered by a contract cannot take place until after the service has
been given and books are closed for the month. Processing time
at several governmental levels plus issuance time at the pay-
ment office has resulted in a 3-month delay from the time the
service was given to the date the payment was received. These
same delays occur in Medicare. Medicaid. and other third-party
payment programs. Whenever possible, arrangements should
be made for prospective reimbursement.

- Variance in funding year to vear. State and local appropnia-

tions, revenue sharing funds, and Title XX allocations change
from year to year. State'local mental Kealth revenue sharing
(i.e., the Lanham, Petris Short Act in California) can provide
some base-of continuity in funding. One state has managed a
continuity of Title XX funds for menta! health by State leg-
islation which mandates earmarking of Title XX funds for
these purposes.

Limited scope of fee-for-service support. Most elderly have lim-
ited personal resources to pay fees and are unable to obtain
services unless they are covered by Medicare or Medicaid or
some other form of third-party payment. With a self-sulficiency
fee-for-service operational concept. it is hard for a center to
have adequate staffing to deliver all the services at a Jevel
needed by the elderly in the community. Consultation and
educational activities are especially limited.

Limited support services. Many support services are limited

__to persons who qualify_for Supplemental S-curity Income-and-

Medicaid. Medicare covers few, if any. of the services needed
to maintain the elderly in their own homes. Long-term nursing
home care is unavailable through Medicare. and individuals
must deplete their assets to Medicaid eligibility levels before
receiving assistance with these costs. Home-attendant service
and other health or nursing care costs are prohibitive for most
persons not qualifying for financial or medical assistance.
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5 Fiscal constraints affecting all publicly financed services.

There is a ripple effect which reaches geriatric mental health
services. whether the constraints have been placed on mental
health services. social services. or other human service pro-
grams One consequence in programs sponsored by public agen-
cies is that trained staff are deleted or bumped out through the
seniority process brought on by staff reductions. “Proposition
13" cuts in tax support mean a harder scramble for funds and
shifting from those sources most likely to be cut to those left
more intact.

Competition between age and disability groups. This 1s evident
in the Title XX program where the statutory “cap” on what
was once an open-ended funding arrangement brings out a lot
of competition and political maneuvering between groups sup-
porting services for children, drug addicts, the adult handi-
capped. and the elderly,

Limitations in health insurance coverage. Comprehensive
mental health services are multidisciplinary in nature and
require psychosocially oriented services as well as medically
oriented services The definitions and other limitations in both
private and publie health insuranee make 1t difticult to provide
all needed services.
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IV. RESOURCES
RELEVANT TO THE
ELDERLY AVAILABLE FOR
USE BY CMHC STAFF

A. Overview

This section of the guide describes major resources supported in
whole or in part by Federal funds that are available to finance
services needed by the aging person with mental health problems.
In‘some instances, these sources of funds ean be used to pay for
services provided by the community mental health agency. In oth-
ers, they pay for serviees provided by other community agencies.
The relevance of these resources to the community mental health
agency as a direct provider of services and to its patients and clients
who need services provided by other agencies is summarized in
table 1.

B. Description of Each Major
Resource

Resources relevant to the elderly are administered by many dif-
ferent Federal, State, and local agencies. Each tends to have its own
“eligibility requirements, coverage of services, reimbursement re-
quirements, limitation on benefits, and provider qualifications, al-
though not all of the foregoing factors are applicable to each re-
source. The characteristics of the major resources which are supported
in whole or in part by Federal funds are described in this section.
There are State and local variations in the way some of these re-
- sources function in local communities; this will be noted where it
exists, and users of this guide will need to learn about them in their
own community.

Some of the resources included in this section make benefits avail-
able directly to the elderly individ-al. Others are resources made
available to agencies to help them develop or enhance their services
to the elderly person.

-




Table 1. Available Resources

Resource

Relevance to the patient or client

Relevance to the community mental
health program

Health
Medicare (Title XVIIl)

;Medicaid (Title XIX)

Federal program that provides
coverage for specified health care
services for persons aged 65 and over
and eligible disabled persons. Covers
hospital and post-hospital skilled
nursing home care and home health
services. Subject to premiums, covers
physicians and other specitied )
outpatient services. Subject to certain
limitations, covers psychiatric
treatment.

Federal grants to States to cover
50-83 percent of costs of medical
care for eligible low-income families
and individuals. Within Federal *
guidelines, States establish eligibility,
determine scope of benefits, and
administer the program. Under
Federal requirements, provision is
made for inclusion of optional mental

CMHC can qualify as provider of care
reimbursed by Medicare, if it is
affiliated with a hospital that meets
JCHA standards of accreditation for
general or psychiatric hospitals or if it
meets Medicare's condition of
participation of a physician-directed
clinic.

CMHC must find out from State
Medicaid agency or its local
representative what specific
requirements must be met to qualify
as a reimbursable provider of care.

CMHC must be familiar with
provisions regarding mental health
sepvices in State Medicaid Plan and

0
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Aging
(Older Americans Act)

State and community
programs on aging:

Social services

health benefits in psychiatric hospitals
for persons over 65.

Most Medicaid eligibles aged 65 and
over are also covered under
Medicare. In such cases. most State
Medicaid agencies pay for Medlcare
premiums, deductibles, and
cJinsurance. Medicare makes primary
payment for medical service.

Formula grants to States to develop
comprehensive and coordinated
systems of social services to serve
persons aged 60 and over. Support
for program covers entire range of
services including transportation and
escort; outreach; health related;

. preventive (homemaker, home health,

chore, friendly visiting, telephone
reassurance, protective, housing);
legal; nutrition; employnment;
recreational; information and referral;
and others determined necesssary for
the welfare of older persons.

41
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can work with State Medicaid agency
toward strengthening these provisions.

For all aging programs: ]

CMHC must be familiar with State
and area plans for programs on
aging, particulary provisions
regardmg prevention, mental health
services, and treatment.

CMHC can plan joint service
delivery and funding arrangements
with area agency on aging.

-
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Table 1,—Continued

Resource

,helevance to the patient or client

Relevance to the community mental
health program -

Multipurpose senior
centers

* Nutrition services

State and area agencies on aging
-,rﬁay award grants for acquiring,
laltering, or renovating or for the
construction of a facility to serve as a
multipurpose center, which is a
community facility for provision of
health, social, nutritional, educational,
and recreational activities for persons
aged 60 and over. State agencies can
use Title 1II-B Socral Services funds to
construct centers in areas where no
suitable structures are available. State
can also use Title [1I-B money for
personnel and operating costs of
senior centers.

Formula grants are awarded through
State and area agencies on aging to
public afid private nonprofit agencies
to esta:rish and operate low-cost
group mjeals and home-delivered
meals for persons 60 years and over

- et

By working with State and area
agencies on aging, CMHC has
opportunity to influence scope of
services included in their plans and
make sure that mental health
services -are adequately covered.

L}
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Community service
employment for older
Americans

Demonstration projects

a cgngregate setting and offers
supportive services including nutrition,
edycation, and outreach.

Secretary of Labor may contract with
public and private nonprofit agencies
to develop and administer part-time
employment opportunities in public
service aclivities for low-income
persons aged 55 or older.

Federal project grants are awarded to
public agencies or nonprofit private
organizations to develop projects
designed to demonstrate new or
improved methods of providing
needed services to older people,
focusing especially on housing,
transportation, education,
preretirement counseling, and special
services for older handicapped
persons. /
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Table 1.—Continued

Resource

Relevance to the patient or client

Relevance to the community mental
health program

Income Maintenance

Supplemental Security
Income

Food Stamps

Social Supports

Title XX - Social Services
for low-income persons
and public assistance

'l ts

Provides monthly cash payments to

persons with limited or no income who

are aged, blind, or disabled. SSI 1s a

federally funded. needs-tested income

maintenance program. Most States
supplement Federal payments.

Low-income families and individuals
are eligible to receive monthly food
stamp allotments, varying with income
and household size. Elderly may
exchange food stamps for home-
delivered meals. Elderly and certain
disabled persons may use food
stamps in certain congregate
programs.

Federal formula grants to State
welfare agencies to establish and

. operate social service programs for

individuals meeting State income

-

bc

CMHC can inform the patient of the
availability of this resource. when
appropriate, and help him use it.

CMHC can inform the patient of the
availability of this resource. when
appropriate, and help him use it.

.

CMHC must negotiate ‘purchase of

service agreement with State Title
XX agency in order to qualfy as
provider of services. This may be in

ve
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Housing:

Community
development block
grant

[

'

Low and moderate
incorpe housing -
-Section 8 rental
subsidies

limitations. Services for the elderly
may include information and referral,
home health care. day ‘care,
transportation, and mental health
services

HUD provides formula grants to urban
communtties. based on poverty
population and other economic and
population factors, for variety of
community development activities
including construction of senior
citizens centers. -

HUD provides housing assistance
payments for low-income persons and
families who cannot afford “decent
and sanitary housing in the private
sector.” Rent supplements cover the
difference between the community's
fair market down'to 15-25% of
tenant’s adjusted income.

form of negotiated contract with Title
XX Agency or subcontract with State
Department of Mental Health.

CMHC must be familiar with State
Title XX agency plan and work with
this agency to include appropriate
social supports and mental health
services.

For all housing programs:

Working out effective housing
resources for different groups of the
elderly, including the mentally
handicapped elderly is essential If
the CMHC ts to provide alternatives
to institutional care. = -
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Table 1.—Continued

Resource

Relevance to the community mental
health program

Section 202 housing
program for the elderly

Rousing: /

"Low rent public housing

Relevance to the patient or client

Federal loans are made by HUD for
construction of multifamily rental
housing for elderly age 62 and over
Tenants may qualify for rent
supplements under Section.8
program.

Local housing authorities receive
Federal loans from HUD to aid-in
purchase, rehabilitation, leasing, or
construction of multi-family housing for
low income families, individuals age
62 and over, and handicapped
persons. Housing designed for the
elderly may have congregate dining
rooms and other special features.
Rents may not be more than 25% of
the family’s income.

voan 4‘)\

If the center wants to develop a
congregate or a nonmedical
residential program, Section 202 1s a .
primary resource.

9
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Mortgage insurance on
rental. housing for the
elderly

Rural rental housing
loans

Housing:

Rural rental assistance

»

Rural home repair
program

[
Federal Government HUD insures
against loss on mort, ages for
construction and rehabilitation of
multifamily rental housing for elderly
age 62 or over, or disabled, whose
income is higher than low or moderate
income ievel.

Farmers Home Admi~istration
(FmHA), Department of Agriculture,
makes direct, and guaranteed insured
loans to construct, improve or repair
rental or cooperative housing in rural
areas for low-income persons
including senior citizens age 62 or
over. Multifamily housing may have
congregate dining and other
congregate facilities.

FmHA provides rental assistance
payments to low-income families in
FmHA financed multifamily housing
who would otherwise have to pay
more than 25% of their income for
rent.

FmHA makes loans and grants to low-
income homeowners age 62 or over

47
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Table 1.—Continued

Relevance to the community mental
Resource - Relevance to the patient or client health program

to repair or rehabilitate their homes to
remove dangers to their health and

N satety. ..
Transportation: . ' For all transportation programs: .
Reduced fares Mass transportation companies that Cooperative agreements can be g
receive Federal funds from . made between area agency on O
Department of Transportation (DOT) aging and CMHC to use vans for g
for either capital or operating . transporting elders to CMHC and 8
expenses must charge elderly and v other sites where they receive a
handicapped persons no more than services. ﬁ c
half fare during off-peak hours. 8
Capital and operating DOT awards grants to local public
assistance grants agencies under Section 3 of Urban

Mass Transportation Act for
acquisition and construction of mass
transit vehicles: under Section 5 for
capital and operating expenses; and
under Section 9 for planning. These

- grants may be used for special
services for the elderly.

vut 4o




Cdpital assistance
grants for use by:
- public agencies
- . = private nonprofit
- groups

Employment and
volunteers:

Employment programs
for special groups

Under Section 16(B)(1) of Urban Mass
Transportation Act, up to 2% of
annual allotment for capital assistance
grants may be set aside for local
public agencies for acquisition of
transit vehicles, equipment, and
facilities. Grants may be used to meet
special transportation needs of elderly.

‘The 2% funding limitation also applies -

to private nonprofit agencies under
Section 16(B) (2) which says that 2%
of annual allotment for capital
assistance grants may be set aside
for private nonprofit groups to provide
mass transportation services for
elderly persons.

-

Under Comprehensive Employment
and Training Act (CETA), Secretary of
Labor may establish and operate
training ard employment programs for
special groups, including older
workers.

For all employment and volunteer
programs: ’
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Table 1.—Continued

Resource

Relevance to the patient or client

Relevance to the community mental
health program

Community based
employment and
training programs

I

Volunteers in Service to
America (VISTA)

Under CETA., funds are distributed to
“prime sponsors” (States, units of
local government with populations of
100.000 or more) for providing work
and training opportunities for persons
of all ages wanting employment’

ACTION provides volunteer service
opportunities for persons age 18 or
older in urban and rural poverty areas,
on Indian reservations, with migrant
iamilies, and in fedzrally assisted
institutions for mentally ill and mentally
retarded. Most older VISTA volunteers
serve pari-time.

Centers make effective use of CETA
employees and volunteers for
manning outreach. t¢lephone
reassurance, companionship, and
other social supports that make

mental health services more-effective.
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Senior Companion
Program

Retired Senior
— Volunteer Program
(RSVP)

Foster Grandparent
Program

ACTION awards grants to public and
private nonprofit agencies for creating
volunteer service opportunities for low-
income persons age 60 and over who
wish to render supportive service to
adults, usually sentor adults.
Volunteers receive $1.60 per hour.

Federal grants are made to public ‘or
priveie nonprofit agencies to establish
or expand volunteer activities for the
elderly: compensation for out-of-
pocket expenses incidental to their
services is provided.

Federal grants are awardad to public
and private nonprofit agencies for
crealing. volunteer service
opportunities for low-income persons.
age 60 and older, to render supportive
sarvices 1o children. Volunteers
receive $1.60 per hour.

poeou—
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The major resources are grouped under four headings generz}l
health care programs. community and social support prograrys.
aging programs; and mental health programs.

’

1. General Health Care Programs

This group of resources includes those available to th¢ general
population and certain specia: population groups to mecy)’needs for
all types of health care. including mental health care. ,

~Medicare (Title XVIIi of the Social Securiv/ Act, as
amended) -
(Health Insurance for the-Aged and Disabled)

Relatinship of Medicare to Community Mental Health Centers.
Medicare covers almost the entire population aged 65 and over and
pays for a broad range of health care including mental health care.
The community mental health center can be the provider of mental
health care and receive reimbursement within certain constraints.

What It Is. Medicare is a health insurance program for persons
65 years and older and some peopie under 62 who are disabled. It
is an exclusively Federal program. It has two parts. Part A—Hos-
pital insurance which covers hospitalization and related care. Part
B—Medical insurance which covers physicians’ care and other
health services. Together the two parts are known as “Health In-
surance for the Aged and Disabled.” Title XVIII of the Social Se-
curity Act contains the basic law governing these programs.

Part A—hospital insurance 1s funded through Social Security pay-

.roll tax deductions. It 1s designed to help pay for inpatient hospital
care and, after a hospital stay, for inpatient care in a skilled nursing
facility and for home care provided by a home health agency.

Part B—medical insurance 1s funded through subscribed monthly
premiums paid by or in behalf of beneficiaries, matched by Federal
contributions from general revenues and funds realized from certain
deductibles and cost-sharing provisions. It is designed to help pay
for physicians’ services, outpatient hospital services, outpatient
physical therapy and speech pathology services, and other medical
services and supplies that are not covered by the hospital insurance
part of Medicare Part B medical insurance can also pay for home
health services.

O
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How It Works At the Federal level the Social Security Admin-
istration. Bureau of Health Insurance, DHEW. had responsibility
for administering Medicare from its inception in 1966 until 1977.
At that time. the new Secretary of DHEW placed Medicare and
Medicaid into a new organizational entity called the Health Care
Financing Administration.

Since eligibility for Medicare depends upon eligibility for Social
Security Old Age. Survivors, and Disability Insurance Benefits,
Médicare eligibility questions and applications for benefits have
been handled by local district Social Security offices from the be-
ginning of the program The Social Security office continues to serve
as focal point for interrelationships between the Medicare benefi-
ciary and the organizations which administer and operate the Med-
icare program.

Medicare payments are handled by private insurance companies
which for Part A are called “intermediaries™ and for Part B are
called “carriers " Part A intermediaries are selected by the Part A
providers—hospitals. skilled nursing facilities, and home health
agencies—and are generally local Blue Cross agencies. DHEW des-
ignates which Part B carriers will administer the physician and
outpatient services under Part B. such as local Blue Shield orga-
nizations and other private insurance carriers. For each provider of
medical care in a given geographic location there is only one *nter-
mediary and one carrier.

Who Can Provide Services. Hospitals, ph,sicians, treatment cen-
ters, skilled nursing facilities, home health agencies, and other per-
sons or organizations providing services to Medicare beneficiaries
must be approved for participation in the Medicare program,

To be eligible for participation in the Medicare program, a pro-
vider must satisfy statutory requirements of Title XVIII and reg-
ulatory requirements established by the Secretary of DHHS. These
requirements, which have been established separately for each cat-
egory of providers, are known as conditions of participation.

The Health Care Financing Administration tbefore them, the So-
cial Security Administration) contracts with State agencies to ex-
amine and certify whether or not a provider complies with the con-
ditions of participation. Preparation of a State agency report is based
oh an onsite survey Where applicable, accreditation surveys are
conducted by the Jcint Commission on Accreditation of Hospitals
or the American Osteopathic Association.

Who Can Provide Mental Health Services. Some CMHCs could

Do
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qualify as Medicare providers as physician -directed clinics. The con-
ditions of participation for physician-directed clinics are as follows.

1 A pﬁysician or a number of physicians are present to perform
medical (rather than administrative) services at all times the
clinic is open.

2. Each patient is under the care of a clinic physician.

3. Nonphysician services are provided under medical supervision.

Who Is Eligible. The following persons are ¢ligible for Part A—
hospital insurance: '

* All people age 65 and older entitled to monthly Social Security
(SS) retirement or survivor or Railroad Retirement (RR) benefits
are eligible. . _

* Certain persons who are 65 and older and not eligible for SS or
RR benefits, or not covered, may be “deemed insured” under
certain rules, established by DHHS, tied to age and quarters of
Social Security coverage. These persons must be U.S. residents
and U.S citizens or aliens lawfully admitted for permanent res-
idence with 5 years continuous residence.

* Persons 65 and older who do not qualify under either of the
above and who meet citizenship and residence requirements
may voluntarily enroll in Part A and must pay a monthly
premium. ,

* Persons any uge entitled or deemed entitled to disability based
benefits for the 24 preceding months are eligible.

* Certain persons of any age with chronic renal disease requiring
transplant or dialysis are eligible.

Persons entitled to Part B—medical insurance included:

* All people entitled to Part A are eligible.

* People age 65 and older who are residents of the United States
and are either U.S. citizens or aliens lawfully admitted for per-
manent residence with 5 years of continuous residence are
eligible. !

The following rules apply to the above two eligible groups:

* Eligible people have automatic enrollment in Part B, unless
they specifically decline it. .

* An enrollment request is necessary by the person who ta) 1s not
already an SS or RR beneficiary; or (b) has previously declined
Part B; or (c) has terminated Part B. ¢
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* Entitlement is not retroactive.
« All pzrsons entitled to Part B pay a monthly premium (or have
it pzy‘ on their behalf.

Someinpatient services provided by CMHCs may be covered un-

der Part A, but most services would be covered under Part B. There-

. fore, Q'MHCS should be primarily concerned with the eligibility of
their ‘clients under Part B. It is important to remember that this
eligjbility is restricted to the individual. His dependents and other
mepmbers of his family are not covered. ’

The enrollment provision of Part B imposes a requirement of pay-
ilg a monthly premium. As in any insurance program, coverage
Japses if the monthly premium is not paid. Although payment is
automatically deducted from the monthly Soeial Security check for

those who elect to enroll, the often precarious budgets of the elderly

. may tempt them to forego enrollment or to disenroll, when financial
" circumstances become strained. Under current regulations, reen- A
rollment following a lapse is circumscribed by a waiting period and i

/" by having only certain periods when reenrollments are accepted.

Centers cannot assume that a client, once eligible for Part B ben-

‘ efits, is eligible continucusly thereafter. The client’s eligibihity
! should be confirmed If he is not eligible. the chent should be helped
M to regain his covered status.

If the Medicare recipient 1s also eligible for Medicaid benefits
Jbecause of poverty, the Medicaid agency will usually pay the Med-
icare premium Federal law requires State agencies to be sure that
all Medicaid recipients eligible to enroll in Part B do so. Almost all
States pay the premiums in order to assure Part B enrollment. The
penalty, for a State failing to assure Part B envollment 1s the loss
of Fedeﬁil\ money for all services which would have been covered by
Medicare had the individual enrolled.

How To Apply The individua! who wants to apply for Medicare
goes to the nearest Social Security office.

What Is Covered by Part A—Hospttal Insurance. Medicare hospital
insurance helps pay for three kinds of care. (11 inpatient hospital
care and, when medically necessary, care after a hospital stay, (2)
inpatient care in a skilled nursing facility, and (3) home health care.

There is a limit on how many days of hospital or skilled nursing
facility care and how many home health visits Medicare can help
pay for in a "benefit period.” The coverage is limited as follows:
Hospital care is paid for up to 90 days per “benefit period.” Skilled
nursing facility (SNF1 services are limited to 100 days per “benefit

ERIC '
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period.” Home health care services are limited to 100 visits per
"benefit period.” A "benefit period” is a way of measuring the in-
dividual's use of services under Medicare hospital insurance. An
individual's first benefit period starts the first time he enters the
hospital after his hospital insurance begins. When he has been out
of the hospital or other facility primarily providing skilled nursing
or rehabilitation services for 60 consecutive days uncluding the day
of discharge), a new benefit period starts the next time he goes into
the hospital. There is no limit to the number of benefit periods he
can have.

In addition to the 90 days of hospital care per benefit period, each
Medicare beneficiary is allowed 60 days of hospital care as a "lifetime
reserve” from which he may draw, if a given period of hospitalization
extends beyond 90 days. But unlike the 90 days of hospital care
which become available with each new benefit period, the 60-day
lifetime reserve is not renewable. Once a beneficiary uses a reserve
day, he never gets it back.

Care 1n a Psychiatric Hospital. Medicare hospital insurance can
help pay for no more than 190 days of care in a participating psy-
chiatric hospital during the Medicare beneficiary's lifetime. Once
the beneficiary has used these 190 days, hospital insurance cannot
pay for any more care in a psychiatric hospital, even if he has some
or all of his reserve days left.

In addition, there is a special rule that applies if the Medicare
beneficiary is in a participating psychiatric hospital at the time his
hospital insurance starts. The days he was an inpatient in the 150
days before his hospital insurance started must be subtracted from
the days he could otherwise use in his benefit period for inpatignt
psychiatric care.

Inpatient Hospital Care Medicare hospital insurance can help pay
for inpatient care, 1f all of the following conditions are met.

1 A doctor prescribes inpatient hospital care for treatment of the
individual’s iliness or injury.

2 The individual requires the kind of care that only can be pro-
vided in a hospital.

3. The hospital is participating in Medicare.

4. The Utihization Review Commuittee of the hospital or a Profes-
sional Standards Review Organization (PSRO) does not dis-
approve the individual's stay. (Review of hospital admissions
must be performed within 1 day of admission. Medicare will
not cover the cost of any services provided more than 3 dayvs

5()




after the institution has received notice of an adverse review
decision.)

Inpatient hospital care includes:

. Up‘ to 90 days per “benefit period” (renewable in subsequent
benefit periods) plus 60 days “lifetime reserve” (nonrenewable)
in a "participating” hospital

* Psychiatric hospital care (190 days lifetime limit)

* Semiprivate room and board

* Operating room

* Special care unite

* Recovery room

* Drugs. medical supplies and appliances furnished by hospital

* Laboratory tests, X-ray, and radiological services

* Rehabilitation services

* Medical social services

* Emergency services (can also be covered in nonparticipating
hospitals under certain conditions)

Inpatient hospital care excludes:

* Services not reasonable and necessary for diagnosis and treat-
ment of illness or injury

* Personal comfort items (such as television, radio, or telephone)
* Private duty nurses
* Private room (unless medically necessary)

* Physicians’ services (may be covered under Part B)
* Noncovered level of care

Inpatient Care in a Skilled Nursing Facility. For purposes of Med-
icare, a skilled nursing facility is a specifically qualified facility
which has the staff and equipment to provide skilled nursing care
or rehabilitation services as well as other related health services.
In some facilities, only certain portions participate in Medicare.

A CMHC is not a qualified provider of inpatient skilled nursing
care under Medicare.

Hospital insurance can help pay for care in a skilled nursing
facility, if all of the following conditions are met:

1. The individual has been in a hospital at least 3 consecutive
days, not counting the day of discharge, before his transfer to
a participating skilled nursing facility.

2. The individual was transferred to the skilled nursing facility

because he requires care for a condition which was treated in
the hospital.
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The individual 1s admitted to the facility within a short time.
generally within 14 davs after he leaves the hospital

. A doctor certifies that the individual needs and actually re-

ceives skilled nursing or skilled rehabilitation services vn «
daily basis

The facility’s Utilization Review Committee or a PSRO does
not disapprove the individual’s stay.

Inpatient care in a skilled nursing facility includes.

Up to 100 inpatient days in a participating skiiled nursing fa-
cility (SNF) per benefit period

 Semiprivate room and board

Regular nursing services

Drugs, medical supphes. and apphances furnmished by the SNF
Therapy (physical, occupational, speech)

Medical social services

Inpatient care 1n a skilled nursing facility excludes.

Services not reasonable and necessary for diagnosis or treatment
of the illness or injury

Personal comfort 1items

Private duty nurses

Private room tunless medically necessary)

Physicians’ services tinay be covered under Part B)
Noncovered level of care

Home Health Care. Medicare hospital insurance can pay for home
health visits. 1f all of the following s1x conditions are met.

The beneficiary was 1n a qualifying hospital for at least 3 days
in a row, not counting the day of discharge.

The home health care'is fgr further treatment of a condition
which was treated in a hdspital or SNF

The care needed by the beneficiary includes part-time skilled
nursing care. phyvsical therapy, or speech therapy.

. The beneficiary 1s confined to his home.

A doctor determines that the beneficiary needs home health
care and sets up a home health plan for him within 14 days
after his discharge from the hospital or participating SNF.
The home health agency providing services is participating in
Medicare.

A CMHC 15 not a qualified provider of home health care under
Medicare

X
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Home health care includes:

+ Up to 100 visits from a participating home health agency after
start of one benefit period and before start of next

+ Part-time nursing care

* Therapy (physical, occupational, speech)

+ Part-time services of home health aides

» Medical supplies and appliances furnished by the home health
agency ' i

» Medical social services

Home health care excludes:

* Services not reasonable and necessary for diagnosis or treatment
of illness or injury :

* Full-time nursing care

* Drugs and biologicals

* Personal comfort items

* Meals delivered to the home

* Homemaker services )

* Physicians’ services (may be covered under Part B)

* Noncovered level of care

What Is Covered by Part B—Medical Insurance. Medicare medical
insurance can help pay for physicians’ services, outpatient hospital
care, outpatient physical therapy and speech pathology services,
home health services (in addition to that available under Part A),
and other health services and supplies which are not covered by
Medicare hospital insurance.

Home health care benefits under Part B are limited to 100 visits
in a caler{dar year and are entirely separate from the 100 visits
allowable un art A. Part B has the same requiremenrts as Part
A except prior hogpitalization is not required.

Outpatient Psychintric Treatment. Physicians' services received by
a beneficiary for outpatient treatment of a mental illness are cov-
ered, but the maximum amount medical insurance can pay for these
services is $250 in a yedr. This is a severe limitation on the extent
to which outpatient ps latric services are available to benefici-
aries under Part B. 4 .

Medicare medical insurance includes physicians' services (and
services and supplies furnished i.icident to a physician's professional
service) and outpatient hospital services including:

* Incident to physician’s services
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+ Diagnostic and therapeutic services provided by a participating
hospital (for emergency services may sometimes be by nonpar-
ticipating hospital)

* Diagnostic tests, including X:ray and laboratory tests

* Therapy including X-ray, radium, radioactive isotope

» Outpatient physical therapy and speech pathology by a partic-
ipating hospital, SNF, home health agency of approved clinic,
rehabilitation agency, or public health agélcy _ . ’

* Coverage of services of independently practicing physical ther-
apists (up to $100 of reasonable charges per calendar yearb/
* Certain ambulance services . :

* Home health services—up to 100 visits in a calendar year

* Prosthetic devices replacing all or part of an internal body organ,
including prosthetic eyeglasses and contact lenses which replace
the lens of the eye removed during cataract surgery

* Braces for arm, leg, back, neck

* Artificial arms, legs, eyes

* Other medical supplies, such as splints, casts

* Limited chiropractic services . . g

* Durable medical equipment for use in patient's home (rental or
purchase), including home dialysis equipment and supplies

"+ Chronic renal disease facility care by approved suppliers of

maintenance dialysis services

Medicare medical insurance excludes:

* Items and services not reasonable and necessary for diagnosis
or treatment of illness or injury

* Prescription drugs

* Routine physical check-ups

* Hearing aids, eyeglasses and examination for fitting them (ex-
ception: see prosthetic devices above) -

* Dental services (treatment, filling, removal, or replacement of
teeth)

* Routine and certain other foot care

* Orthopedic shoes (unless part of a leg brace) and other suppor-
tive devices for the feet

* Immunizations (except where immediate risk of infection)

* Cosmetic surgery

What It Costs the Beneficiary. Since Medicare is considered a
health insurance program, it includes several types of cost sharing
which are typical of health insurance systems. premiums, deducti-
bles, and copayments or coinsurance.

0l
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A premium is a monthly amount which 'must be paid by or on
behalf of the health insurance beneficiary if he is to be covered by
the insurance and receive any benefits from it. !

A deductible is a fixed sum which a health insurance beneficiary
‘must pay each year before the health insurer will pay anything
toward the cost of his medical expenses.

Coinsurance is a fixed sum or percentage which the beneficiary
must pay toward the cost of each medical or health service received.
The insurer will pay only the amount of the bill less the beneficiary's’
coinsurance amount.

The following list shows cost-sharing information for Medicare as
of July 1, 1979. By law, some of these cost-sharing provisions are
determined each year by the Secretary of DHHS, according to the
current cost of providing medical care, but with certain limitations.
For example. the annual adjustment of the Part B medical insurance
premium may not exceed the percentage increase in Social Security
payments for that yeur.

For Part A—Hospital Insurance:

Premium- None, except for individuals 65 and older not otherwise
eligible for Part A For them the amount is $69 a month (as of
July 1, 1979). -

Inpatient Hospital Care.
Deductible: From 1st day through 60th day of inpatient hospital
care. beneficiary pays first $160 per benefit period (as of January
1, 1979, )
* Amount is determined each year by Sacretary of DHHS.
It approximates the national average cost of a 1-day hospital stay. .
Changes are effective for benefit periods beginning on or after Jan-
uary 1.
Coinsurance: From 61st day through 90th day of inpatient hospital
care, beneficiary pays $40 per day.
* Equals one-fourth of inpatient hospital deductible. For each
lifetime reserve da* beneficiary uses. he pays $80 per day.
* Equals one-half of inpatient hospital deductible.

Skilled Nursing Facility Care.
Coinsurance From 21st day through 100th day of SNF care. ben-
eficiary pays $20 a day.
* Equals one-eighth inpatient hospital deductible.

Home Health Care
No deductible or coinsurance.

~
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For Part B—Medical Insurance.
Premium: $8.70 a month (as of July 1. 1979 K
* Any change effective for 12-month period, beginning July 1
Deductible. Beneficiary pays first $60 of covered charges in each
_year.
Coinsurance. Beneficiary pays 20 percent of additional covered
charges incurred during rest of year.

Exceptions to the Above.

» For inpatient services of pathologists and radiologists, no de-
ductible or coinsurance.

« For outpatient physician treatment of mental iliness, only 62%2
percent of reasonable charges (maximum of $312.50 per calen-
dar year) may be allowed for henefit computation; after sub-
traction of any unmet deductible, the benefit is 80 percent of
this adjusted amount. In effect, this limits the amount that
Medicare can pay for these services to $250 in any one year.

» For Part B home health services, deductible applies but not
coinsurance.

What Are the Reimbursement Rates? Part A providers are reim-
bursed on the basis of "reasonable costs” whick generally approxi-
mates the provider's actual cost. Institutions providing services un-
der Part B are also reimbursed on the basis of “reasonable cost.”
Under Part A, the provider receives the payment. The provider must
accept the Medicare payment as full payment and may bill Medicare
recipients only for deductibles and copayment.

Individual medical vendors, such as physicians or other practi-
tioners, are reimbursed under Part B on the basis of “reasonable
charges” which are not determined on the basis of cost, but are
limited to the lower of. (1) the customary fees of the individual
practitioner, and (2) the 75th percentile of the vrevailing charges
for the same or similar service 1n the practitioner's community. Part
B practitioners, whose charges to private patients are often much
higher than allowable under Medicare, may bill Medicare patients
the difference between their private charges and the Medicare al-
lowable charges. However, 1if the Part B prattitioner “accepts an
assignment’ of the claim from the Medicare beneficiary, the prac-
titioner must accept the Medicare allowable charge as full payment
and may bill the Medicare beneficiary only for the deductibles and
copayment.

Where To Go for More Information. Social Security Office.

()‘2
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Medicaid (Title XIX of the Social Security Act, as
amended) '
(Grants to States for Medical Assistance Programs)

Relationship of Medicaid to CMHC's. Under the Medicaid program,
CMHCs can provide and receive reimbursement for costs of treat-
ment of Medicaid eligibles, including persons who are receiving
Supplemental Security Income and other persons who have low
income,

What It Is Title XIX of the Social Security Act. commonly known
as Medicaid, provides for a program of medical assistance for certain
low-income individuals and families. Medicaid does not provide
medical assistance to all of the poor. Low income is only one test of
eligibility Resources are also tested. And most importantly, an in-
dividual must belong to one of the groups designated for Welfare
eligibility to be covered Unlike Medicare. in which the Federal
Government makes payments to all eligible citizens or to the sup-
pliers of their medical services, Medicaid operates through a pro-
gram of Federal assistance to the States. Medicaid 1s a State-
administered program Within the framework of the Federal law.
each State decides if 1t wants the program. what services will be
provided, and to whom. ,

Each State participating in Medicaid is required to have a des-
ignated single State agency to handle the admmistration of the
program and to prepare an annual State Medicaid plan specifying
the categories of persons eligible and the services covered. The plan
is subject to review and approval by the Secretary of DHHS. The
State agency in most States is the welfare department.
hY

How It Works Medicaid 1s financed jointly with State and Federal
funds The non-Federal share can be financed entirely out of State
funds or can be jointly financed by the State and local governments,
with State funds accounting for not less than 40 percent of the non-
federal share The Federal Government matches funds for costs of
services to each State on the basis of a formula which considers
State per capita income The current Federal contribution to the
cost of the program ranges from 50 percent to the richest States to
78 percent to the State with “ie lowest per capita income. All States
except Arizona participate in the Medicaid program.

Medicaid basically is administered by each State within certain
" broad Federal requirements which allow for variations in benefits
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offered, groups cuvered, income standards, and levels of resmburse-
ment for providers. This means that Medicaid varies greatly from
State to State.

Who Can Procide the Mental Health Sertices A CMHC must meet
State Medicard standards 1n order to receinve Medicaid reimburse-
ments. The Federal Government simply requires that the State
Medicaid plan speafy the criteria and procedures for determining
which providers should participate in Medicaid. The State itself has
comblete responsibility for determining the criteria and procedures
for approving providers—licensure or certification.

In a survey conducted by the National Counell of Community
Mental Health Centers, about 80 percent of the responding centers
stated that they participate in Medicand programs If a center has
not established an agreement with Medicaid, 1t should get 1n teuch
with the State Medicaid agency to determine what specific require-
ments must be met to quahifv as a reimbursable vendor.

Who Is Elyable for Sertices. Two major groups of people are eli-
gible for Medicaid.

1. Categorically needv—includes all persons receiving Aid to
Famlies with Dependent Children (AFDC) and either all aged.
blind, and disabled pessons receiving Supplemental Security
Income (SSI) or those who can meet additional more restrictive
State Medicaid eligibility conditions.

2. Medically needy—includes people who fit into one of the cat-
egories of pecple covered by cash welfare programs, who have
incomes higher than the maximums allowable under the State
cash Welfare programs but who cannot afford to pay for their
medical ecare.

States generally determine the ehigibility level for the Welfare
programs. They set the AFDC level and determine the amount of
supplement, 1f any. to the basic Federal 8SI payment. Therefore,
they exercise a great deal of control over the income elygzibility levels
for Medicaid.

Many Medicaid eligibles are aged or disabled and are also covered
under Medicare. In cases where dual coverage exists, most State
Medicaid programs pay for the Medicare premiums, deduetibles, and
copayments, and for services not covered by Medicare

How To Apply  The individual who needs to find out where to
apply for Medicaid can telephone the Welfare office.
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What Services Are Covered. Title XIX requires that States must
provide for all of the following services to the categorically needy.

1 Inpatient hospital services other than those in an institution
for tuberculosis or mental disease

2 Outpatient hospital services and rural health chnic services

3. Laboratory and X-ray services

4 Skilled nursing facility and home health services for individ-
uals 21-years-old and over

5. Physicians’ services

6 Early and Periodic Screening, Diagnosis, and Treatment Ser-
vices (EPSDT) for individuals under 21

7 Family planning services

In addition, States may provide and receive matching funds for

s the following optional services:

7

* Private duty nursing services

¢ Clinic services

* Dental services .

+ Physical therapy. vccupativnal therapy and treatment of speech,
hearing. and language disorders

* Prescribed drugs. dentures, prosthetic devices. and eyeglasses

+ Other diagnostic. screening. and rehabilitative services

* Inpatient hospital services, SNF services, and ICF services for
persons 63 or over 1n nstitutions for tuberculosis and mental

diseases .

* [CF services, including ICF services for the mentally retarded
in nstitutions other than tuberculosis hospitals, or mental 1n-
stitutions for persons determined to be in need of such care as
specified in the Social Security Act
Inpatient psychiatric services for those under 21
* Any other type of medical or remedial care recogrized under
State law and specified by the Secretary of DHHS. This may
include a range of services of licensed practltloners. e.g., op-
tometrists and chiropractors.

Optional services which are promising possibilities for reimburse-
ment to CMHCs are clinie services, diagnostic, screening, preven-
tive, and rehabilitative services, prescription drugs, and care for
patients 65 years or older 1n institutions for mental diseases.

Some states have included specific mental health services in thelr
State Medicaid plans. Examples are:

+ Clinic services under the supervision of a psychiatrist

+ Psychiatriec and psychological services

Q e
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* Clinical psychologists’ services

* Mental health services

* Physician-directed mental health chinies

¢ Community mental health serviees

* Psychological evaluation and or treatment
 Psychiatric care

States can impose limitations on their eoverage of both mandatony
and optional services, such as imitations or. the number of days of
care for inpatient services. and hmitations on the number of out-
patient visits. A State may set a hnmt on the number of times
service will be reimbursed for a garticular patient. For example. a
State may reimburse a CMHC for a maximum of two individual
therapy sessions per month per patient. The State may set a dollar
limit per patient and may require prior authorization for certain
services.

A CMHC should be thoroughly famuliar with its State Medicaid
plan and should know what ental health services are covered
within it, as well as what restrictions, if any, are placed on them.

It is well to keep in mind that States can alter therr Medicaid
programs at any time with Federal approval as long as their pro-
grams remain within the Federal guidelines.

What Are the Reunbursement Rates. The Medicaid program 1s not
designed or required to meet the full cost of health care for those
who are eligible for its services, although rates of rennbursement
usually cover the large share of the eost incurred. Payments are
made directly to the provider of service for eare rendered to an
eligible individual Providers must accept the Medicaid reimburse-
ment level as payment in full.

In setting reimbursement rates, States must estabhish upper ltm-
its for each type of covered service. Inpatient hospital services must
be reimbursed at the upper limit, but 2l other services may be
reimbursed at the limit or at lesser .mounts. Two methods are used
to determine upper limits:

1 Reasonable cost—a term borrowed from the Medicare pro-
gram—is related to the cost actually incurred by a provider 1n
providing service It may be caleulated on a per umt of service.
per diem, ser capita, or other bass. Use of this method indicates
that the provider has an accounting system that can provide
actual cost information.

2 Reasonable charge—a term also taken from the Medicare pro-
gram—is the more common basis for negotiating rates with
clinics and physicians Charges are established for classes of

Ot
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providers, taking into consideration thv;«f. astomary charges for
sumlar services generally made by thay speaific provider, and
the prevailing charges tor similar servifes made by most prov-
iders in the area )

What Are the Cost sharing Protisions. S f/ate.s may mmpose certain
cost- haring requirements under their Mddicaid program. The law
specifies that no cost sharing can be posed on the mandatory
services for cash assistance recipients but allows States to umpose
“nomingl” cost-sharing requirements on optional services for cash
assistance recipients and on any services for the medically needy.

A CMHC should find out what cost-sharing provisions, 1f any.
have ben established in the State that might affect potential reim-
biezsement of services provided by the centes If the center 1s ex-
pectedtocharge the chient for part of the services provided. Medicaad
will pay only the balance.

It s'iwuld be noted that all States require Medicaid patients In
long-term: care institutions to contribute their excess income tgen-
erally all 1neome over the $25 monthly they require for personal
needs» to help pay for the cost of their sare. Similarly. all medically
needy individuals who have income that exceeds the amount set for
Medicaid eligibility must use their excess income to pay for their
medical care, until they have reached the Medicawd level.,

Excluding Grant Funds from Rate Calelations. Some States re-
quire that NIMH categorical grant funds must be deducted before
calculating the cost of Medicaid services

Where To Go for More Information State Medicaid Agency. See
Appendix E.

CHAMPUS (Civilian Health and Medical Program of
the Uniformed Services)

Relationshup of CHAMPUS to Community Mental Health Centers
For CMHCs located i areas where there are concentrated numbers
of active duty or retired military personnel. CHAMPUS can be a
significant resource for third-party payments for services which the
CMHCs provide to persons elygible for CHAMPUS benefits. The
tmportant himitation is that. except for spouses and children of active
duty members. loss of CHAMPUS elynibility 1s automatic at age 65
when persons become ehigible for Medicare.

Two other limitations are 11 If a Umiformed Service Hospital 1s
within a 40-mile radius of the patient’s residence. he cannot get

-
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benefits under CHAMPUS unless he gets a Nonayvaddabihity State-
ment from the hospital, 1 2) wnitten preauthorization must be ob-
tained by the patient in order for CHAMPUS to provide certain
kinds of medical services, including services from a speciahized treat-
ment facility.”

What It I. CHAMPUS 15 a medical benefits program provided by
the Federal Government to help pay for civihan medical care ren-
dered to retired members of the Uniformed Serviees, their depend-
ents, and dependents of active duty and deceased members. Actne
duty military themselves are not eligible.

In general, members of the Uniformed Services and their de-
pendents obtain their medical care from Uniformed Seryices medical
facilities. Recognizing, however, that care is not always available
from such facilities and that many beneficiaries do not live near
one, the CHAMPU'S program was established by the Federal Gov-
ernment to provide medical benefits from envihan suarces with the
government sharing the cost.

How It Works CHAMPUS is managed and operated by he Office
of Civilian Health and Medical Programs of the Uniformed Services
(OCHAMPUS) located in Denver, Colo.

OCHAMPLU'S contracts with various orgamzations to process and
pay claims for medical care. These organizations are called CHAM-
PUS Contractors and include. for ©:xample. Blue Cross. Blue Shield.
Mutual of Omaha, other private insurance companies. and State
medical societies.

Who Can Proude the Mental Health Sercices. Civilian physicians,
clinieal psychologists, inpatient facilities, and outpatient facilities
may partictpate as providers. if they meet the requiremenws and
standards of CHAMPUS. In addition. psychiatric and clinical social
workers are CHAMPUS-authorized providers, 1f the patient 1s re-
ferred to them by a ph_\y‘thlul’h\\ ho also provides supervision.

Who Is Elygible for Sercices The following categories of persons
are eligible for CHAMPUS:

* Spouses and children of active duty members of the Uniformed

Services
* Retired members of the Unifornied Services

+ Spouses and ¢hildren of retirees
* ¢ Unremarried widowers and widows, and children of deceased

o
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The Uniformed Services to which CHAMPUS applies are the
Army, Navy, Marine Corps, Air Force, Coast Guard, Commssioned
Corps of the US Public Health Service. and Cominissioned Corps
of the National Oceanie and Atmospheric Adméinistration.

How To Apply Eligibility for CHAMPUS benefits 1s determined
by the Uniformed Service of which the active duty sponsor 1s a
member or the retiree was a member.

A currently vahd Uniformed Services Identification and Priviiege
Cara (ID) 15 required to establish ehgibility for CHAMPUS benefits.
The 1D card can' be issued by any Service.

Active duty members wad retirees apply to their own Serwice for
ID cards for their spouses and children. Spouses and children of
deceased active duty members and deceased retirees apply to the
Uniformed Service of which the deceased was a member.

What Services Are Covered CHAMPUS will cover most of the
services provided by a CMHC. ineluding individual and group ther-
apy. inpatient medical care. outpatient care, partial hospitalization,
emergency services, and prescription drugs.

Inpatient and outpatient benefits for psychiatric services are gen-
erally limited to a specific number of sessions per 7-day period.
Outpatient benefits are limited to a maximum of two outpatient
psychotherapy sessions per week. except that CHAMPUS may ap-
prove benefits under unusual errcumstances for additional sessions
on the basis of individual consideration.

All outpatient psychotherapy will be atitomatically reviewed and
evaluated for continuation of benefits after the 8th and 24th sessions
or more frequently if warranted by circumstances. Any treatment
may be referred for medical review. Any treatment that extends
beyond 60 sessions will be automatically referred for such review.

What It Costs the Beneficiary. The CHAMPUS beneficiary doce
not psy any premium

Outpatient deductiblee—A CHAMPUS beneficiary is responsible
for the first $50 of CHAMPUS-determined reasonable costsicharges
for covered outpatient services and supphies during any fiscal year
{October 1 through September 301 The total outpatient deductible
amount for two or more benefictary members of the same farmly
who submit claims during the same fiscal year is $100.

There 1s no deductible for inpatrent care. ’

Outpatiefit copayment for active duty spouses and children—
CHAMPUS pays R0 percent —determined reasonable charge for cov-
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ered services and supplies received by spouses and children of active
duty members after the deductible has been met The beneficaries
are responstble for the remaining 20 percent

Inpatient copayment for active duty spouses and children There
15 a copayment each time an ehgible spouse or child of an active
duty member 15 admitted to a civiiian hospital o other authorized
institution. That amount 15 $25 or the total amount that would have
been charged 1f the admission had been to a Uniformed Service

- medical facihity. iNote. The amount charged for inpatient care at

Uniformed Services medical facilities changes cach year Asof Jan

_uary 1, 1978, the amount was $4.40 per day The copay ment anmount

must be apphed to each individual admitted as an inpatient

Inpatient copayment for other than active duty spouses and chil
dren—For retirees. spouses and children of deceased active duty
members, and spouses and children of deceased retirees. the copay -
ment 1s 25 percent of the reasunable cost charge for covered medical
care incurred during each confinement in a aivilian hosprtal on other
authorized nstitution.

What Are *he Reimbursement Rates The amount pard by CHAM-
PUS for a covered medical service or supply 15 based on the reason-
able st charge for the particular service or supply as determined
by the CHAMPUS contractor that processes the claim.

A Note about CHAMPUS and Medicare. Entitlement to Medicare
benefits at any age affects the availability of CHHAMPUS benefits

For spouses and children of active duty members. '\lcdlmre 1s
always primary ifirst pay i, and the Medicare “lifetime reserve™ must
be used before CHAMPUS benefits are pavable Medicare entitle-
ment. however. does not result in loss of CHAMPUS eligibility for
spouses and children of active duty members ’

When any individual 1etiree. spouse and child of retiree, and
spouse and child of deceased active duty member and deceased re
tiree become entitled to Medicare ehgibility ceases fur all CHAM-
PUS benefits

Where To Go for More Information

» The nearest CHAMPUS Advisor Health Benefits Advisor ithe
person located at a Uniformed Service Medical facthity who is
authorized to give information on CHAMPUS)

» OCHAMPUS, Denver, Colo. 80240 .

¢ The CHAMPUS contractor serving the area where the ¢ MII(

BT lo;:.ited
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CHAMPVA (Civilian Health and Medical Program of
the Veterans Administration)

Under a Veterans Administration program, CHAMPVA, spouses
and children of veterans with 100 percent service-connected dis-
abthty and survivors of those who died of service-connected causes
are eligible for benefits parallel to CHAMPUS,

Information on CHAMPVA may be obtained from the nearest
Veterans Admimstration medical facihty.

Veterans Administration

Relationshipof Veterans Administrationt VA ) Programs toCMHCs.
Veterans will comprise the major portion of the aged population of
men for the remainder of this century. The VA is therefore ex-
panding the genatric and community care aspects of its health care
program The VA's physical health and mental health personnel are
being encouraged to find ways to collaborate with community men-
tal health program staffs. for example, in resource development
activities. information and referral programs, and staff development
programs. X

If a VA hospital 1s located in the CMHC catchment area, the
CMHC must establish close collaborative arrangement with that
hospital in order to develop an effective linkage for the provision
of mental health services.

When an eligible veteran can justify that going to a VA facility
15 a physical hardship. or that the treatment he needs 1s not avail-
able at a VA facility, the VA may purchase that service for the
veteran from a CMHC under a fee-for-service arrangement. This
takes close collaboration between the CMHC and the VA facihty to
assure that the veteran’s eligibility determination will be made and
that the CMHC("s proposed treatment plan will be approved for
payment.

What It Is The VA is a Federal agency that administers an ex-
tensive array of health care services for veterans. Its programs cover
a broud range of Federal benefits for former members and depend-
ents. and beneficiaries of deceased former members of the Armed
Forces

To the veteran. the VA 1s a comprehensive health service resource
pravided as a prepaid benefit and available as eligibility 1s achieved.
It represents a catastrophic or last source of care for veterans who
do not use the VA services routinely
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What Services Are Covered. The following 15 a hst of VA programs
available to the aging veteran:

* General Medical and Surgical tGM&S) Hospitals— 144 GM&S
hospitals are the primery modality through which the VA pro-
vides health care for eligible veterans.

* Extended Hospital Care—This program makes provision for
patients who have passed through the acute stage of their 1llness
but who will still require several months of further care tbe-
tween acute and nursing home care).

* Psychiatric Hospitals—The numbc. of VA psychiatric hospitals
has decreased from 41 to 28, as these institutions have been
converted to GM&S hospitals. Psychiatric services in GM&S
hospitals had only 12 percent of psychiatric beds 1n 1967, they
now have 60 percent.

* Nursing Home Care—This care 1s provided to ehgible veterans
in VA, community, and State nursing home facilities.

* VA Nursing Home Care—Nursing home care beds are estab-
lished adjacent to full-service VA hospitals to accommodate
those patients who have little or no potential for placement in
other VA extended care or community facnhtles because of the
high level of nursing care required.

* Community Nursing Home Care—This program 1s intended for
veterans whose condition would be improved through placement
in a supportive environment of their own community near fam-

“ily and friends These are proprietary homes which will accept \ g
veterans on per diem contract.

* Domiciliary Care—The present 16 domiciharies provide a pro-
tective environment for a Ii\rge number of vounger men who
have residual psychiatric dipabilities.

 State Veterans Homes—CuSrently 40 State homes in 31 States
provide hospital, nursing home, and domicihary care. The VA
relationship to State homes Is based on two grant programs.
(1) per diem program which enables VA to help States provide
care that meets quahty standards. (2) program which provides
VA assistance with 65 percent Federal funds to construct new
domiciliary and nursing home care facilities, and expanston and
remodeling of existing facilities.

* Personal Care Homes—These homes were originally devised as
a means of discharging psychiatric patients into the community
by providing a basic level of social support 1n a family setting.
This is now the largest VA Extended Care Program with over
22.000 veterans 1n placement

BN 3
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Hospital Based Home Care (HBIHC I — Patients with significant
residual disability may be helped to remam in then own homes
through this program The patient and his family are provided
necessary instruction m routine and nursing procedures under
coordmated supervision of a physieian, public health nurse. so-
aal worker, rehabihitation therapist. dieticran, and nUIrsIng das-
ststants At present. there are HBEC teams at 30 hospitals
Congregate Housing  This provides a living arrangement for
a group of semi-independent veterans who are vrovided with
such services as meals, transportation. assistanee with personal
care. and laundry The goal 15 to enable elderly veterans to
remain in the community as long as possible Its use to date has
been mainly for psychiatric patients who need a protected Iis g
arrangement with some support

Gernatne Day Care—This program s being suggested as an
alternative approach for treatment of a selected group of aged
veterans with physical and mental disabthties The program is
bemng perceved as one which would reach the soetally 1solated
and physically handicapped Objeetives would be to provide
stimulation and sociihzation activities In a supervised enyiron-
ment, provide patient and famuly education, and offer famuly
caretakers rehef from stress of continuous care of the patient

Where To Go for More Information “VA Installations—Where to
qo for help ™ See Appendix G

Bureau of Community Health Services (BCHS)
Programs

Relationship of BCHS Programs to CMHCs. The Bureau of Com-
munity Health Services (BCHS) in the Health Services Adminis-»
tration of the 'S Pubhic Health Serviee has as i1ts mussion the
development of the Nation's capacity for delivering adequate basie
health services to medieally underserved areas and population
groups. both rural and urban The Secretary of the Department of
Health. Education, and Welfare has designated a number of areas
of the United States as “medically underserved ™ These areas are
character:zed by large numbers of people lving 1n poverty. large
numbers of people 65 years of age or older, high mfant mortahty
rates, and a shortage of health professionals,
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The burcau’s vrganizational units that form the basis of theiwr
capacity building effort are the Community Health Centers Pro-
gram, Migrant Health Prggram. National Health Service Corps,
Appalachian Demonstration Health Program, Health Underserved
Rural Areas Program. and Home Health Services Program These
programs provide primary health care to the people who live in the
areas which the programs are intended to serve.

Lunkage with Mental Health Sertices. Oae important element 1n
the bureau’s capacity building efforts is the development of the
capacity of health center staff to deal with stress and social and
psychological problems affecting health One important element in
this capacity 1s the strengthening, of linkages between bureau-
suppurted ambulatory health care progects and other health care
resources 1n order to provide comprehensive health care One such
hnkage 1s with CMHCs The strengtheming of these linkages 1s the
responsibility of an experienced current staff member of the health
center or a new staff person employed by the health center with the
concurrence of the CMHC The hinkage involves a formal written
interageney agreement which is mnitiated by the BCHS project. The
hnkage functions of the worker located within the BCHS project
include laison, triage. referral, and followup One of the most im-
portant goals of this linkage 15 to enhance the capacity of BCHS
project staff to recognize and deal with the mental health problems
of their patients The direct mental health services are performed
erither at the CMHC or the BCHS project The bureau makes CMHC
funds available for the employ ment of staff in the health center with
responsibility for increasing the capacity of the center to deal with
the stress. soctal. and psychological problems. including the
strengthening of linkages

If the BCHS project in your catchment area does not have a link-
age with mental health services. your CMHC can explore the pos-
sibility of establishing such a linkage by getting in touch with the
Director of Alcohol. Drug Abuse, and Mental Health Programs in
the Regional Health Administrator’s office tsee appendix B)

2. Community and Social Support
$ervices Programs

This group of programs covers a wide variety of support services,
including income maintenance. suctal services, housing. transpor-
tation. employment. and volunteers
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Supplemental Security Income.(SSI) for the Aged,
Blind, and Disabled ‘ .
(Title XVI of the Social Security Act, as emended)

Relationship of SSI to CMHCs. One of the basic concerns about
SSI is the proliferation of room=and-board homes since the advent
of this program Such homes are typically unregulated by State and
local governments Conditions with respect to the safety and well-
being of residents in some of these homes are deplorable,

Questions have been raised about aftercare programs for patients
discharged from State mental hospitals who live in, room-and-board
homes. and the role of both the hospitals and community mental
health programs in encouraging the growth of these homes, made
possible with the SSI income-maintenance mechanism. The indi-
vidual’s SS T payments can be used for his or her maintenance 1n
the room-and-board home.

In light of the foregoing observations. CMHCs must be particu-
larly sensitive to the needs of therr aftercare patients and the,con-
ditions under which they live. :

It should be noted that. if a person 1s receiving SSI. he 15 ehgible
for Medicaid and Title XX Social Services 1in most States. Both are
third-party payment programs which CMHCs can make use of to
provide and receive reimbursement for costs of treatment.

What It Is The SSI program is a needs-based income maintenance
program [t provides monthly cash payments in accordance with
uniform nationwide ehgibility requirements to persons with httle
or no income who are age 65 and over, blind. or disabled. Established
by the 1972 amendments to the Social Secunity Act, the SSI program
replaced the programs of old age assistance and aid to the blind
established by the original Social Security Act of 1935, and the
program to aid the permanently and totally disabled established by
the Social Security Amendments of 1950. The former Welfare pro-
grams were grant-in-aid programs under which Federal matching
funds were made available to the States according to formula spec-
ified in the law The States administered these programs. The SSI
legislation. which became effective January 1. 1974, integrated
““these former public assistance programs into one program which 1s

administered by the Social Security Administration. but the former

programs still function in eertain circumstances that are noted later.

The field offices that handle all other Social Security programs carry

on the day-to-day operations of the SSI.

’
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Federal administration of a nationally umiform payment sepa-
rates out the basic-income security function but does not replace the
comprehensive Welfare services programs to meet individual needs
which are administered by State and local governments 1t has pos-
itive values of administrative efficiency and of providing o rehable
source of income which permits recipients to manage independently .
but it does not replace all of the functions of former programs which
provided assistance and vther social support services to meet a va-
riety of special needs as well a» basic maintenance necds

How It Works The basic cash paymenis for SSI are provided by
the Federal Government out uf gereral revenues The Federal pay-
ment 1s a base to which supplements can be added by the States
using their own money. '

Mandatory State Supplementution: States that paid higher amounts
to former recipients are required by law to supplement the Federal
payments through minimum State Supplementation to prevent re-
duction of income tu persuns transferred from the old programs to
SSI. States were required to adopt minimum State Supplementation
programs 1n vrder to rema.n ehigible for Medicaid Federal niatching
funds. ’

Optional State Supplementation. In addition. States may, but need
not, supplement Federal payments through Optional State Supple-
mentation This opti.nal supplement 1s intended to help an indi-
vidual meet needs which are not fully met by the SSI payment. The
State determines whether it will make a payment. to when, and
what amount States have the option of covering all mandatory
supplements under their pmgr‘i’m of vptivnal supplementation, if
their program provides a money amount either equal to or greater
than that required by the mandatory supplementation. Since Oc-
tober 1976, States may alsu make vendor payments to providers of
care without having these payments count as “income.” provided
the payments are based on financial need.

While all States texcept Texas. which has a State cunstitutional
barrier) provide Mandatory State Supplementation, provisions for
Optional State Supplementation vary considerably among States.
Some States provide vptivnal supplementation for all persons qual-
ifying for the basic SSI payment. Some hnmit payments to certain
groups, such as the blind or persuns in domicthary care facihities
Others do not provide such payments at all

States may chuose to have the Social Secunity Adnamistiation
admimster their Supplementation programs.
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Who Is Eligible Following are the basic eligibility requirements
tcategorical conditions) for SSI:

Aged—A person must be age 65 or older.

Blind—An individual 1s considered blind if vision in his better
eye is 20°200 or less with use of a correcting lens, or 1f he suffers
from tunnel vision to the extent that his field of vision 1s not greater
than 20 degrees.

Disabled—To be considered disabled, a person must be unable to
engage 1n any substantial gainful activity due to a medically de-
terminable physical or mental impairment which has lasted (or 1s
expected to last) for at least 12 consecutive months or which can be
expected to result in death.

Income and Resources— Individuals must be in financial need in
order to be eligible for SSI. taking into account their income and
resources if they have any. The standard SSI payment 1s made 1f
the individual for couple! has no countable income. If the individual
tor couple! has countable income, a dollar-for-dollar reduction 1s
made against the standard payment. Not all income 1s counted for
SSI purposes The first $60 in a calendar quarter in earned or un-
earned income is not counted. Also disregarded 1s $195 a quarter
of earned income plus one-half of any earnings above $195. Gen-
erally, individuals are not ehgible for payment if they have assets
in excess of $1,500 tor $2,500 for a couple), excluding the reasonable
value of a home, automobile. household goods, and personal effects
and life insurance with a face value of $1,500 or less.

In the SSI program. entitlement factors and income restrictions
are complex, and verification of alleged facts is difficult. For ex-
ample, the amount of SSI payments is conditioned, 1n part, by the
living arrangements of the applicant, SSA must determine whether
the applicant lives in an owned home, has an ownership interest,
or rents It must also determine whether the applicant lives alone
or with others and, if the latter, the total household expenses and
the share paid by the applicant. States specify the living arrange-
ments that must be distinguished for their State supplements. In
California, this requires SSA to establish, among other factors,
whether an applicant who lives independently does or dves not have
cooking facilities Liquid resources, such as cash or financial in-
struments readily convertible to cash within 20 days, must be 1den-
tified and valued Even when eligibility remains constant, the
amount of the payment depends upon fluctuating current income
and must be recomputed quarterly.
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Citizenship and Residence—The individual must reside in the
United States and be a citizer: or an alien permanently and legally
residing in the United States.

Alcoholism and Drug Addiction—Any disabled individual who
has been medically determined to be an alcoholic or drug addict
must accept appropriate treatment, if available, in an approved
facility.

Institutionalization—A maximum of $25 1s payable to individuals
in public or private institutions who receive more than 50 percent
of the cos. of their care from Medicaid.

Eligible persons in private institutions whose care is not met from
Medicaid funds may receive the standard payment applicable to
individuals living in their own households.

Although inmates of public institutions are not eligible for SSI,
persons 1n publicly operated community residences serving no more
than 16 persons may be eligible for the standard SSI payment

Payment may be made directly to the recipient or to a repre-
sentative payee tincluding a public or private agency) interested in
or concerned with the recipient's welfare, designated by the SSA to
receive the payments 1n his behalf, when such action is deemed
appropriate,

How To Apply. It 1s best to apply in person at any Social Security
office. If one has health or transportation prcblems that prevent
this, an application will be mailed out when a person calls or writes
the Social Security office. !

How Much Are the Payments. Under the SSI program, each eli-
gible aged, blind, or disabled person living in his own household is
provided a monthly cash payment from the Federal Government
that 1s sufficient, when added to his countable income, to bring this
total monthly income up to a specified level. for an eligible individ-
ual, $208.20, and $312.30 for an eligible couple tas of July 1, 1979

Where To Go for More Information. Any Social Security office

Food Stamps
(Food Stamp Act of 1977)

Relationship of Food Stamps to CMHCs. CMHC daycare programs
furnishing services to the elderly can benefit from the Food Stamp
program by qualifying as an operation eligible to accept coupons in
payment for meals served any client participating in the Food Stamp

.y
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program This can represent substantial savings for CMHCs in the
provision of meal services.

What It Is. The Food Stamp program helps persons in low-income
households improve their diets by supplementing their food pur-
chasing ability Low-income families and individuals may receive
monthly Food Stamp allotments, varying with income and house-
hold size Elderly and other homebound persons may exchange Food
Stamps for home-delivered meals. Elderly and certain disabled per-
sons may use Food Stamps in certain congregate programs.

+ How It Works The Federal agency responsible for the Food Stamp
program is the Food and Nutrition Service of the Department of
Agriculture which carries out the following functions:

* Reviews and approves State operating plans

* Issues food coupons to the State

* Reviews and approves application for participation from retail-
ers, meal services, meal delivery services, drug addiction or al-
coholic rehabilitation and treatment programs, and wholesalers

* Issues authorization cards to those entities approved for
participation

* Monitors States operation of the Food Stamp program.

At the State level, the Food Stamp program is administered by
the State agencies responsible for administering federally aided pub-
lic assistance (Welfare) programs. The benefits are paid in full with
Federal funds Administrative costs are shared equally by the States
and the Federal Government.

Once a State agrees to administer the program, the State agency
must submit a plan of operation, indicating the way in which the
program will be carried out within the State in every political sub-
division The 1977 legislation sets forth specific Federal standards
to be followed by the State for much of the program'’s administration.
The State agency is responsible for the following:

* Certifying applicant households

* Issuance, control, and accountability of coupons

* Developing and maintaining complaint procedures

* Developing and condueting training

* Conducting outreacl. to potential households

* Monitoring and reporting on the program operation to ensure
compliance with the regulations

How To Qualify for Provider Status. To qualify for authonzation
to accept Food Stamps, the organizatior, operating a communal din-
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3
ing service for the elderly must be either publicly vwned and op-
erated, or must be a private, nonprofit organization A CMHC that
wants to quahfy must fill out Form FNS8-252-2, Meal Service Ap-
plication for Authorization to Participate in the Food Stamp Pro-
gram. This form can be obtained from a Department of Agriculture
field office. A field office representative wall visit the CMHC to be
sure the center 15 a "qualified” operation and to assist in completing
the application. If the CMHC 15 approved. an authonization card 15
issued to the center Foud Stamps are then collected for meals at
the time meals are served or at the end of a specified perwd. not to
exceed 1 month. for the meals served during the period

Who s Elyable. Program elygibihity 1s based among other things,
on the resources and income of household members

A household may consist of a person.hiving alone or any group of
people who buy and prepare fuood tugether Rovmers and buarders
may quahfy as separate households. Full- and part-time students
are eligible. There 1s no luonger a requirement for a cooking facility
in the household.

Categorical elygibihity which was available to Welfare and certain
Supplemental Security Income (SSI recipients has been ended. All
reupients must meet certain requirements. (1 a fairly low icome,
12) few resources or dssets. (31 work registration up to age 59. ('To
theck on other speafic requirements, call the Hot Line described in
last paragraph.

Income 1s measured on a monthly basis to include regularly re-
ceived money wnich 15 “reasonably certain™ to be ¢coming in to the
reapient during the month Excluded from income 15> money earned
by a student under 18, all lump sum payments such as tax refunds,
all luans rexeept a portion of education loans) whether from com-
mercial outfits or persunal friends, and any in-kind benefits

From the monthly gross tncome, four pussible deductions can be
subtracted to determine net income for elygibility. These deductions
have been natwnally standardized by the 1977 legislation and
amendments to that legislation. They include the following.

+ Work deduction —20 percent of pay from a job, work traimng
program, or workfare program (where person works off his Wel-
fare grant)

+ Standard deduction—3$75 per household. Note The standard
deduction may change on July 1, 1980, depending on what hap-
pens to the cost of hving

+ Dependent care deduction —expenses to care for a child ur other
dependent 1n order to work

ol
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* Excess medical deduction-- that portion of medical expense in
excess of $35 per month incurred by any household member who
is 60 years of age or over or who receives SSI or Social Seeurity
disability benefits

* Shelter deduction—shelter expenses trent or mortgage plus
utilities and telephone! that exeeed 50 pereent of income after
the other deductions have heen subtracted.

Note that the dependent care and shelter deduction. alone or com-
bined. cannot exceed $90. This $90 figure may change on July 1.
1980. depending on what happens to the cost of living. Households
containing a member who is 60 years or older or who recenves SSI
or Title 11 disability payments are subject to the $90 cap for de-

‘pendent care but not for shelter expense.

All applicants for Food Stamps must meet the follow ing net in-
come scale after all possible deduetions are made.
Macamum aliowable

Houschold size net income
1 3306
2 3403
: $500
4 3596
5 3693
6 $790
7 $886
8 $983
Each additional member - 897

The above figures. which are related to the official puverty levels,
will be updated every July 1. depending on the cost of living.
Resources which may be retained and still quahfy for Food
Stamps:
* $3.000 for all households with two or more persons which include
at least one member age 60 or over i
* $1.750 for all other households

Under the Act, assets do not inelude (1) the household’s home
and surrounding property, (2) personal belonging. and houschold
goods, (3) rental property or property upon which a house 15 going
to be built; 4+ property and equipment used for self-improyvement.
151 the cash value of insurance policies, nension funds. and other
resources whose cash value is not immediately available to the
household Also exempted are vehicles. inaccessible resourees. re-
sources excluded by law. and resourees of nonhousehold members.

- 34
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To be elyzible fur foud stamps, evers member of the fanuly age 18,
through 39 must register for work rexeept adults responsible for the
care of young children or invahds, o1 anyone already working at
least 30 hours a weekr The law requires the elyible person to go
out un jub interviews and aceept any offer, within reasonable trav-
eling distanee. consistent with his physical and mental fitness

Hine To Apply Applications for Food Stamps may be made at any
a county tloealy public Welfare Department. ’

Once an appheant gets in touch with the office responsible for
wssumng Foud Stamps. he has an cbhsolute right to file an application’
that day. etther by phone or mail. He must be furmshed with a
stmple, understandable. uniform appheation form. H the dffice
serves at least 100 households who speak another language or a
stialler community in which the magority of households spedak the
same non English language. the apphicant must be met at the office
by aninterpreter or bilingual staff member.

Most households are required to have a face-to-face interview at
the office However. if age or imcapacity prevent at. the interview
must be conducted by phune or at the home of the appheant. The
face-to-face interview may be waned 1f transportation problems,
illness, severe weather, or work hours prevent the applicant from
comung to the office From the date a proper apphcation «s filed, the
local «fiice has 30 days to proecess the apphication. Expedited service
15 avatlable to households 1n immediate need.

What s the Food Stamp Allotment The aciual amount of Food
Stamps tssued depends un the net income of the fanuly or individual,
and thers i~ a maximum on this amount. depending on household
size This amount ranges from $63 1n Food Stamps for one person
to $376 1n Food Stamps for a household of eight persons.

Under the new law. recipients of Food Stamps no longer pay for
them Only the poorest househiolds receive the coupon value of what
is called the Thrfty Foud Plan («TFP) which is the Department of
Agriaalture’s standard of measurement for a minimally adequate
diet Al other households recenve Food Stamps reduced from the
TEFP by 30 percent of the household’s net income as defined by the
law

Houw Food Stamps Mav Be Used The Foud Stamps may be used
in participating retail stores to buy any food fut human consumption,
and garden seeds and plants to produce food for consumption by
ehgible houscholds Fuod Stamps may be used by elderly persuns.
who cannot prepare then own meals or pay for meals delivered to
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them n their komes by authorized. nonprofit. meal-delivery ser-
vices Elderly persons may also use Food Stamps to purchase meals
tn establishments providing communal dining for the elderly Drug
addicts and alcoholics who are participating in approved rehabih-
tation programs may use Food Stamps to purcmhase meals.

Where To Go for More Information The Food and Nutrition Serv-
ice of the US Department of Agriculture has a network of field
offices throughout the country The field office that services your
area «ffould be histed in the local telephone directory under U.S.
Governrdent, Agriculture, Department of In addition. each State
agenry operates a toll-free hotline service which provides partici-
pantr and apphcants with program information.

'

Social Services for Low-income and Public-
Assistance Recipients
(Title XX of the Social Security Act. as amended)

Relationship of Title XX to CMHCs Funds available under this
program can be used to help defray the costs of mental health sei-
vices for the aged who are, or who can qualify as, recipients or ben-
eficiaries of the Title XX program For these funds to be made avail-
able, either the State Department of Meatal Health or an individual
CMHC must enter intn a formal agreement or contract with the

State Title XX agency.

What It Is Title XX is a Federal program of formula grants to
States for the purpose of enabling each State to provide social se.
vices to public-assistance recipients and other low-income persons.
The services are directed .oward the following goals:

£y

I Achieving or maintaining economic self-support

Encouraging self-sufficiency

3 Preverting or remedying neglect, abuse, or exploitation of chil-
drer and adults unable to protect their own interests, or pre-
servingfrehabilitating. or reuniting families

1 Preventing or reducing inappropriate institutional care by pro-
viding for community-based, homé-based. or other less inten-
stve forms of care

5 Securing referral or admission fur nstitutional care. when
other forms of care are not appropriate, or providing services
to individuals 1n institutions. : :

-

r

(]




—

O

ERIC

Aruitoxt provided by Eic:

74 RESOURCE GUIDE

Each State has ¢ single designated agency respunsible for admin
istering the Title XX social services program or superyising local
agencies which administer the program The State agency must
prepare a Comprehensive Annual Serviees Program Plan CASP
which 15 subject to citizen review and approval by the Governor
The final plar.1s also subject to Federal Government approval as to
prucedures and compliance with regulations (Federalt but not as to
selecton of services or areas of the State where the services are
available In the CASP, the State must describe the steps taken to
assure that the needs of all residents of, and all geographic areas
in, the State arc taken intv acevunt 1n the development of the sery-
1ces plan. The State must alsu describe how the planning and pro-
viston of services under the program will be coordinated with and
use other human services programs within the State Communty
mental health programs have an opportunity to influeace both the
direction and detail of the State Title XX plan through providing
evidence of mental health needs and through the coordination
requirement.

A CMHC should maintain contact with the State Mental Health
Department and or the State Title XX ageney to determine how
resuurces are allocated to mental health services and what services
are included in the State plan that can be provided by mental health
programs There 15 a "cap”™ on money available from Title XX, and
representatives of all kinds of services compete for inclusion 1n the
CASP

Hou It Works Federal funds are matched with State funds 1n a
ratio of 75 Federal to 25 State for all services provided by a State
under the Title XX program texcept famly -planning services which
are matched at a ratio of 90:101.

Federal matching .. subject to a cap tn the form of an annual
appropriation passed by the Congress (32,9 bilhon in FY 19791 Each
State recerves a fixed allotient, allocated on the basis of the ratio
of the State’s pupulation to the total U S. population which 15 that
State's certhng from Federal funds. A State may choose to put ad-
ditional unmatehed State funds into the progpam.

At least 50 percent of Title XX funds received by the State must
be spent on behalf of the most disadvantaged category of chents,
1.e.. persuns recerving or who are ehgible for Supplemental Security
Income, Ard to Famihies with Dependent Children, and thuse who
if they applied could qualify fur those two programs or the State’s
Medicaid program
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Who Can Procide the Mental Health Sertices State requirements
and procedures regarding provider participation vary from State to
State Nonetheless, all CMHCs must be concerned with meeting
certain general prerequisites to participation under Title XX 1,
admimistrative requirements and 12 acereditation and lieensure

L= standards established or adopted by the State.

The most important administrative requirement 1s that a CMHC
must negotiate a formal agreement with the Title XX agency in
order to be a provider In a particular State, this “purchase of service
agreement” may be with the State Department of Mental Health. .
In such a case, individual centers would still be bound to the agree-
ment by subeontracts which would have to meet the same
requirements. :

With respect to provider standards, Title XX itself 15 sparse. [t
would be well to determine whether the State has established -
censure requirements for CMHCs which must be met in order to be
eligible for Title XX funds.

Who Is Elyuble for Service The following three major groups of
individuals are ehgible for services:

Income maintenance status eligibles— Reciprents of Supplemental
Security Income (SSD) or State Supplemental payments. or Aid tc.
Families with Dependent Children (AFDC),

Income status eligibles—Low-income individuals and families
whose gross monthly income does not exceed 115 percent tor at State
option, some lower percentage) of the median income for the same-
sized family in the State Fees must be required of persons whose
income exceeds 80 percent of the State median income and may be
required at State optior from persons with lower incomes.

Persons served withou regard to income—States may also serve
individuals without regard to income for certain services. family
planning, information and refcrral, and services to prevent or rem-
edy neglect, abuse, or exploitation of children and adults. States
may charge a fee for these services. If they do, some income 1nfor-
mation would be obtained on these individuals.

What Services Are Included in a Title XX Program. Each State
determines the social services that will be included 1n the State
Title XX plan Title XX does ot define them but does indicate what
will not be reimbursed with Federal funds. e.g., educational services
that are generally available. land acquisition or services provided
by institutions to their inmates There are other restrictions with

LI
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respect to medical care. room and board. daycare services, "1n kind”
matching, and donated funds.

The State must describe 1n 1ts plan each discrete service to be
covered, the method of delivery. and the categones of individuals
in each geographic area ty whom each service will be provided.
Among the services to be provided 1n cach geographic area. at least
three services must he available for SSI recipients. and at least une
service must be directed at each of*the Title XX goals

Examples of programs directly benefiting the elderly that are
being provided under Title XX include service centers. humemakers.
housekeepers. protective services, transportation. escort services.
and legal services.

There is little known about coverage of mental health services on
a naticnwide basis Therefore. review of your own State plan 1s
essential to determine what services that can be provided by your
CMHC are specifically covered 1n the plan. When the annual Title
XX plan is being prepared, there is an opportunity for the centers
to influence the scope of services included 1n the plan.

What Are the Reembursement Rates. States establish their own
rates of resmbursement for community mental health services.
Methods by which rates are to be determined are also left to the
States When services are purchased from other public agencies,
rates shall be established 1n accordance with cost principles of Chap-
ter 45, Code of Federal Regulations, Part 74, Appendix C. When
services are purchased from private agencies, rates may be estab-
lished on the basis of negotiation, using any reasonable method,
including the Principles for Determining Costs suggested in Ap-
pendix F of the aforementioned document.

The “purchase of service agreement” must state the specific rate
or the method to be used in determining the rate.

Where To Go for More Information. A Title XX {Handbook for
Alcohol. Drug Abuse. and Mental Health Treatment Programs was
issued by the Alcohol. Drug Abuse, and Mental Health Adminis-
trat.on DHEW. in 1978 It provides excellent guidance to State and
local agencies regarding all aspects of the Title XX program .\ copy
can be obtained from the National Institute of Mental Health, 5600
Fishers Lane. Rockville, Maryland 20857. It 15 DHEW Publication
No. (ADM) 78739

State Title XX Agency See Appendix F.

« State Mental Health Authority. See Appendix C

C)t)
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Housing Programs

Relationship of Housing Programs to CMHCs The avatlability of
adequate and affordable housing for different groups of the elderly.
including the mentally disabled elderly, 15 essential. 1f the CMHCx
are to provide alternatives to institutional care. All the elderly
should have access to a variety of housing, ranging from independent
living to institutionalization, including such semi-independent 11y -
ing arrangements as sheltered and corgregate housing, domicihary
care, and foster care Further, suitable arrangements should be
available in the community for elders with low and moderate. fixed
incomes. .

Information about Houstng Programs. A Guide to Federal Houstng
Programs for the Mentally Disabled was 1ssued by the National
Institute of Mental Health in 1578. It is designed to provide the
reader with specific information concerning the provisions of various
Federal housing programs and their potential for assisting in the
development of residential optiors for persons. including elderly
persons, disabled by mental health problems. It 1s an excellent re-
source for learning about the different Federal housing programs.
including (but not limited tor:

* Lower income rental assistance program under Section 8 of the
Housing Act of 1937, as amended. which provides rent subsidies
for low income persons and families to help them afford decent
housing in the private market.

* Housing for the elderly and handicapped under Section 202 of
the Housing Act of 1959. as amended under which,the Depart-
ment of Housing and Urban Development (HUD) issues long-
term loans and Section 8 subsidies to eligible. private, nonprofit
sponsors to enable them to finance rental or cooperative housing
facilities for elderly or handicapped persons.

* Mortgage insurance on rental housing for the elderly tund.r

Section 231 of the National Housing Act of 1934. as amended)

which can be used optionally within the Section 8 program. to

assure a supply of market rental housing units suited to the
needs of the elderly.

Rural rental housing loans tunder Section 515 of the Housing

Act of 1949, as amended’ under which the Farmers Home

Administration of the Department of Agriculture makes 1nsured

loans to construct. improve, or repair rental or cooperative hous-

ing in rural areas for low-income persons, including senior cit-
izens age 62 and over.
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Congregate housing for the elderls o1 handicapped 1= a new use
of the Section 315 Program The Farmers Home Administration
FmiA and the Admmistration on Aging (Ao have jointly
laundhed a demonstrat:on program to establish congregate housing
for the rural elderly While Fmll\ 15 supporting the cost of con-
struction tup to $1 mulhon for each of 10 pryjectst. Ao 1> providing
funds in the amount of up to $830.000 for each year of the 3-year
demonstration period to each project to support the services com-
ponents  whrch at o mimmum must include meals. housekeeping,
and personal care when needed. transportation. and sucial and rec
reational activities. Loans for congregate housing projects not in-
volved in the FmHA AoA demonstration program are available from
the Farmers Home Administration both during and after the dem-
onstration period.

The guide hinks specific Federal funding options to a range of
alternative community -hiving arrangements. showing their direct
relevance fur the estabhishment and support of different residential
options for the mentalls ill. The guide lays out specific strategies
which the State and CMHCs can apply to the process of securing
funds and developing residential programs. It also describes other
sources of Federdl funding which can be used to supplement chents
i various Iiving artangements. the role of the State mental health
authority . steps which should be taken to assure involvement in the
local housing planning process. strategies for obtaining Section 8
subsidies. and considerations regarding construction and barriers
presented by zoning restrictions.

Specifie examples are provided to demonstrate how mental health
agendes have effectively used different residential arrangements
fur their chients and have suceessfully negotiated agreements with
HUD. State. and local housing authorities regarding various kinds
of hiving arrangements for the mentally ill.

The Appendixes include directories of. HUD Area and Regional
Offices and the name - of the HUD Elderly and Handicapped Housing
Cootdinators, Department of State Housing Finance Agencies. State
Offices of Community Affairs. and a hst of relevant projects cited
in the guide with names. addresses. and telephone numbers.

One of the most important things learned from this guide 1s that
Federal housing progranis have many complex provisions and gqual-
ifications and that it takes a tremendous amount of "know-how ™ and
collaburative persistence to develop and use these housing resources
effectivel




ERI

s

RELEVANT RESOURCES 79

The reader can obtain a copy of A Guide to Federal Housing Pro-
grams for the Mentally Disabled from the Natwonal Institute of Men-
tal Health, 5600 Fishers Lane. Rockville, Md. 20857. It 1s DHEW
Publication No. (ADM)78674.

A Note About New Housing Legislation New congregate housing
services are now available to elderly and handicapped residents of
public housing projects as a result of legislation enacted as part of
the Housing and Community Development Amendments of 1978.
Title IV of this legislation provides for congregate housing services
to be provided 1n public housing and section 202 nonprofit housing
projects.

Elderly individuals erther permanently or temporarily disabled
are eligible for the services which are designed to prevent unnec-
essary nstitutionalization. ‘

Congregate services assisted under the program must include con-
gregate meals and may also include housekeeping aid. personal
assistance, and other services essential for maintaiming independent
living.

Transportation Programs

Relationship of Transportation Programs ty CMIICs. Transpor-
tation is the facilitating link between the elderly person in need
“1d the service required to meet that need. The mentally disabled
elderiy patient in need of treatment must be able to get to the mental
health center for that wreatment, or he is in deep trouble.

Lack of transportation is strongly related to age and income. Many
older persons. due to disabilities and limited income. cannot rely on
private automobiles for their transportation. The same conditions
may limit their use of mass transit systems. Or there may be no
public transportation available in the areas where they live.

The CMHC must be sensitive to the problems of transportation
which confront older individuals in the catchment area where the
center 15 located The center needs to address these problems at two
different levels:

I Find commumty resources that can help individual patients
get to and from the CMHC. if they need that help For example,
cooperative arrangements can be worked out with the area
agency on aging to hase their transportation service include
the center. )

2 Actively support the efforts being made 1n their community to
help meet the overall transportation needs of their older pop-

o
Q\

Aruitoxt provided by Eic:




80 RESOURCE GUIDE

ulation. Many communities and civic organizations offer or are
experimenting with different forms of assistance to help meet
the transportation needs of older persons.

Ry

Department of Transportation 1 DOT ). The Urban Mass Transpor-
tation Administration tUMTA 1 1n the Department of Transportation
administers a program of research development grants to test in-
novative approaches to transportation pro'.iems and funding for cap-
ital aseistance, the acquisition of vehicles and other needed equipment.

UMTA has conducted a variety of projects that have benefited the
elderly, for example, specially equipped vehicles capable of handling
handicapped persons, demand esponsive (dial-a-bus) systems, and
transit systems geared to needs of neighborhvods. Three major pro-
grams that help meet the transportation needs of older people are
the following:

+ Capital assistance grants for use by private nonprofit groups,
Urban Mass Transit Act of 1964, as amended, Section 16(B)2)—
Provides money for capital assistance grants to private, non-
profit corporations and associations to help them provide trans-
portation services for the elderly and handicapped in urban
areas.

Reduced fares, Urban Mass Transit Act of 1964, as amended—
Requires that any public transit system receiving funds under
Section 5 of.the UMT act for either caps 1l or operating expenses
from UMTA must charge elderly and handicapped individuals
no more than half fare during off-peak hours.

Rural and Small Urban Transit Program Section 18 of the Sur-
face Transportation Assistance Act of 1978—Funds are avail-
able by way of a formula-grant program to States to support
public transportation 1n nonurbanized areas (rural and small
urban areas with populations under 50,000). The Section 18
program provides funds for both capital and operating assistance
to State agencies, nonprofit organizations, and operators of pub-
lic transportation services. This program is admimstered jointly
by the Federal Highway Administration and UMTA of DOT.

Administration on Aging (AoA) Under Title III of the Older
Americans Act, which authorizes support for State and community
programs, transportation s recognized as an 1mportant compohent
of comprehensive and coordinated services to the elderly The State
agency on aging candentify potential sources of funding for trans-
portation, provide advice on how best to plan for and implement a
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project, and coordinate efforts with other agencies and organizations
that might be involved 1n planning and suppurting transportation
projects Under certain limited circumstances, the State agency on
aging can provide direct project funding.

DOT and AoA, under a joint working agreement, have pledged
mutual cooperation and coordination in helping to meet the trans-
portation needs of older people in urban areas.

Employment and Volunteerism

Relationship of Employment and Volunteerism to CMHCs CMHCs
can make efficient use of employees paid by the Comprehensive
Employment and Training Act (CETA) and volunteers for manning
outreach, telephone reassurance. companionship. and other social
supports that make mental health services more effective.

Department of Labor Comprehensive Employment and Training
Act (CETA)—The purpose of this legislation 1s to provide job train-
ing and employment opportunities for economcally disadvantaged,
unemployed, and underemployed persons. The act 1s administered
by the Department of Labor.

All States and cities, counties. and combinations of local units of
government with populations of 100.000 or more receive direct Fed-
eral grants under CETA to design and admimister comprehensive
employment and training programs that serve the needs of their
area These 465 State and local units, called “prime sponsors.” op-
erate projects themselves or contract with other groups to provide
services. Under the 1978 legislation extending CETA for 4 years,
numerous private nonprofit organizations, including those serving
senior citizers, will also be able to participate in employment and
training programs by entering into subcontracts with local prime
sponsors Such subcontractual arrangements may involve the pro-
vision of training or employment for eligible seniors, or the place-
ment of CETA employees in special projects benefiting senior citi-
zens. The CMHC or area agency on aging can take advantage of
this provision.

For additional information about CETA. the reader should get in
touch with the agency designated to run the CETA program in his
area [t may be called Manpower Office. the Human Development
Department. or the Employment and Training Admimstration. The
mayor or county commissioner’s office or the State or area agency
on aging will have this information. There also are 10 regional
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offices of the Department of Labor in the same cities as DHHS
regional offices. '

Senior Commumty &ervice Employ ment Program (SCSE— Au-
thorized under the new Title V tformerly Title 1X) of the Older
Americans Act, this program 1s administered by the Department of
Labor Its purpose is to provide useful part-time employ ment vp-
portunities 1n community service activities for low-income persons
who are 55 or older and who have poor employ ment prospects. Public
and private nunprofit agencies are ehigible tv recerve project grants
under this program. Participants work 1n a variety of activities,
including daycare centers, huspitals, facilities fur the handicapped,
senior citizen centers, and nutrition programs.

ACTION 1s the Federal volunteer agency which 1s responsible for
the following volunteer programs that seem most relevant to
CMHCs:

Foster Grandparent Program—This program provides part-time
volunteer service vpportunities to low-income men and women, age
60 and over, 1n good health, to provide love and attention to phys-
ically, emotivnally, and mentally handicapped children 1n institu-
tions and in private settings.

Project grants to support this program are made only to public
and nonprofit private agencies or organizations, including State and
local governments. At least 10 percent of total project costs must be
met by the apphcant.

Volunteers receive 40 hours of orientation, are supervised by
childcare teams in their assigned agencies, and attend inservice
training sessions They receive a weekly stipend, transportation
allowance, hot meals while in service, acaident and hability insur-
ance, and annual physical examinations.

Retired Senior Volunteer Program (RSVP)—The objective of this
program is to establish a recogmzed role in the community and a
meanmngful life 1n retirement for persons aged 60 and over, by de-
veloping a variety of community volunteer service opportunities.
Through this program, retired or semi-retired men and women serve
in agencies, organizations, and imstitutions designated as Volunteer
Stations. These include courts, schools, hbraries, daycare centers,
hospitals. and nursing homes.

Project grants may be made to established community service
organizations tpublic or private nonprofiti to assist 1in development
or operation, or both, of lucally organized senior volunteer projects.
A local program also arranges for transportation for RSVP volun-
teers, as needed

J<
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The non-Federal support during the first year must be at least 10
percent Grantees are expected to increase local share of project cost
by 10 percent each year and to assume a minimum of 30 percent
financial responsibility at the beginning of the third year and eacn
year thereafter.

Volunteers may be reimbursed, upon receipt, for transportation
to and from their assignment, meals, and other out-of-pocket ex-
penses After placement, they receive inservice instruction and
supervision.

Senior Companion Program (SCP1—This program, patterned after
the Foster Grandparent Program, provides opportunties for low-
income nien and women age 60 and over tc sexve adults with special
needs, especially the elderly, in their own homes, 1n nursing homes,
or other institutions. It was authorized by the Older Americans
Comprehensive Services Amendments of 1973 as a complement to
other community programs and 15 intended to help fill critical gaps
1n the provision of services to persons receiving nursing care and
to those with developmental disabilities.

Prouject grants are made only to public or nonprofit private agen-

. cies or State and local government agencies Jther provisions of the

program are similar to those for the Foster Grandparent Program.

Volunteers in Service to America {VISTA,—This program is a
national corps of men and women of all ages with particular talents
and experience who work for a m:nimum of 1 year in impoverished
urban and rural areas. They may live and work with migrant fam-
ihes, on Indian reservations, 1n 1nstitutions for the mentally hand-
icapped, and 1n a variety of other settings They may help people
tackle problems in education, daycare, drug abuse, corrections,
health, legal aid, and city planning.

Sponsors applying for VISTA Volunteers must be public or non-
profit orgamizations, 'ncluding State and local governments. The
project in which they propose to use volunteers must be related to
poverty.

Volunteers receive preservice orientation and inservice training
as needed. Service benefits nclude a subsistence allowance suffi-
cient for the community where the volunteer serves, necessary
health benefits, and a $900 stipend after one year of service

For more information about the volunteer program, the reader
should get in touch with national headquarters. The current address
and telephone number are. ACTION, 806 Connecticut Ave., N.W.,
Washington, D.C. 20525. (202) 254-7376.
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3. Aging Programs |

Every individual mvolved mn the provision of services to the ei-
derly anywhere in this country should have a working knowledge
of the Older Americans Act. Under this Federal legisiation. each
State has an established Office on Aging. and the States have. 1n
turn, designated area agencies on agmng to serve older persons mn
specific communities. These agencies constitute a network to carry
out the objectives of the Older Americans Act and the programs
authorized by this legislatior.. These programs cut across all areas
cf concern to older people. including health, housing, transportation,
institutional care. income, employment, age discrimination. and
retirement.

One of the act’s stated objectives is to achieve. “The best possible
physical and meatal health which science can make available and
without regard to economic status.” This objective 1s to be achieved
through activities of area agencies on aging that are supported un-
der the Older Americans Act. These agencies and CMHCs have
common the responsibility for coordination and linkages with ex-
isting community services fcr the elderly

This section of the guide includes a brief description of the Older |
Americans Act, covermng the nighlights of this legislation which has
been amended sever times in the period between 1965 and 1978.
It includes adescription of State and Community Programs on Aging
Title Il Information is also provided about Traming Programs for
Personnel m the Field of Aging (Title IV, Part A, Section 404) and
Demonstration Projects (Title IV, Part C. Section 421).

The description of Title 1"} programs 1s presented in terms of the
broad service which the local area agencies on aging are authorized
tv coordinate and support. This 15 10 contrast to the description of
programs. like Medicare and Medicaid, which focus on ehgibility
and benefits for the individual.

The information on traming aad demonstration projects 1s pri-
martly in terms of resources avatlabls to agencies that provide serv-
ices to the elderly. rather than in terms ot benefits directly available
to the elderly person.

The program of the Community Service Employment for Older
Americans, Title V (formerly Title 1X) of the Older Americans Act,
as amended. 1~ listed 1n the social supports part o/ the guide with
employment programs

ERIC i
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The Older Americans Act—Highlights

The Older Americans Act of 1965 established a focal and advocacy
point for the aging within the Federal Government. The act created
an Administration on Aging within the Department of Health, Ed-
ucation, and Welfare and put into law a Declaration of Objectives
for Older Americans which cuts across all areas of concern to the
Nation’s older citizens Title I. Section 101, of the Older Americans
Act states: '

The Congress hereby finds and declares that. in keeping with the traditional
American concept of the inherent dignity of the individual 1 our democratic
soctety, the older people of our Nation are entitled to. and it 1s the Joint and
several duty and responsibility of the governments of the United States and of
the several States and therr political subdivisions to assist our older people to
secure equal opportunity to the full and free enjoymnent of the following
objectives

'I' Anadequate income 1n retirement 1n accordance with the American stand-

ard of hiving

121 The best possible physical and mental health which science can make
available and without regard to economic status
Suitable housing. independently selected, designed and located with ref-
erence to special needs and available at costs which older citizens can
afford
4+ Full restorative services for those who require institutional care
51 Opportumty for employment with no discriminatory personnel practices

because of age

16) Retirement in health, honor, digmty —after years of contribution to the
economy

Pursutt of meaningful activity within the widest range of civie, cultural,
and recreational opportuntties

Effictent community services. including access to low-cost transportation.
which provides a choice in supported living arrangements and social as-
sistance n a coordinated manner and which are readily available when
needet.

9 Immediate benefit from proven researcn knewledge which can sustain and

tmprove health and happiness
110y Freedomn. independence. and the free exercise of individual intiative 1n
planning and managing their own hves

3

3

8

In addition to the Declaration of Objectives of the C ider Americans
Act embodied in Section 101. the 1973 Amendments stated their
objectives as follows: .

SEC 1M The Congress finds that nulhions of older citizens m this natton are

suffering unnecessay ‘m from the lack of adequate services It 1s therefore

the purpose of this Ac. .a support of the objectives of the Older Americans Act

of 1965, to—

‘1' make availlable comprehensive programs which include a full range of
health, education. and social services to our older citizens who need them.

Q. 95
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2 anve tull and speaal wasidetation o older Gtizens with special needs 1
planming such programs and pending the availabalits o such programs tor
all older aitizens give prorits to the elderls with the greatest etonvmie and
social need,

provide comprehensive progranis which will assure the coordinated delis er
of a full range of essential services o our older atizens, and. where appii-
cable also furnish meaningtul emplovment upportunities for mansy indi-

viduals, including older persits, voung persons. and volunteers from the
community and

tnsure that the planning and vperation oi such programs will be undertahen
d~ a partnership ot older Glizens community agenaies and State and local
governments with appropriate assistance from the Federal Gover ment

-

As first enacted. the act authorized funding under Title 111 for the
creation of a State agency on aging 1n each State. Title 111 also
provided funds for each State agency to imuate socal coramanity
projects to provide soctal services to older persons.

Title IV of the Act provided for grants and contracts to public and
private nonprofit agencies. orgamzatiens, institutions. and individ-
uals to study and evaluate the status of the elderly and to Jevelop
appraaches for improving conditions for them and for improving the
coordination of community services. .

Under Title V. provision was made for grants or contracts to public
and private nonprofit agencies. organizations. aad mstitutions for
traiming and the development of curricyla designed to aid persons
employed n or preparing for employment in programs related to
the act

In 1972, a new Title VII was enacted which authorized funds for
tocal community projects to provide nutrition services to the elderly.
The projects were designed to provide persons age 60 and older with
at least one hot nutritious meal five or more days a week Emphasis «
in the project was placed on serving older persons with the greatest
ecenoraic need and on reducing the isolation of old age.

The 1973 amendments revised the Title 11 State grant programs
in order to provide a better organization at Stace and local levels.
The State agency was dirceted th divide the entire State into plan-
ning and service areas. cetermine for which areas an area plan
would be developed. and designate an area agen:v on oging to de-
velop and admimster the plan in each area. .

Local area sgencies on ag.rg sore charged. under theGQet, with
a conanumng proces. of planning for services for clder peo
with co~ducting an action program: for the delvery of needed serv-
(ces. poohing untapp »d resources to strengthen or ittiate them, and
idugerating new ones Ar o agencies on agin,; subcontract with
local agencies to deliver direet services. With the e*ception of 1n-
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‘formation. referral. and coordination. State and area agencies on
aging may provide direct services only if they would be unavailable
otherwise. .

Under the 1973 amendments. the Arcawide Model Progect Pro-
gram. which has provided experience in coordinating community
services. was superseded by a new model Projects program to provide
grants or contracts for demonstration to “promote the well-being of
older persons ™

In 1973. Tutle IV and Title V' of the original Act were combined
in a single Title IV The 1973 amendments added a new Title \
which authorized the Commissioner vn Aging to make grants di-
rectly to local community agencies to pay part of the cost of the

gy acquisition. rengvation, alteration. or initial atafﬁng of facihities for
use as.multipurpose senior centers.

The 1975 amendments specified four priority services to be pro-
\1ded under State plans: transportation, home services. legal serv-
ices, and residential repair renovations

The 1978 amendments to the Older Americans Act represent an-
other evolutionary step in the process of establishing 1n each plan-
ning and service area on aging a basic capacity to respond-to the
needs of older persons They consolidated. ufder an amended Title
IIL, the social services, nutrition, and multipurpose senior center
programs ‘authorized before under Titles III, VII, and V. The 1978
amendments contain renewed emphasis on the concept of a single
focal point for service delivery within each community and expect
that each area agency on aging, in carrying out 1ts pkin, will assare
that nutrition services and social services are fully integrated.

The Administratfon on Aging has prepared a compgsite of the
Older Americans Act, as amended 1n 1978, 1n which the titles of the
reenacted legislation appear in the following format:

Title I—Declaration of Objectives: Definitions
Title Il—Administration on Aging
Title IlI—Grants for State and Community Programs on Aging
Part A—General Provisions
Part B-—Social Services
Part C—Nutrmon Services
Subpart l—Congregate Nutrition Services
Subpart 2—Home Delivered Nutrition Services
"Title IV—Training, Research. and Discretionary. Projects and
Programs
~* Part A—Training
Part B—Research and Development Projects

v
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Part C—Dascretionary Projects and Programs
Demonstratian Projects ]
Special Projects in Comprehensive Long-Term
Care *
Special Demonstration Projects on Legal Serv-
1ces for Older Americans
National Impact Demonstrations ,
Utihty and- Home 'Heating Cost Demonstra-
tion Projects )
* Part D—Mortgage Insurance and Interest Grants for
Multipurpose Senior Centers
' Part E—Multidisaiplinary Centers of Gerontology
Part F—Authorization of Appropriations
Title V—Community Service Employment for Older-Americans»
Title VI—Grants for Indian Tribes . \

The 1978 amendments to the Older Americans Act are 1n the
process of being implemented. Further information about current
program provisions and how they are being interpreted may be ob-

. tained by getting in touch with the Administration on Aging (AoA)

Regional Director in the DHHS Regional Office (see appendix B,
. ¢ .

- -

- |

Staf and-Community Programs on Aging
(Title Il of the Older Americans Act, as amended).

Relationship of State and Community Programs on Aging to
CMECs The mission of the programs authorized by Title III of the
Older Americans Act is to develop and strengthen community sys-
tems of coordinated and comprehensive services which enable older
persons to live in dignity and independence as long as possible. To
achieve this objective, these programs strive to encourage a broad
continuum of services which will assure that the appropriate level
of care is available to all older persons in their communities, de-
pending on their particular needs. These range from the stimulating
mental and physical activities essential to the well elderly, through
supportive independent living arrangements, to an intensive level
of service required by the frail and seriously disabled.

* CMHCs and State and community aging programs have mutual
need of each other with respect to services for the elderly. CMHC
services are an essential component of the coordinated service net-
work which the aging programs seek to develop and sustain. CMHC

95 7
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patients need to have all of the services of the aging programs ac-
cessible and available to them. * .
The CMHC can use 1ts influence with the area agency on.aging
to give high prionity to the kinds of services that are most helpful
to older persons with mental problemsalt can also enter into a
working agreement’with the area agency to assure that appropriate
mental health services ére av.allable to older persons. -

. 1978 Changes in Tltle H1 of'the Older Americans Act. The 1978
.amendments to the Older Americans Act authorized a new com-
prehensive Title III, consolidating former Title VII' ' Nutrition), Title
LV (Mulmpurpose Senior Centers), and Title III (Social Services), and
providing separate authqnzatlons for social services, congregate
meals, and horre-delivered meals. The Commussioner on Aging has
the authority to waive consolidation requirements for a 2-year pe-’
- riod, when compliance would reduce or jeopardize the quahty of
services, provided progress 1s being made toward consolidation.
State and Area-Agencies on Aging. Title III, Part A (General
Provisions) provides a program structure which is designed to es-
tablish and support State and local area agencies on aging. These
agencies use funds authorized by the Older Americans Act to support
and coordinate comprehensive services for persons age 60 and over.

Each State1s required to have a State agency on aging with special

obligations and respor;mblhtles including the designation of local
planning and service areas and the establishment of local area
agencies on aging. Both State and area agencies on aging serve as
advocates of the elderly, develop three-year plans for a system of
coordinated and comprehensive services for the elderly, with annual
adjustments as needed, and assurance that preference 1n prondmg\
services will be given to older persons with the greatest & omlc
or social needs. In addition, the State agency on aging m \’carry
out the following responsibilities:

1. Insure that State plans are based on area plans de\eloped by
the area agencies on aging within the State. .

2. Develop a formula for intrastate distribution of formula grant
funds and submit this formula to the Commissioner on Aging
for review and comment, :

3. Provide, on request, a hearing for any general purpose local
government, with a population of 100,000 persons or more,
which seeks designation as a planning and service area.’

4. Provide a hearing for any agency submitting an area plan, or
to any provider or prospective provider of services, which so

requests. ,
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5 Spend an additional 5 percent above amount spent in FY 1978
of its Title III allotment for services to older persons hving in -
rural areas. . ‘

Area agencies on Aging'are required to?

1 Designate, whenever possible, a focal point for comprehensive
service delivery within each community as a means of pro-

moting coordination of services. .
" 2 Develop and publish” methods by which priority of services 1s
determined. .

3 Use Title III funds only to support-services covered by an ap-

<

proved area plan. .

-

Annual appropriations are used tg make grants to States. Grant
amounts are determined according to the ratio of the State’s pop-
ulation age 60 and older to the total U.S. population age 60 and
older. ~ .

Regarding support for State and, are administration, Title III
guarantees States at least $300,000 per Zear and provides that not
more ‘than 8 5 percent of each State’s allotments for Title III social
and nutrition services may be used for area agency administration.
Federal funds may be used to pay up to ﬁpercent of State or area
agency administrative costs. Title III social and nutrition services
are eligible for up to 90 percent Federal sufport in FYs 1979 and
1980 and up to 85 percent in FY 1981. The non-Federal share may ,
be cash or in kind. ’ . : )

Social Services. Title III, Part B (Social Services), provides for
making grants to States under approved State plans for any of the
following social services:

-

1. Health, continuing education, welfare, informational, recre-
ational, homemaker, counseling, or referral services

2. Transportation services to facilitate access to social services

" and/or nutrition services . .

3 Services designed to encourage and assist older individuals
to use facilities and services available to them s

4. Services designed to assist older individuals to obtain ade-
quate housing, including residential repair and renovation
projects to enable older individuals to maintain their homes
or to adapt homes to meet needs of older individuals suffering
from physical disabilities

5 Services designed to assist older individuals in avoiding in-
stitutionalization, including preinstitution evaluation and

100 .
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screening and home health services. homemaker services,
shopping services, escort services, reader services, letterwrit-
ing services, and other similar services designed to assist such
individuals to continue living independently In a home
environment .2 2

6" Services designed_to ‘é(ovlde legal services and other coun-
seling services and assistance. including tax counseling and
assistance and finanéial counseling to older individuals

7 Services designed to enable older individuals to attain and
maintain physical and mental well-being through programs

.of regular physical activity and exercise .

8 Services designed o provide health screening to detect or
prevent illness, ar b‘.Q%h. that occur most frequently in older
individuals R .

9 Services designed-to provide preretirement and second-career
counseling for older individuals : N

10 Services of an ombudsman at the State I2vel to receive, in-

’ vestifzate, and act on complaints by older'individuals who are
residents of long-term care facilities and to advocate the well-
being of such individuals

11 Services designed to meet the unique needs of oI@er individ-
uals wi¥ are disabled . '

12 Any other services determined to be necessagy for the general

. welfare of older individuals g

Each area agency is required to spend at least 50 percent of its
Title III Social Services allocation on in-home serviges (homemaker
and home health aides, visiting and telephone reassurance, and
chore maintenance), access services (transportation, outreach, in-
formation and referral), and legal services. No specific amount must
be spent on any one bf these three service areas; however, some
funds must be spent in each, category unless the area agency can
demonstrate that the needs addressed by one or more of the three
priority service categories a% being met adequately using other
Jesources. , , .

Legal services can be provided under Title III through a Legal
Services Corporation project or another legal services provider
agreeing to éoordinate its services with a Legal Services Corporation ¢
project in the area, in order to concentrate the use of funds on older
persons with the greatest need who are not ‘eligible for legal as-
sistance u\'\cx:r the Legal Services Corporation Act. . .

At least one percent, or $20,000, whichever is greater, of.a State's
TitleIII Social Services allotment must be spent to support a state-

IToxt Provided by ERI
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either operate the ombudsman program themselyes or delegaté the
activities to another agency by contract or other rrangements
Multrpurpose senior centeys serve as focal points in communities
for the delivery of a range of health, nutritional. social and recre-
ationa) services desngned primarily for older persons .
States will be permitted to use Title III Social Services funds for
himited construction of multipurpose senior centers in areas where
no suitable facility exists. Previously, only acquisition. renovation,
and alteration of existing facilities were allowed States will also be
able to use Title III Social Services funds for personnel and vperating
costs of senlor centers. .

wide ]ong-term care ombudsman program %tite agencies may

‘

Nutrition Services. The National Nutrition Program for Older
Americans, administered by the Administration on Aging, 1s de-
signed to provide inexpensive, nutritionally sound meals to older
Americans,'particularly those with.greatest economic or social need

A Nutrition Program project must serve persons 60 years of age.
and over and thefr spouses of any age, with an emphasis on serving
those with greatest economic or social need. Meal sites are required
to be located 1n urban areas that have heavy concentrations of
target-group older Americans and in rural areas that have high
proportiops of eligible older persons. &

No one may be turned away from a meal because of inability to
pay, and there is no means:test. However, all participants are given
an opportunity to contribute to all or part of the cost of the meal
Each participant determines for himself what he is able to contribute

Nutrition Program projects provide at least one hot meal a day,
at least 5 days a week, to Americans 60 years and over and their
spouses of any age. The meal must provide one-third of the current
Recommended Dietary Allowances as promulgated by the Food and

Nutrifion Board, National Research Council-National Academy of

Sciences. The U.S. Department of Agriculture provides a stipulated
value of donated foods and or cash for each mea] the Nutrition Pro-
gram serves.

Prévision of meals in group settings 1s emphasnzed Meal sites
include schools, churches, community centers, senior citizens cen-
ters, public housing, and other public and nonprofit facihities where

. other supportive services may also be available. Outreach programs

identify those older persons most in need. % -

Although the Nutrition Program was not mma]]y a home-
delivered.meal activity, it did provide home-delivered meals to reg-
ular participants who from time to time were unable to attend the

~ * v
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meal servl/ce site—about 15 percent of all meals. The 1978 amend-
ments to the Older Americans Act. which incorporated the Nutrition
Program into Title III. make specific provision for home-del}vered
meals

The Nutrition Program project sites act as centers of actyvity,
attracting older persons to a place where. in addition to a nouns)]m‘g
meal. they have the opportunity to receive other supportive services.
including health services, information and referral services, coun-
seling. consumer education. and advice on such important matters
as legal rights, housing. income maintenance. and crime prevention
They also have the opportumty for socialization and recreation and

. for volunteet services to others. Under thg"‘Olde;r Americans Act.

States are encouraged to make Nutrffnop Program projects part of
the system of services coordinated through area agencies on aging.
Animportant part of the Nutrition. Program is health and nutrition
education. ] )

The newly enacted amendments req‘ulre: .

* Each nutrition project to provide-meuls 11 a congregate setting _

* Home-delivered meals to be based on a determination of need

* Each project to establish outreach activities )

* The Commissioner on Aging to.issue guidelines concerning
charges for meals '

* Funds realized from meal charges to be used to increase the

. number of meals served

* Area agencies on aging to continue funding existing nutrition

project megting the requirements established 1n Title III

The amended legislation provides separate authorization for con-
" gregate meals and home-delivered meals provided to persons 60
years and over and their spouses of any age. However, States may,
with the commussioner’s approval, transfer funds between the two
programs as local heeds dictate. Cooperation between home-
delivered meal programs and congregate meal programs 1s encour-
aged. During FYs 1979 and 1980, States may use up to 20 percent
of their nutrition allotments for supportive services, such as rec«
reational activities, health and welfare counseling, and referral ser-
vices. With the commissioner’s approval, this percentage increases
to 50 percent for States with high supportive costs.

Information and Referral Services. The Older Americans Act re-
quirgs that all elderly persons in the country be provided reasonakly -
convenient access to an information and referral service. Jts purpose
15 to guide individuals with specific problems or peeds to appropriate

3
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facilities where they can get help. 'All the State and area agencies
on aging are striving tu meet this requnrement In most communi-
ities. a separate information and referral service has been set up
The name. address. and telephone number of the nearest informa-
tion and referral service for the elderly in your community can
usually be obtained from the local telephone directory or the State
or area agency on aging -

Where to gu for more information A dlrector\ of State Agenmes
on Aging 1s provided in appendix D. The name. address. and tele!,
phone number of the area agency on aging should be shown in the
local telephone directory under the lnst of county goxernment
numbers.

Training Progirams for ~IADersonneI in the Field of Aging

Under Part A of Title IV of the Older Americans Act. as amended,
the Administration on Aging 1s directed to develop and implement
amational manpower policy ?or the field of aging and to make train-
ing grants 1n accordance with that policy The national manpower
policy must reflect present and future needs for training personnel
in all programs serving the elderly Priority 1stobe given to training
personnel for ¢arrying out projects related to multipurppse centers
under Part III% and nutrition programs under Part II}-C of the act.

The legislation provides that the commissioner may make grants
to any public or nonprofit agency, organization, or institution, or
with the State agencies on aging, br contracts with arly agency,
organization. or institution, to assist,them in training persons who
are employed or preparing:for employment in the field of aging—

1 to coordinaté training efforts of al) programs serving the el-
derly at the Federal, Staté, and local levels

2. to assist in paying costs of short-term and inservice training
courses, workshops, institutes, and other activities designed
to improve capabilities of participantg to provide services to
older persons and to administer p ograms related to the field
of aging .

3. to assist in paying costs of postsecondary education courses of
training or study related to purposes of the Older Americans
Act, including yment of stipends to students enrolled n such
courses ¥ P

4, for establishing and maintaining fellowships to train persons
to be supervisorsg or trainers of persons employed or preparing
for employment in fields related to}the purposes of the Older

Amencans act
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5 for seminars, conferences, symposia, and workshops in the field
of aging, including the cogduct of conferences and other meet-
ings for the purposes of facilitating exchange of information
and stimulating new approdches with respect to the activities
related to the Older Americans Act ’

6 to assess future national personnel needs, including the need

+ for, trairing of advocates, with respect to the elderly with spe-
.cial emphasis on the needs of elderly minority group individ-
uals and the need for the training of minority group individuals
to meet such needs . .

7. to assist in paying the costs of special courses of training de-
signed to meet the needs of service providers in rural areas

8 for the improvement of programs for preparing personnel for
careers in the field of aging, including design, development,
and evaluation of exemplary training programs, introduction
of high quality ‘and more effective curricula and curriculum
materialg “ y

9.. the provision of increased opportunities for practical experience

Progra}n announcements ahd guidelines are made from time to
time, outlining specific program priorities for funding. These an-
nouncements are published in the Federal Register and are available

.
vy Tm
Y e

from the Office of Education and Training, Administration on Aging,

3

330 Independence Ave., S.W., Washington, D.C. 20201.

Demonstration Projects

. Grants for demonstration projects are authorized under Title 1v,

art C of the Older Americahs Act, as amended. With respect to
eligibility for these grants, the Act states: “The Commissioner may,
after consultation with the State agency in the State involved, make
grants to any public agency or nonprofit private orgamzation or
enter into contracts with any agency or organization within such
State for paying part or all of the cost of developing or operating
nationwide, statewide, regional, metropolitan area, county, city, or

community model projects which will demonstrate methods to im- -

prove or expand social services or nutrition services or otherwise
promote the well-being of older individuals. The Commissioner shall
give special consideraXion to the funding of rural area agencies on
aging to conduct model projects devoted to the special needs of the
rural elderly. Such projects shall include alternative health care
delivery systems, advoéacy and outreach programs, and transpor-
tation services” (Section 421). . ?
I

I~
i )
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In making grants and contracts under this section, special con-
sideration™-will be given. to projects that are designed to do the
ing- - -

-

1. Assist1n eetmggecnal housing needs of older persons by.

» providing financial assistance to such individuals. who own
their own homes, when necessar'y to enable them to make
repairs or'renovations necessary to meet mmnimum standards

_ + studying and” démonstrating metheds of adapting existing
housing, or construction of new housing, to meet needs of

' older mersons suffering from physical disabilities, and

.. demonstrating alternative methods of relieving older indi-

“viduals of burden of real property taxe§ on their homes.
1 2. Provide continuing education to older individuals designed to

' enable them to lead more productive lives by broadeniig the

educational, cultural, or social awareness of such older indi-
viduals, emphasizing, where possible, free tuition arrange-
ments with colleges and universities. ’ )
. 3. Provide preretrrement education information-and relevant
‘ services including training of persormel to carry out such pro-
grams and the conducting of research with respect to devel-
opment and operation of such programs) to individuals plan-
. ning retirement. ]

4. Prowvide services to assist 1n meeting particular needs of phys-
ically and mentally impaired older individuals, including spe-
cial transportgtion and escort services, homemaker. home
health and shopping services, reader services, letterwriting
services, and other services designed to assist such individuals
in leading more independent lives , .
Meet special needs of, and improve delivery of, services to older
indiyiduals who_are not receiving adequate services under
other provisions of the Older Americans Act, with emphasis
on needs of low-income, minority, Indian, and limited English- X
speaking individuals and the rural elderly.

. Assist older individuals to remain within their comnfunities
and out of institutions and to maintain their independent liv-
ing in their own residences or in a family living arrangement
by: ' .
. ' « providing financial assistance for establishment and.opera-
. tionof senior ambulatory day care centers(providing planned
schedule of health, therapeutic, education, nutrition, recre-
ational; rehabilitation, and social services at least 24 hours
per week, transportation arrangements at low or no cost for

o
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participants to and from the%‘énter amidday meal, outreach
and public information programs, and opportunities for max-
imum participation of senior participants and senior volun-
teets in planning and operation of the center)

* maintaining and initiating arrangements (or prov1dmg rea-

- sonable assurances that such arrangements will be main-
tained or initiated) with any agency of the State involved
which administers or supervises administration of a State
plan approved under titles X1X and XX of the Social Security

Act, and with other appropriate social services agencies re- -

ceiving, or reimbursed through, Federal fiancial assistance,

for payment of all or part of the center’s costs in prov1dmg

services to, eligible individuals
7. Meet special needs-of older individuals residing in rural areas.
8 Dévelop omimprove methods of coordinating all available social
services for homebound elderly, blind, and disabled by estab-
lishing demonstration projects in 10 states, in accordance with
the followmg ¢
-‘The Commissioner shall consult w1th Commussioner of Reha-
. bilitation Services Administration, Commissioner of Social
Security Administration, and the Surgeon General of the Pub-
lic Health Service, to develop procedures for: ‘
+ identifying elderly, blind, and disabled individuals who need
social services T . )
"+ compiling a list in each community of all services available
W elderly, blind, and disabled
* establishing an mformatlon and referral service within the
appropriate community agency to inform those in need of the
availability of such services; and coordinate dehvery of such
services to the elderly, blind, and disabled.

Program announcements and guidelines are made from time to
. time outlining specific program priorities for funding. The an-
" houncements are published in the Federal Register and are available
from the Division of Model Projects and Demonstrations, Office of
Research, Demonstrations and Evaluation, Administration on Ag-
ing, 330 Independence Ave S.W,, Washmgton D. C. 20201

4. Méntal Health Program

This part of section IV describes briefly the Mental Health Sys-
tems Act which was just approved as this Guide goes to press. This
Act should, in the years ahead, have great impact on the delivery

\
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of mental health services to the aged. Prior to the passage of this
Act, Conversion Grants, which were a’part of the Community Men-

tal Health Center Amendments of 1975, were used by some CMHCs
to expand their services to ‘the elderly. Many of the examples of
CMHOC services described in this Giide were funded by these grants

Though no longer available. they should give sume gwidance to the
implementation of the Mental Health Sy stems Act of 1980 1n terms
of the type of appropriate services for the aged.

Mental Health Systemg Act

The Mental Health Systems Act was signed by President Carter
on October 7, 1980. The programs authorized under this Act will be
eligible for fundmg\begmnmg in Fiscal Year 1982 The Mental
Hea]th Systems Act came about as a result of the recommendations
ofthe President’s Commission on Mental Health. Despite the Mental
Health Center's legislation of 1963 which established community
mental health centers and made mental health services available
to all and despite later amendments to the original law, there still
remained unserved and underserved populations These groups in-

, cluded the elderly, the chronically ill, racial amd ethnic minorities,

poor persons, the deinstitutionalized, and rural persons The Act
has had four sections which are of particular significance for the
elderly, but nearly all sections of the Act are of some relevance to
the aged.

Thes following are the key provisions of thls Act which are of
importance to the aged:

Community Mental Health Centers
1Section 201) . .

Grants may be made to any public or nonprofit private CMHC to
meet the costs of operating such a center. A CMHC may receive
these grants for operation for up to 8 years. The definition of the’
program and services of a CMHC is included in the law (Section
101) and is élmllar in most respect to that defined by the CMHC
Act. Section 101 does call for CMHCs to give special attention to
the chronically ‘mentally ill.

Initially, a CMHC must provide:

* inpatient services

* emergengy services

* outpatient services 2.

C L0y
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+ assistance to courts and public agencies in screenfné person

being referred to State mental health facilities C
* followup care to the deinstitutionalized
* consultation and education services ’

Within 3 years a community mental health center must prov1de

« daycare and partial hospitalization services
* specialized services for children
.." specialized services for-the elderly
transitional half-\Kay house services
* alcoholism and drugabuse services, unless otherwise being pro-
vided in the mental health service area.

The CMHC is expected to obtain State, local, and other funds,
feés, premiums, and third-party reimbursements. The amount of
the Federal grant will not exceed the amount by which the previ-
ously mentioned resources do_not cover the total cost of operation
of the CMHC up to a certain max1mum percentage of the cost of
operation as follows: . .

Ist 2nd> 3rd 4th 5th- 6th 7th 8th
Ly yr. yr. yr. yr. '"yr. yr. yr.

Poverty area  90% 90% 80% 70% 60% 50%.40% 30%

_Nonpoverty ' e

_ area . 80% 65% 50% 35% 30% 30% -25% 25%

The declining percentage and limit of 8 years for CMHC grants
reaffirms the philosophy that the Fedéral role is to initiate services
and for the CMHC to gbtain State and local funding and third-party
reimbursementssto become financially independent.

4

4

e

Chronically.Mentally Il ¢
’ (Section 202) ' - N

Grants may be made to State mental health authorities, CMHCs,
or other public or nanprofit private entities to  provide mental health
and related support services for chronlcally mentally ill individuals.
No State, CMHC » public or nonprofit entity may receive more than
eight grants under this section. A grant for a project in a mental
health service area (formerly a catchment area), served by a CMHC,
may be made only to the CMHC or the State Men,taLHealth Au-
thority, unless the Secretary finds exceptional circumstances to in-
dicate that the chronically mentally ill would be better served by
another public or private nonprofit entity.
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A project under this section must provide for at least the followihg'

« 1dentification of the chronically mentally ill in the area to be

served
. assistance to individuals to obtain mental health services, med-

ical and dental care, rehabilitation services, employment and
housing, and other services enabling the individual to function
independently of an inpatient facility

« a case Manager to assure that the individual receives such
services

« coordination of mental health and related support services

Grants may be made to State mental health authorities to:

« improve the skills of pe;'sonne] providing services to the chron-
ically mentally ill
.« coordinate State agencies responsible for mental health and re-

lated support services

The amount of the Federal grant will not exceed a specific max-
imum percentage of the'total cost of the program, as follows:

- Istyr. 2nd yr. 3rd yr. 4thyr. 5thyr. 6th yr. 7th yr. 8thyr.
90% 90% 80%  70% 60%  50% 40%  30%

*  Elderly Indwiduals and Other Priority Populations
o (Section 204) ’
d Elderly Individuals
(Section 204(a)) .

.

L .
Grants may be made to any public or nonprofit private entity for
services to elderly individuals. No entity-may receive more than
eight grants for the provision of services to the elderly Each grant
shall provide at least the following: )

« locationyof elderly individuals in need of mental health services

« provision of or arrangement for the provision of medical differ-
ential diagnoses to distinguish between the need for mental
health services or other care )

« specification of the need for mental health and related support

. services by the elderly , »

« provision of mental health and support services in the com-
munity including those individuals in nursing homes and in-”
termediate care facilities and training for personnel in these
facilities .
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To the extent that a public or private nonprofit entity 1s already

providing the above services grants may be made to it fot any of
the following:. ~ = < '

* assurance of the availability of personnel to provide or arrange

for the provision of services to the elderly “w BN

* coordination of the provision of mental health and support ser=

vices with the, area agency on aging (as defined by the Older

—— — ~ ~Americans Act) and other community agencies providing ser-
vices to elderly individuals ’

The amount of the Federal grant shall not exceed a specific max-
imum percentage of the total cost of ¢he program as follows:

Istyr. 2nd yre 3rd yr. 4th yr. 5thyr. 6th yr. 7th yr. Sthyr.
90% .90% 80% 70% ., 60% +50% , 40%  30%

At least 40 percent of the fypds appropriated for section 204 are
to be used for projects Yo serve the elderly.- )

Menfal Health Seruvices in Health Care Agencies
. . \ ’
v " (Section 206) -

o - } L .
Grants may be made to health care centers to provide mental

health services to their patients. Two types of pyblic or private

nonprofit entities are eligible for grants. ¢

; .
1. A‘r'l entity which provides meéntal health services which in-
cludes at least 24-hour erhergency, outpatient, and cohsulta-
tion and education servicé and which has an affiliation agree-
ment for the provision of health and mental health Services.
2. A health care center which has in effect an affiliation agree-
ment with a mental health services entity as defined above.
Section 203 says, “the term ‘health care center’ includes an
6utp;1tient facility operated in connection with a hospital, a
primary. care center, a community health center, a migrant
. health center, a clinic of the Indian Health Service, a skilled
. nursing home, an-thtermediate care facility, and an outpatient
- health care facility of a medical group practice, a public health *
department, or a health maintenance organization.”

An affiliation agreement includes the following:

* description of the geographical area to receive mental health
services
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« provision for at least one mental health professional to serve as
liaison between the two parties . '

» provision of satisfactory assurances that patients referred will
receive mental health services ,

» provisions for transportation

A grant may be made to provide any one or more of the following-

+ the costs of liaison or other professionals providing mental
health services in the health care center

. mental health services provided by other personnel of the center

. consultation and inservice training on mental health services
provided to personnel of the health care center

+ establishment of liaison betwéen center and other providers of
mental health services .

+An entity may not receive more than eight grants under this
section. The amount of the Federal grant will not exceed-a specific
_ maximum percentage of the total cost of operation as follows-

Ist yr. 2nd yr. 3rdyr: 4th yr. 5thyr. 6thyr. Tthyr 8th vr.
90%  90% 80% 0%  60%  50%  40%  30% ‘
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SERVICES FORTHE - .
.~ MENTALLY DISABLED =~
 ELDERLY - - _

vy

-

“There is more than one way. ...

" A. Introduction

.
.

CMHCs and community-based mental health programs, federally
funded and otherwise, have developed around a common set of con-
cepts that have included the provision of inpétient, outpatient, and
transitional care and emphasis on consultation and education (pub-  ~
lic health/mental health apptoaches), as well as psychiatric treat-
ment of mental illness. However, to be effective and to offer optimal
service to its clientele and its community, each CMHC or program

B has established its.own set of priorities and unique functions. A
geriatric mental health prégram begun in an established commu-
- nity-based program will, of course, reflect the operating approaches

of its host setting. But, because of the special needs of the elderly,

the director and staff of the geriatrics program must be able to make

modifications and establish their own objectives and set gf priorities.

The existence or absence of other contmunity resources for the el-

derly is a major determinant of what the mental health role and

n contribution should be in any community. Available staff and fiscal

resourees are other-critical factors. -

An examination of the specific program priorities and activities

of each of the models discussed in Section III will show the range

-of program components and emphases that have been found to be

udeful or productive. The “mix” varies in each center and changes

from time to time. In this settion, we explicate major program com-

\ ponents or areas essential in the delivery of comprehensive mental

health services to the elderly, to give examples of various activities

or program approaches in each of these areas and to provide some

indication of the kinds of resources or sources of funding used to
support these aé’fgities. - \

There are sever3I ways in which mental health activities can be

categorized. Some have to do with the centrality of a treatment

. ~——
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modality used or the presence of a diagnosed illness. Others have
. e to do with staff mix, the period over which a service 1s offered, or
the target group selected for education or interventidn In this sec-
tion, we selected three broad areas for analysis. Prevention, Mental
Health Services. and Education Most of what is often called “in-
direct sérvices” 1s included under Prevention,-while direct clinical
or treatment services are considered under Mental Health Services™
These two areas are really, interdependent While educational ap-
proaches are components of these two areas, there are other edu-
cational activities that are undertaken as an independent program
commitment The third part discusses both kinds of educational
nctions.” _

In each pagt, there is a discussion of the general concepts under-
\ving the program area, a summary of the kinds of resources that
hve been used to support activities in the area, and a series of
examples of how different centers have put them together. It is
hoped that the reader will be able to expand this list of examples
and be stimulated to discover many potential resources in his own

. community. Many of the resources mentioned are not discussed else-

where in this Guide, They are State, local, or private sources which

- do not fit within.the federally supported programs described in sec-

~tion IV. However, they illustrate the wide range of possible
resources. -

B. PreVention

Mental health brograms directed toward prevention have long-
range goals which mclude —

+ Preserving the good physncal and mental health of those who
are well

« Keeping the mldly ill from becoming-more severely ill

+ Helping the severely 1ll avoid increased 'or prolonged disability
{ and deterioration. For the elderly, this means trying to preserve
each person at his best possible level of functioning. It also
means helping the general public, particularly family members
and those who work with elderly persons, to understand the
process and the mental health problems of aging. Serious per-
sonal disabilities and even death may be associated with con-
ditions related to mental illness, i.e., malnutrition, exposure,
confusion, 1nabilify to care for one's daily needs, isolation, ac-
cidents, and substance abuse. The confused or senile elderly
person is often placed in a mental hospital, nursing home, of
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rest home because there is no one to care for him in his own
home and he needs shelter and protection. Avoidance of unnec-
essary institutionalization 1s a primary area of preventive men-
tal health activities.

Preventive mental health services for the elderly are discussed
in terms of the major goals of. mental health promotion, social sup-
ports and community services, and health services.

/ - -

]

k4

1. Mental Health Promotion

a. Program Focus -

Mental healt,ffand other human service agencies can play a vital
part in providing the elderly with the opportunity for new and'or
continued family and community roles and in ¢hanging community
attitudes toward the aging process and the elderly. Part-time em-
ployment, volunteer activities, and courses which teach new skills
contribute to new roles and enhanced self-images. Challenging sub-
jects may range from arts and crafts to wrmng, investment plan-
ning, cooking, household repair, and transcendental meditation.
Programs concerned with personal, family, or community attitudes
toward aging and the elderly and those which have an educational
content about mental health, the aging process, and healthy living
must be planned around broad populatlon groupings and generalized
approaches, All avenues of communication should be used—media,
educational institutions, senior citizens groups, church groups, and
other com;munity organizations. Special attcntion needs to be given
to reaching minorities and other elderly persons isolated from the
mainstream of commumty interaction.

Usually, community mental health activities in mental health .
promotion.are undertaken in cooperation with some other agency,
such as a senior center, a health center, a community colleée, or a
business. or civic organization. For example, both industries and
unions may sponsor preretirement planning seminars.

b. Resources

Third-party relmbursement for mental health services seldom
covers educational activities or training and supervision of volun-
teers. Some of these activities may be covered in administrative or
overhead costs. Usually, other sources of funds must be sought. The

»
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nature of these funds. may”determine the agency or orgamzation
that can most appropriately sponsor the educatlonal activity and
the role and responsibility takey by the CMHC. .Planning and 1m-
plementing an educational program or a volunteer service program
are appropriate for.a CMHC program for the elderly. Sourceb for
this type of program may include-

+ State/local mental health funds

. Commumty college funds—"life-time learming programs”

¢ Older Americans Act—Title IV-A

+ National Erdowmerit for Arts and Humanities

+ Agricultural Extension Services

+ Contracts from industries and unions

+ Civic orgamzations; ¢hurch groups

* Local foundations or philanthropies

+ “Public service time” on local media; local newspapers

+ ACTION, other volunteer organizations

* Social service orgamzatlons te.g., Salvation® Army, Famly
Service)

+ Out-of-pocket registration fees or tuition

-

c. Examples

A Creatwve Retirement Program is sponsored by a CMHC located
in a catchment area with a heavy concentratign of bmgle retlred
persons. A group session 1s held once a week for 4 hours. The group
“does their own research,” finding answers to thgir own questions
regarding options available for more satisfying retirement years,
and invited lecturers bring information on topics of special interest.
The teacher (group leader) is furnished by the community college
system, and this is considered an adult education program. No fees
are charged. .

A Sentor Block Informatzon Program has been developed for two

segments of the catchment area of an urban CMHC. Block volun- *

teers prepare and distribute a monthly bulletin to the seniors in the
area. A monthly information and referra) trainingtmeeting is held
for the volunteers. The bulletin ‘contains information of special in-
terest to seniors, for example, a list of all the senior centers in the
area, datgs for free glaucoma screening at the health center, and

£

special activities in the neighborhood. This activity is funded,

through Title III of the Older Americans Act.
Resource Guides prepared by staff and Volunteers are specially
desigpped for use in each of the different geographic areas covered

1i6
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¥
by one center. These guldes have been used as the basis for news-
paper, radio, and TV publicity about services for the elderly.
Collaborative work with community. and business groups has en
abled one center to focus on community attitudes toward the elderly
and to try to prevent the isolation and physical "deterioration that
result from madequately met needs. Plays have been orga)yzed
using people in the community and center staff to familianze the
community with the plight of the aging person and the decisions. he
has to make. These activities are funded as a part of the center’s
regular budget which primarily comes from State, county matchmg
money Guental health funds).

Exparision of availabulity of art programs to the elderly has resulted
from the work by center staff in a fine arts museum and a museum
school. Tuition stipends have been awarded to 50 elderly who attend

" art courses at the museum school. Programing assistance is provided
for the groups selected, and a referral service is available to indi-
viduals with specific interests. . .

Mental health staff have gssisted the museum staff by sensitizing
them to the special needs of the elderly. Impairments of th@kérly
frequently requlre knowledge of the aging process and functional
disabilifies; such as incontinence and how to cope with similar im-
pairments of aging. By working with museum staff and other’ elderly
students, the staff were able to overcome one individual’s functional

,Ilmltatlons and permlt the person to actwely participate in the art
program.

A tralrgng program for elderly docents has been developed This

*  program 1s a part-time employment program designed to provide
training and job experience for the elderly. The training programs
involve all aspects of art history and appreciation. The docents work
closely with museum personnel to help them develop tours,.art pro-
grams, and displays which appeal to the elderly population and
which are sensitive to their special needs. -

+  Center staff also helpgd to create a program in which elders with
craft experience spénd time working with children. The program,
situated in an area of the museum called “Grandma’s Attic,” is
dPganized to bring together children who have not had the benefit
*of an extended fainily. At the same time, the program is educational
and informative for both the elderly and the children. Many of the
elderly individuals involved in the program are artisans, regularly’
demonstrating the technigues they use in stained glassmaking,

v ironworking, and breadbaking.

.
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" A Senior Actwity Center-which receives some funda from the local
agency on aging 1s an integral component of CMHC. Small fees are
charged for lunch or other food service and for the actual cost of \
thaterials used in craft work. Group activities and craft classes are’

. led by volunteers. CMHC staff train the vojunteers and work with
them 1n planning, case consultatign, and inservice training Par-
ticipants find value 1n group suppox%rs‘, self-expressive activities, and
information and referral services. ‘

Elderly persons have been selected by a center to become teaching
assistants at a Head Start Program. The tpteraction between the
assistants and the students has proved beneficial to student and ;
elderly alike. . - ’

College students and young children volunteers are used by one
center to work with institutionalized elderly. In addition, some of
the nursing home retirement home residents themselves volunteer
as “Foster Grandparents."AThe volunteers and residents form so-
aialization groups in the nursing homes, which also include other
elderly people from the community who need this contact. A

7
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2. Social\Suppogts and Community Services

a. Program Focus ' ' e

Informal support networks and planned social services are im-*
portant components of a mental health prevention program. These
services are particularly useful for high yisk groups, i e., thesé pes-
sons in danger of losing their ability toXcope with the problems of
daily hving because of age or infirmity and.or of becoming acutely ,

. disturbed; those “who havé suffered a severe loss such as the death
,of a partner or child, or those perSons attempting to reenter com-
munity hving after a penod of insfitutionalization for either phys- *
ical or emotional reasons. ' '

In- esgence, spcial supports include all informal or organized com-
mynity sergeos which assist an individual to continue to live 1n,
or to, reestablysh living in, his déwn home or in an alternative com-
munity residential envirohment. Instltutlonal settings, forexample, "
homes for the elderly, single occupancy hotels board and care
homes, or intermediate care facilities, may be considered social sup-
port facilities, if the carethey. glve 1s prlmanly social rather than
med)cal Qr psychlatnc ' e,

Socxal support services mclude

’
.

. Income security, ﬁnancxal assistance  «
¥
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t

* Housing—temporary, emergency, and long-term—Information
and referral !

* Chore service L

+ Companion service—’part-time or live-in

* Telephone reassurance

¢ Friendly visiting

+ Homemaker services

* Escort services—shopping, health care, banking, recreation

+ Transportation ,

* Legal services—wills, property settlement, guardianship

* Protective Services

* Recreation, group activities, socialization

+ Congregate meals, meals on wheels, Food Stamps o

* Religious observances

-

t

-

Community mental health programs can probably best serve the
elderly, by becoming a part of the local (regional) social support
system and by helping-to expand or solidify it. Organizafﬁ;al lead-

“ership is ofte /needed to provide backup and continuity to informal
networks—Mental health professionals can make important contri-
butions to support §er\iices by helping volunteer or paid staff to
understand, accept, and work with the to-be-expected anxieties and
emotional problems related to aging and incapacity.

Support service programs are primary areas for finding persons
with severe emotional problems and providing crisis intervention
or longer term specialized psychiatric treatment. Mental health pro-
gram staff must be familiar with the range of resources in order to
use them appropriately on behalf of mentally disturbed individuals.

- —

b. Resourcés

Few social support or community -service programs have been
designed for the mentally ill only. Some are being developed for the
“frail elderly,” which could include those with mild-mental disabil-
ities. Historically, magy social support and community service pro-
grams were developed by voluntary, religious or philanthropic -
health and social service organizations. Public welfare agencies and
housing authorities have also provided many of these services. The

" Administration on Aging, through the area office on aging, has
sought to expand the services and #fKe them more universally
available. Title XX is extremely important to their continued fund-
ing. But many resqurces must be put together to achieve a complete
network of support services in any community. ACTION and CETA

N
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may be able te provide manpower Other key agencies include public
and voluntary health agencies. protectfve services. leggl sernce

————ageneies; and fraternal and civic organizations.

-

L

Informal networks of social support services are developed through
family and neighborhood efforts There are few. if any. third-party
payment prog'ram‘s which reimburse these services. Many elderly
persons can use their own funds for suppurt services. if they can find
the agency or the individual able to provide them

c. Examples / .o .

Assistance in Independent LI‘LGg A telcphone reassurance sertice
_1smaintained by volunteers and supervised by CMHC staff. Persons
recewmg this service are called every day, to be reassured that, 1f
there 1s an emergency, someone will take fare of the problem. If the
sen1or does not respond to the call, the volunteer contacts the mental
health center, so that a professional .or paraprofessional can be
alerted to the case, and a person who ls authonty to enter the .
client’s home cap foljow up. Volunteers are recruited, trained, and
supervised as part of the Retired Senior Volunteer Program (RSVP).

Friendly visitors v h‘\wmorb 1n congregate, residential care set-
tings. on request, at least\once a week for 1°or 2 hours. The visitors
are trained in a basic understanding of older persons’ needs and
problems and in how to get further assistance when and 1f 1t 1s
needed. Phese volunteers may be older persons themselves in search

“of a meaningful community role. Six-week (12-hour) training ses-

sions for the volunteers are taught by a teather provided by the
community college system. ~®

Senior aides provide services which assist senior cmzens'to remain
in their own homes. The sarvices provided includé. escort service,
primarily to medical appointments or agencies serving the elderly,
assistance with bank accounts, emergency shopping, and psycho-
logical support. The Senior Aide program, based 1n a mental health
center, is funded by the Labor Department through a local Office
of Ecenomic Opportunity. .

A working agreement between a CMHC and a Count) Department
on Aging.facilitates support services to elderly clients in need of
help in independent living, nutrition, and socialization. The De-
partment on Au provides opportunity for mental health patients
to become actively involved in recreation, social activities and ed-
ucational programs and, i addition, supphies homemakers, trans-
portation, escort, and volunteer services. In turn, the mental health
center is a resource available to the\DepartfnenE on Aging for eval-

——
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" uations, diagnoses, and assistance in the coordination of services
with other local agencies In a rural area, this kind of exchange of
resources and expertise has beén important This agreement has
led to a countywide intake program and te the implementation of
the concept that the elderly person withsa mentdl or -emotional
problem is best served in a general service agency. The Department
on Aging uses Older Americans Act funds to provide services.

A special program for persons in Residential Care Homes 1s pro-
vided to 40 of the 102 Residential Care Homes In a center's catch-
ment area,and is focused on those persons who have been diagnosed
as %ving sbme degree of chronic brain syndrome or as being de-
pressed The program is designed to promote the residents’ self-
esteem, enhanee their, social relationships, and improve their phys-
ical and mental health. It concentYates on helping them become
involved with other people and with activities, including crafts,
music, discussions, and exercise. The program is implemented by
social workers, a psychiatrist, recreation aides, and volunteers.
Three primary services are offered to the residents. a weekly group
session lasting from.2 to 2' . hours, conducted within the Residential
Care Home, a workshop, conducted once or twice a month at a church
or senior center or recreation facility away from the home and in-
volving residents from more than one home, bus ride, onte or twice
amonth In'addition to theyesident services, consyltation regarding
individual residen&e"ﬁjm\s, as well as general Residential Care
Home problems, is made available to home administrators. This
activity is supported by center operating funds, mostly a State.local
mental héalth fund match. i
" Qutreach workers in one center function as the primary source
of information and referral for the chronically 11l and elderly hving
1n the community. These persons are made aware of and connected
to a service or resource that can appropriately respond to an indi-
vidual's needs. Outreach workers also assume a referral “brokerage”
role in that program staff. identify and coordinate resources which
are not duplicative and monitor the appropriateness and use of ser-
vices, maximizing continuity in services and resources qvallable n
the catchment area. )

A protective services'legal aide role is frequently assumed by center
outreach workers. Through community contacts, outreach workers
play a watchdog role to protect or identify others to protect aged
individuals whose physical and or mental cdpacities areso limited
that they are a danger to themselves or may easily become victims
of exploitation by relatives and others. In 'ghi$ area, genter staff

~7

.
&0
F\




o . .
112 / RESOURCE GUIDE . ,

. make ‘referrals to legal aid setvices, submit petitions £0 courts on

~

behalf of allegedly abused@or heglectéd aged persons, participate in
ourt hearings, and arrange for appropriate guardxans&xp as nec-
essary. Again, centerstaff a:;éﬁnobxhze existing protective service
agencies %nformal agreemerfts have been developed over the last
several years between center programy staff and the protective ser-
vice agencies concerning how agency's responses are coordinated

Transportatzon 10 and from community facilities and resources Is
an effective means of maintaining maximum independence for the
1solated elderly. In one center, the Mabile Mental Health Unit pro-
vides transportation for ‘the elderly to do shopping, laundry, and
pay medical and social visits. Private foundation grants have been
used to enable this service to operate on a full-time basns

M ulttpurpose Senior Centers.

A CMHC, by itself, cannot readilyaduplicate all the kitids of pro-
gram activities and social support services that are components of
most senior centers. With the netwgxk of some 70Q senior centers
throughbut the country, the deyelopment of CMHC sentor centers
linkage is essential in every communitly.

Many CMHCs have developed patteshs of relatfonships with mul-
tipurpose senior centers which are designed to address broad mental
health goals. These relationships promote (a) the meqrporation of
mental health corfcepts intp a variety of community education and

“promotion of well-being” activities designed for the elderly, (b)
early identification of persons with emotlonal or mental problems,
(c) cdse assessment, planning, and management jn anonthreatening
and nonstigmatized setting, {d) access to social support, information
and referral, and other services for mental health center patients,
{e) more concerted efforts in community planning and in advocacy
for the needs of the elderly and the mentaljy ill. Some organizational
relationships are determined by working agreements and jaint ac-
cess to services or benefits, or exchange of servicés. In others, there
may be an exchange of funds, contract arrangements for payment
for specific sérvices, e.g., consultation, staff teaching, co-mingling
of program grant or matching grant in-aid funds, or joint admin-
istration within an umbrella agency.

Senior centers are usually financed by a mix of Qlder Americans
Act funds and State and county moneys. In some places, general
revenue sharing funds can be added to'this mix. In others, State and
count mental health funds may be allocated to a center as a part

of a“working agrgement. Additional activities ‘may be funded by

’

RSVP, CETA, Title XX DOT, adult education, local United Way,
and private philanthropic-moneys.

12
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Interagency Coordination. )

_ W A coordinating council for senior citizens established 1n a rural
cointy provides an umbrella agency for the delivery of a number
of services to the elderly, similar to those that mlght be put together
in a senior center elsewhere. These services include transportation,
meals-on-wheels, homemaker services, social and recreatignal ser-

" vices, partial employment; legal assistance, the beginning of certain
medical and nursing services, and information and referral. The

+ CMHC serves as a coordinator of the delivery of these particular
services needed by its patients. In order to be effective in this co-
ordinating role, the CMHC stam;it maintain ongoing liaison with
the coordinating eouncil and with many individual agencies. These
liaison activities include formal meetings, informal and frequent
staff contacts, and partlclpéflon of center staffin clinical conferences
of other service agencies. To further interagency communication,
each agency that has ‘occasion to make frejuent referrals to the
center has been encouraged to appoint a Heison to the center.

R4

3. Health Services: ,
a. Program Focus ~ .
. Timely and appropriate provision of primary healthcare is a fun-

damental component of mental health care of the elderly. It can do
much to prevent or postpone incapacity and institutionalization.
Most elderly persons with acute or chronic mental or emotional
disturbances also have one or more phsical problems. Many elderly
persons would prefer to receive mental health care as part of general
or primary health care services, rather than through a separate care
*  program. Close linkage between the mental health program and
hgalth care providers must be developed in any geriatric mental
health service as a component of both preventive and treatment
services. n
From a mental health point of view, it is important that health
services be provided with an understanding of the emotional needs
of the individual and with an awareness of the changes brought
about by the aging process in both physical and mental capabilities.
There needs to be an appreciation of appropriate therapeutic ap-
proaches and goals for the elderlyin terms of individual needs and
capacities. Stereotyping by age and disease categories can hasten
both chronic dlsablllty and disorientation,
The mental heaihp role im relation to healtH services has several
aspects: (1) to see that high risk individuals have access to compre-

. *
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hensive health services, (2). to see that there 1s éppropnate linkage
between Féalth and mental health services, and (3) to promote un-
derstanding of mental health aspects of health care and emotional

needs of the elderly among primary health care providers, @

b. Resources

The elderly have the most complete health insurance coverage of
any group in the country. Medicare and Medicaid cover acute care
in general hospitals and physicians’ services 1n hospitals and ani-
bulatory settings. In addition, many of the elderly carry supple-

ntary private health insurance. However, limitations exist in all
of these programs in the areas of health-related preventive activities
and, with the exception of Medlcaid, 1n long-term health care. (See
Section IV.)

While third-party payments resmburse for direct health care serv-
ices, other sources of funds must be found for the more generalized
or educational activities. Some of these sources include:

+ State/local health departments -

* Health revenue sharing '
» Special projects of fraternal and civil groups i
« Health provider support of continuing education for staff
* Individual fees

+ Contracts with industry and’or union health care plans

c. Examples

A monthly bulletin, published by a CMHC, is distributed to seniors
throughout its catchment area. Each issue contains information
about free health services or health screening available at health
centers in the area.

A working relationship with a rehabilitation institute enables
one center to give a lip-reading course to assist hard-of-hearing
patients. .

A staff nurse has been assigned to provide health services for the

v center clients including basic screening, health education, ahd work
with family physicians and hospital clinics. She has also developed~
a blood bank program. ’

A physical examirgtion is a routine part of assessment procedures
in many CMHCs. This may be done by an internist who is a member
of the home-visit assessment team or in the outpatient unit of the
general hospital with which the center is affiliated.

~
*
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One center has placed an internist on the assessment team to
formulate’treatment plans in consultation with the patient’s physi-
cian The treatment plan includes several aspects covering psycho-
social physical care needs. In addition to psychiatric treatment and
followup from the geriatric staff, the plan may include medical hos-
pitalization and referral to home health care services, visiting
nurses association, and geriatric day center.

One center has a medjcal person on call on a 24-hour basis to
respond to requests for consultation from physicians in the com-
munity. A visiting nurse on the center staff helps with followup.
Many patients are seen in the general hospitals and nursing homes
in the community and are followed up through working with thelr
own physician.

A center assigns mental health staff to accompany home health
service teams. Mental health staff can provide consultation to the ,
home health staff and counseling to the patient. This kind of col-
laboration also leads to the identification of individuals who need
more specific mental health evaluation and or treatment. Referrals
are then made to the center. .

Center staff provide case-related consultation to many health pro-
viders, including dischzéaﬁnners in general hospitals, nursing
homes staff, and chrohic disease hospitals or regional treatment
- centers for the elderlyN

v

C. Mental Health Services

1. Program Focus and Descriptibn of
Specialized Services

Mental health treatment services may be seen as the core of the
geriatric mental health component of a CMHC program. Actually,
centers vary on how much of their total staff effort and resources
they put into, treatment services, reflecting, in part, the orientation
of both the staff and the funding sources, and the center philosophy
as well as total community resources:. If a center is one of the many
treatment resources in the area, it may concentrate on diagnostic ~
scregning and referrals. Centers with established inpatient units
for adults of all ages seldom see the need for establishing a separate
inpatient unit for the elderly. The specialized geriatric mental
health staff then concentrates on consultation with the inpatient
unit staff about the special needs of the elderly. This same pattern
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may occur in outpatient treatment services, although 1t 1s more
likely that specialized geriatrics staff provide more direct outpatient
treatment than consultation with other staff.

Specialized mental health services for the elderly include.

Crisis or emergency seruices—Emergency home visits, assess-
ments, consultation with health providers, family, or police.

Treatment planning, care management, and monitoring— Usually
multidisciplined, including mental and physical evaluation. After
a treatment plan is developed, a staff member is dssigned to assist
thexindividual in obtaining the social supports and health or mental
health services he needs and to do followup monitoring.

Home care—This involves periodic visits by a mental health
professional to the patient’s home or place of residence, such as a
nursing home or home for the aged. Psychotherapy, followup on
medications, attention to the psycholpgical environment, referral
to social support services, and consultation with family or caregiv-
ers, e.g., nursing home staff, are all elements of home care.

Geriatric Day Care (Day Treatment Programs)—Day hospital
or partial hospitalization programs are traditionally required com-
ponents of a CMHC. A number of centers have established separate
programs for elderly patients, making it possible to pay more at-
tention to the physical health care needs of the elderly, along with
their needs for socialization and for a psychotherapeutic environ-
ment. Some geriatric daycare programs have been designed to serve

R persons whose primary problems are physical disabilities and per-
sons whose major difficulties are mental or emotional.

Residential Care—Intermediate care in the general health care
system is consideréd to be health-related residential care, less than
skilled nursing but more than board and room, provided to persons
who need this care because of physical or mental disorders. Most
Intermediate Care Facilities (ICF) have a large percentage of pa-
tients who have some mental disability. Some CMHCs, through
direct individual and group services and consultation, have sought’
to make these ICFs more responsive to the mental health needs of
residents. A few CMHCs have arranged joint staffirig so that a ward

= or unit of an ICF could become a psychihtric intermediate care fa-
cility, To some extent, State licensing requirements, as well as reim-
' bursement requirements, may determine how this can be done.

There are few halfway houses for elderly persons only. However,

a number of congregate housing arrangements have been worked

out by CMHCs for their elderly patients. These include supervised

components of&public housing gnits, homes for the aging, county

i26 S
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hoines,’board and care homes, individual placements 1n halfway
houses planned for younger persons, and cooperative housing ar-_
rangements. Other kinds of facilities have included converted staff
residences located on the grounds of public institutions and, for
limited time periods, camp sites or park facilities. Continued pro-
grammatic support and resident involvement are essential to the
success of these residential care arrangements.

2. Resources

Third-party payments, including Medicare and most Medicaid
plans, cover acute psychiatric inpatient care and some outpatient
psychotherapy. Longer term psychiatric care in mental institutions
(certified as psychiatric hospitals) is covered in many States by
Medicaid. Skilled nursing and intermediate care ay be covered by
Medicaid in some States, as is geriatric daycare. gedicare may pay
for day treatment as an outpatient service. Payments for home care
are limited as are those for emergency services, treatment planning,
and care management. The best payment approach, for the present,
is to treat these as outpatient clinic visits for payment purposes.
Title XX may pay for some aspects of home care, daycare, and res-
idential care. Cs .

. Staffing grants and State’local matching funds are prime funding
sources for the core geriatrics team. -

v

3. Examples

[N

a. Emergency Services—Crisis Intervention

A center in‘a rural area uses a geriatric nurse or psychiatrist for
crisis intervention in nursing homes. This use may take the form of
“emergency evaluation which could result in transfer to the inpatient
unit or consultation to the nursing home staff about the help the
person needs. «

A center with a highly organized intake.and treatment pr(?grarh
generally plans for the intake visit to. be, done in the person’s own
home, board and care home, nursing home, or hospital. Referrals
may be made by anyone in the community concerned about an el-
derly person or fr.p_ﬁthe older person himself: The center geriatric.
staff members are designated to evaluate patients for voluntary or
for involuntary servicds under State statute. Under thes¢'provisions,
involuntary treatment may be indicated if a/persoﬁf' ound to be
a danger to self, a danger to others, or gravely disabled as a result

. s ‘
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of mental disordér or alcohol. “Grave drsability” 1s defined to mean
that “the peréon, as a result of a mental or alcohol disorder only,
unable to provide for food, clothing, shelter, and is unable or
unwilling, to accept services voluntarily.” All three aspects must be
present injorder to meet the definition. Significant mformatlon con-
cerning m%ilcal psychiatric, social, and financial history is elicited
by the intake social worker at the time of referral. If the situation
"1sof an emergency nature, a home evaluation visit is arranged for
that day gr the next day, depending on the circumstances The in-
tal‘(;?r?ls usually done by the intake social worker and a psy-
chtatfist. Depending on the arcumstances described, the internist
may also be present on this visit. The social workers as well as
physicians may sign for involuntary admissions for evaluations up
to 72 hours, if necessary.

-

A Home Evaluation Team, consisting of social workers, & nurse
and a consulting psychiatrist, provides individual evaluation for
people who are having emotional problems and are unable or un-
wnlhng to seek outpatlent treatment or come to an inner-city mental
health cen(er The team is concernéd with emotional problems rang-
ing from mental illnesses to life £rises, such as death of a spouse,
adjustment to_new hving conditions, or health problems. The team
.assesses what services are needed and helps the patlents‘ obtain
these services. Referrals include inpatient care, outpatient therapy;”
day treatment care, supportive sérvices (meals-on-wheels, home
health services, attendant and respite care, financial counselingl;
or a new living arrangement {apartment, senior hotel, residential
care center, or nursing home). Under State statute, the members
of the team may have a patient involuntarily commltted to a psy-
chiatric facility for observation, but they attempt to avoid using this
authority. Their goal is,to enable’thé patient to stay within the

4 community. To this end, they attempt to develop a support system,
using the help of other social service agencies, family, friends, and *
.neighbors.

One center used the Federal Conversion grant to establish a Ger-

Mobile Mental Health Unit with four staff members (a Unit

)recto social worker, nurse, and mental health@ssxstant) This
team handles assessments and direct mental health int&vention in
senior centers, goes into nursing homes, hospitals, and boarding
homeé\to do emergency interventians and followup, and handles

: L)
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v

mental health problems of the elderly on an emergency basis. The
assessment includes physical, social, and psychiatric evaluations.
The physical examinations are completed at a local community hos-
pital and are reimbursed separately through third-party payments
from Medicare and/or Medicaid. :
The geriatric mobile mental health team develops a service plan
and sgme therapeutic intervention, e.g., group or individual coun-
seling, medication. The teard also performs followup functions when
an older client is referred Jgy the team to another unit in the center,
e.g., day hospital, older Adult center, or inpatient unit. It does not
try to arrange nursing/home placements because they are time con-
suming, but it refersfhe patient to a senior center program for this
service. . .
learned that. most intake of older people is by
€alls are from family members, friends, the police,
or social servicg agencies; very few are from the patients themselves.
Even fewer older persons take advantage of walk-in clinic resources.
, all intake calls are handled by the home evaluation
appropriate, a home evaluation visit is scheduled, and
normally d team of two—usually a social worker and a nurse— .
makes the' home visit. If at that time a medical examination seems
approprigte, arrangements are made for one. The home evaluation
team works out a service plan and makes referrals to various service
comportents, including inpatient care. .

c.' Treatment Planning-Case Management

Intgke to mental health services in one area is done either through
the ;Zzental health center or the Department on Aging. Whera con-
sumer approaches either agency, one of the intake workers has an
assessment interview and decides whether the client requires in-

ténsive mental health treatment or whether helshe needs activities

which will help tesoffset loneliness and isolation. After this initial
assessment is completed and the services needs of the individual
are formulated, there is a joint staffing between the mental health

.center and the Department on Aging. As a result of this case man-

agement staffing, the client is placed either into diregt services un-
der the mental health center or the Department on Aging or into,
both, with one of the agencies taking the prime case management
role. Follawup on the consurher/client/patient is a joint venture in
which discussion takes place, informally and formally, at specific
intervals, around meeting the objectives of the case management
plan, the possibility of an expansion of services, and reevaluation
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of the management plan. The mental health center staff psychia-

- trists and nursing team provide medication management and gen-

eral monitoring of physical health needs. When needed, referrals
to other physicians or health care resources are coordinated by the
nursing team The center described above also has an intermediate
services team which has specific responsibihity for haison with nurs-
ing homes and boarding homes, for traiming for nursing home staffs.
and for supportive services to clients extending beyond 6 weeks.

In another center, after the imtial evaluation—usually in the
individual's home—the disposition or treatment plan 1s formulated
between patient, family, and the team social worker, psychiatrist, or
internist, and in consultation with the patient’s physictan. Generally
the treatment plan includeé several aspects covering psychosocial
and physical care needs. Referrals mgj\be made for inpatient psy-
chiatric or general medical hospitalization, continued home visits
from the center staff of geriatric specialists, and for home health .

‘care services. The treatment plan may m‘clqde daily contacts until

the crisis is resolved. Followup contacts may occur on a weekly,
biweekly, or monthly basis. Patients placed out of the city are seen
monthly or quarterly, depending on the location of their placement .
and their needs. Individual, family, and medication therapies can
be provided in the patient’s home or in the center. :

A twice-weekly staff conference is scheduled to review cases with
the total genatric staff. All cases are reviewed at least once, more
as needed for revision of the treatment plan. The social work staff
serve as the main cas€ coordinators. All patients are assigned a
sofial worker and psychiatrist. 'I)hese staff assignments remain the
same from intaké through treatment and followup to point of closing
the case.

. One program has begun a case management project to study the
effects of pre-admission screening and case management on-ind!-
viduals who currently are or would be placed in a nursing home.
The purpose of the project is to assess the impact of a coordinated
community approach (through identification and maintenanee of
appropriate placement. support resources) on reducing thé social and
emotional isolation of nursing homre_patients. The project design
in¢ludes approximately 25Q elderly patients who currently live in
five intermediate care facilities. .

The primary objective of a case management /screening program
is to ensure that community-based services are actively considered
for persons in need of long-term care and to maximize appropriate-
ness of placement with respect to site and level of care. The concept
of case management. pre-admigsion screening takes as, its principle

- -~
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assuryption that inappropriate use of nursing home beds 1s best
prevepted by intervention prior to institutional placement. The pro-
grany adopts this principle, but the case management model 1t op-
erates is unique in that it has been designed to include the nursing
home site as a point at which active intervention should occur for
case management purposes. The model project was initiated to dem-
onstrate an active intervention strategy which provides case man-
. agement far persons already living in long-term care facilities. The ®
program is an attempt to broaden the options for living and stipport
which are available to persons currently institutionalized. Staff
have found that in many instances, because an individuai or family
was not aware that noninstitutional service options were or could
be made_ available to them, the person entered the long-term care
facility without cohsidering the possibility of remaining less de-
pendent and continuing to live with neninstitutional support ser-
vices in the community. It is this facet, asse$sment and intervention
within the, long-term care facility, wiich distinguishes this case

management program from other models. o

The case management program generally mgy be described as
staffactivities which are necessary to manage the provision of social,
medical, psychiatric, rehabilitative, or educationa@l services neces-
. sary and appropriate to meet the needs of an individual. The case
management function begins with the formulation. of a resident
profile, using a comprehensive assessment instrument developed by
the program, which is used by a multidisciplinary team to map out
the options for-arranging serviges for the indivi ual, The mutidis-
ciplinar)ét team is made up of internist, psych atrist, social. workers,
occupational therapists, and nurses. The profile consists of back-
ground history and sociodemographic information and items on so-
cial supports, kealth status, and functional level. The profile is also
. used to document whether or not the individual can be caréd for in
the community and what services (if available) would. permit the
individual to remain at home or’in the community it a less de-
pendent living epvironment. .,

An essential element of this project is the purchase of cage,man:
agement services from the public home care agency in the cétc%m:qpf
area. It is through the combined efforts bétween the muftidisciﬁli-’
nary team members and the services purchased from the home care
corporatif)ns that’ community-based resources are, marshaled to.
strengthen informal support systems. Program %asé fhanagers will
also strive to encourage noninstitutional placement by monitoring .
hospital discharge planning efforts. gscharge planners are assisted
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" to become aware of and locate alternative community placements
and to facilitate cogrdination and better use of resources between
hospitals and community agencies°that provide xﬁonmbtltutlonal
services. °

Program staff have placed substantial emphasis on the devel-
opment and application of an assessment tool which is used to méhs-
ure the effectiveness of this planned case management approach
and to compare and contrast this approach with the more traditional
crisis-oriented case consultation methods used previously.

d. Outpatient Clinical Services

One center has built most of its program around a well-established
outpatient psychiatric service directed specifically to the elderly. The
wide range of clinical services include. assessment, individual causy
seling or psychotherapy, family counseling, group therapy, sy cho-
tropic drug management, environmental assessment and modifi-

_ cation, administrative, legal, and protective services, medical services,
and nursing services. It 1s interesting to note that 70 percent of
patients receive some medication and that family counseling and
home visits are each used 1n about 50 percent of cases. Twenty-five
to 30 percent of patients have impaired physical functioning. This
center is a university-affiliated teaching facnllty and thus is able to
provide highly organized treatment services. - Y

One center holds weekly Medication Clinics for home care patients” -

and nursing home residents. Nursing home staff bring residents for
medication review and for brief consultation with the psychiatrist.

In addition to emergency evaluations, one center provides fol-
lowup services which include casework, individual and family ther-
apy, group therapy, medication, placement, and referrals. Most of
the followup,services are ;%rovided via visits to the home, board and
care. homes, medical facilities (hospitals), or nursing homes. Group,
mdlvnd?al famlly, and medication therapies are available in the-

office, it the patlent is able to come in. . :
@ . ®

e. Inpatient Psychiatric Tregtment s

In most centeré studied this service is an-age-integrated service
with little or no special staff or program for elderly patients.

In one cepter, a geriatric nurse is assigned as case manager for all
a ng‘perfs'g-ns recelvmg inpatient treatment within the center. The
treatment umnit is “free-standing,”i.e., not a part of a general or
psychiatric hospital. In this facility, the geriatric nurse and the

’
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« " psychiatyist also work with ward staff to help th’gm understand the
unique needs of the aging patient. .

In another center, the Geriatric services staff, with the agreement
of the inpatient staff, provide inpatient clinical services tosthe el-
derly patients hospitalized on the inpatient unit. The inpatient staff
provide all nursing services and 24-hour psychiatric case. Geriatric
services staff assist with treatment planning discharge planning, -
attend a monthly joint staff meeting, and articipate in inservice

- training programs.

&
f. Day Trea‘t‘mént o oY
One center maintains a Geriatric Day Treatment Program which
¢ is open 5days a week from 10:00 a.m. to 3:00 p.m. Specific modalities
include milieu therapy psychiatric evaluation; medication therapy;
counseling; socialization; recreational and art therapy, and coordi-
nation of social service and medical needs. Limited transportation
is available for participating clients. Clients who can benefit from
the center aré those who have both active and chronic psychiatric
problems. People whose primary problem is an organic brain syn-
drome (inability to concentrate, disorientation to time and place,
gross memory loss) are generally unsuited to the program.”
An’urban center conducts a structured program providing social-
ization, activities, and a hot meal for moderately confused, isolated,
or depressed elderly. It meets 2 days a week (10 a.m.~2 p.m.), is
*staffed jointly by geriatric servicgs and community college person-
+ nel, and uses senior aides, nursing students, and volunteers. Trans-
portation is available from a community health agency and a com-
munity recreation center for the handicapped. Referral to the
program and clinical backup are provided th#ugh the center’s ger-
iatric services unit. .

Another center used a found@on grant to initiate a Geriatric Day
Hospital lotated in the hospital of one of its member agencies. This
program is geared to disabled elderly who have psychiatri¢problems
associated with their physical illnesses. Medical services are pur-
chased through a contract with a health maintenance organization.
Nursing, social service, physical and Speech therapy, recreational
therapy and othier supports are built into this day. treatment service.
Clients receive transportation to and from the program. The service
also has arranged to receive Medicaid reimbursement, and efforts
are underway to qualify Yor Medicare coverage. This program is
growing rapidly. A grant has been awalrded from the city Commu-
nity Development Office to renovate a building that is being donated

)

133

IToxt Provided by ERI

A




<

124 ~ RESOURCE GUIDE

for the day treatment service.. This move will allow the program to
function as a freestanding facility and save about $30,000 1n rental
fees annually.

A genatric mental health services active day treatment program
has provided partial hospitalization services for the center’s inpatient
services and aftercare and for persons residing 10 nursing homes.
The goal is that through increasing the availabihity of this type of
active day treatment program there will be a feduction in the need
for full-time care for the aged population hving in tb_g commuﬁty
In the fal] of 1979 the program will expand 1ts scope to make active
day treatment services available to elderly people residing 1n the,
community. The staff offer a highly structured and individually
tailored treatment plan for each participant which includes careful
initial assessment and periodic review.

The program components include psychotherapy tindividual and

,nursing treatment, occupational thérapy, socialization, rec-
reation, nutritional services, and assessment ancf evaluation of psy-
chological and physiological problems. The program operates 6
hours each day, 5 days a week. Each elderly patient is assigned to
a first year resident and a social worker who are backed up by
medical p§ychiatric consultation and supetvision. The day treat-
ment staff is directed by a psychiatric nurse under the Geriatri
Ment alth Program Director’s supervision and incfudes nurses,
social wgrkers, occupational therapists, students and volunteers.

g. In-Home Care' : -

One center has developed a visiting mental health worker or uis-
iting nurse program for aging patients as an outgrowth of 4n Af-
tercare Program for patients who were returning to the community
from the State hospital. These services have been extended beyond
a person who has been discharged from a State hospital to include
anyone referred for this particular purposé. Referrals are accepted
from the community and from private psychiatric facilities. Persons
are séen in their own homes or in retirement homes where they
may be living. This | program is _staffed by a geriatric nurse and
commur\y aides. Homemaker and housekeeping services are pro-
vided, by the local Department gf,Social Services.

- A center that is a part of a large consortium of services relies on
the local area agency on aging for in-home services. The Older Adg,lt
Service has in-home service coordinators who make assessments
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and reassessments and broker the homemaker service from a num-
ber of private home health agencies. The funding for these services
varies somewhat from year to year. They include Title XX State-

appropriated funds and 25 percent county matching funds.
»

h. Services in Nursing Homes

One center, with a multicounty rural catchment area, concen-
trates on providing services to elderly persons in nursing homes.
Some of thése services are financed through third-party payments
and through agency contracts. The center can provide case-oriented
consultation, program oriented consultation, socialization programs
for residents, and diagnostic and treatment services. One-half day
per week of the Community Service psychiatrist’s time is devoted
to nursing home consultation, and another psychiatnist is available
for on-call consultatiow genatric nurse is involved in wisits to
individuals in nursing homes to ¢ ut consultation orders of the

" psychiatrist and to consult witl the nursing home staff regarding
treafment plans for individual patients. Social work consultation
is provided to both the social work designee and to administrators.
The center also has organized volunteer groups to do friendly vis-
iting in nursing homes and to assist with socialization group activ-
ities The lack of third-party payment and contract monies has ap-
parently curtailed the expansion of this service, so not all homes in
the catchment area are covered. -

There are about 50 nursing homes in one center’s catchment area
with approximately 3,000 beds—most of them filled by elderly, about
half of whom could benefit from e form of mental health inter-
vention. The center staff provide the same direct services to elderly
living in long-term care facilities as is provided for persons Living
in their own homes. Stff also offer client-centered case consultation,
programmatic and administrative consultation, workshops, sem-
nars, staff development, and leadership training to nursing hbme

administrators and staff. -

.

-

i. Qase Coordination : . )

One center estimated that approximately 75 percent of%e‘p/
tients seen in the outpatient clinic require coordination of services.
“Designing an appropriate service program, providing information
about available sources for help, making referrals to other agencies
or professionals, and coordinating this service program.are seen to

) : . -
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ée essential tasks in workipg effectively with the elderly. "Inte-

rated services” include arrangements for a homemaker and house-

hold services, hgmebound nursingservices by public health nurses, ™ °

social and recreational services, and transportation

~In onecenter program, the outreach staff follow patients who are_
institutionalized and participate in development of treatment plan.s
and lmplemeﬁatzon of discharge plans. This procedure 15 used for
both those elderly who reside in the long-term care facilities or in
the community and who may at some point require hospitalization
or intensified active day treatment. Crossing agency and clinical
‘disciplinary service hines through case planmng, monitoring, inter-
agency linkage and advocacy roles, these outreach workers strive
for thé most practical and logical strategies for 1mproving support
and care of the chronically’1ll and elderly. The outreach workers
oncentrate on the continuity of care delivered to individuals irre-
sp e of their hiving or support arrangement. Continuity of care
organized by the same individual 16 especially desirable for the el-
derly person for whom constantly changing names and faces may
dramatically increase confusion and anxiety By becoming knowl-
edgeable about sqcial systems {vhich had broken down and led to
the patients institutionalization (in either a hospital or nursing
home), the geriatric team acts to replace, substitute, coordinate, and

mobilize the resources which are necessary so that a breakdown in

support is not repeated.

D. Education / .

1. Program Focus n

_ Educational. activities or training programs, in their broadest
sense, are a major component of all CMHC gegiatric mental health
programs, Activities directed toward prevfﬁ‘ion, enhancement of

social support and health care systems, fpd direct mental health

care all have substantial educational content. Some centers may
uge traiming strategies more than any other modality in the devel-
opment of their geriatrics program. These centers may devise in-
novative approaches to both training and service. Other centers,
affiliated with acalemic institutions, may have to emphasize more
traditionally clinical approaches to service delivery.

Training starts with center staff to help them become more knowl-
edgeable about the aging process and the mental health potential
and problems of the elderly. This same content is important to staff
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in all mental health, physical health, social. business, educational.
and other community programs or groups working with the elderly.
The elderly themselves comprise another large trainee group with
a need to learn more about themselves and to earn how to become
helping persons to their family and peers. Family members are also
in need of training, particularly those who are faced with caring for
persons with severe long-term thental or physical disabilities or
persons,who are dying Many of these educational or training ap-
proaches are discussed in the section on preventigp.

Academic affiliation carries with it certain commitments to fulfill
curriculum and credential requirements. This may mean a sub-
stantial allocation of staff time, which may or may not be reimbursed
by the training center Some training centers may assign full-or
part-time faculty to the center, in addition to full-time or part-time
trainees. These arrangements can become a significant resource to
the center and can serve to give greater visibility to the gehiatrics
mental health program.

P

2. Resources , . .

. Third-party payment programs seldom provide direct reimburse-
ment for training activities. However, many provider requirements
for licensing accreditation, or participation in health insurance pro-
grams, mandate ongoing staff development or inservice training. It
may be possible to include costs of these required activities within
. overhead in the cglculation of reimbursement rates. Specific train-
ing projects for health services and sotial services providers may be
undertaken through contrdcts with providers or through contracts
with a local or State health or social service agency. There are staff
development or training funds available to the agencies responsible
for the administration of Medicaid, Title XX, and the area agency
on aging programs which may be used for contracts to fulfill the
purposes.of these programs. _ - ) )

Continued education credits are now prerequisites for licensure
or certification of various health mental health professions. Center
staff may-have expertise in subject areas of importance to physi-
cians, nurses, social workers, psychologists, lawyers, ministers, and
other professionals. Examples of subject areas are "psychosocial
components of chronic illness," "bsychological care of the dying,”
“sexuality and the older person,” and “mental health problems of
the elderly.” Registration fees can help to underwrite the costs of
* this kind of center activity, _, * p
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Some communities and States have extensive adult education
programs. Through affiliation with these programs, centers can
‘reach a number of commumty groups, including persons preparing
for paraprofessional or technical jobs and older persons preparing
for retjrement or second careers. Adult education funds may become
:another source of revenue for the center.

3. Examples

a.. Staff Development—Continued Education for
Mental Health Personnel

One center offers a twice monthly seminar for staff and interested
geriatric staffs from other CMHCs 1n the city. The seminars are
coordinated by the staff psychiatrist, a nationally known expert who
has done research and writing in the field of geriatrics. Subjects
* have included psychological aspects of aging, medications, specific
psychological disorders and treatment, physical and medical treat-
ment aspects of aging, and cardiopulmonary resuscitation

A center which functions through many different community
units has a once-a-month formal inservice training session at which
staff from all the units learn about activities relating to aging which
are going on within the multi-agencies forming the center and
within the community. .

A center in a rural area has an aprfual intensive inservice training
program for staff other than prdfessionals in the center program.
This is particularly geared toward the 1npat1ent staff and involves.
special presentations on 1ssues dealing with psychiatric treatment.
Time is spent looking at the special needs of the aging person in
the hospital. -

b. Consultatnon and Education for Health and Social
Service Workers

One center has a contract with the local Nursing Home Admin-
1strators Association and has provided workshops periodically on
admimstration and the needs of the elderly. The center adminis-
trator is a leader 1n the field of hospital and mental health admin-
1stration and can assist the nursing home administrators in meeting
their recently established continuing education and-certification
requirements. This center also provides educational opportunities

for staff members of personal care homes, as well as the community
: )

i3 -




Fd

—
-

COMPREHENSIVE SERVICES 129

at large, in the hope that they will provide knowledge with regard ~

to the process of aging that will be of help to the elderly wherever
they may be. This help may be related tq a person’s own aging
process, their aging parents, relatives, or persons with whom they
work. Other workshops are targeted for teams of nursing home
personnel, including administrators, nurses, nurse aides, and activ-
ities personnel.

- A center in an urban area provides an average of 100 hours per
month of information, consultation, and education seruvices. This 1n-
cludes inservice training programs for public health nurses, home
health agencies, senior activity programs, churgches, congregate
meal programs, convalescent hospitals, board and care facilities.

"¢. Educational Programs for Special Target Grdups

One center is working with local industries to provide pre-retire-
ment group education and counseling.

Several centers prqvide educational programs for nursing home
staff as the major thrust of their work with and for the institution-
alized elderly. Some of these educational activities are funded by
the area agency on aging. '

One center developed an overall design for a curriculum of separate
modules concerning mental health issues as they relate to specific
impairments which are “predictable” results of normal aging as well
as those which reflect disease. The information is to be directed for
use by long-term care staff; however, the materials will be made-
available to both consumers and ;}rofessionals interested in the area.
A preliminary list of modules has been identified for possible cur-
riculum development. ‘

d. Academic Affiliations 3

A center which is based in a university medical school maintains
a number of teaching affiliations and relationships which make
teaching a high staff priority. It also provides trainees as full-time
or part-time staff. Some of the arrangements are based on specific
contracts and payments. Other arrangements are on an exchange
or in-kind basis. Teaching affiliations which have different patterns
and requirements have been established with:

~~

* The Family Medicine Program in the Department of Community
Health Sciences. Family Medicine residents rotate through the -
clinic, learning assessment techniques and techniques of mental

¢
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health service to the elderly. In addmon the) provide physical
examnations when necessary

» The School of Nursing-Student nurses rotate through the clinic
to learn assessment techniques and modes of intervention with
elderly individuals. They contribute nursing services and nurs-
ing consultation to those elderly individuals needing such serv-
ices and are supervised by gerontological nurses

+ Department of Psychiatry. Geropsychiatry Program. and Divi-
sion of Medical Psychology

+ Pastoral Counseling Service. Practicum. .

» School of Law, teachmg and consultation. -

« School of Social Work, field placements and teaching

A center provides placement for college students from two nearby
State colleges. These students are assigned through the départments
of Social Work, Sociology. Psychology. Nursing and Gerontology

ceptional students are recruited by the county personnel depart-
ment and are encouraged to make application to:be placed on the
County Ment System Register. Thus staff vacancies are filled by
persons who are known to be devoted to their particular field of
endeavor and who have had experience with the county programs
in the form of student placement.

Another center provides teaching affiliations for occupational
therapists and paychologlsts as well as residents 1n psychiatry and
field placements for nurses and social workers.

\ ~
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Catalog of Federal Domestic Assistance

Office of Managen;ent and Budget for the Executive Office of the
President - :

The Catalog is a governmentwide compendium of Federal pro-
grams which provide assistance and benefits to State and local gov-
ernments, public and private organizations and institutions, afid~
specializéd groups and individuals. The 1978 edition of the Catalog
covers 1,074 programs administered by 56 Federal agencies. The
Catalog is updated on a continuous basis, deleting obsol’e\e pro-
grams, adding new ones, and revising existing ones as Federal leg-
islative authorizations change. Each program is listed individually,
and each listing explains the nature and purposg of the program;
specifies-who is eligible to apply and who benefits; tells the kind of

" credentials/documentation needed to obtain the assistance; de-

scribes the application and award process, including deadlifies; pro-
vides financial inforthation for 3 fiscal years; identifies available
printed material, such as regulations and guidelines; lists infor- -
mation contacts, including the administering office and regional and
local offices and their addresses and telephone mimbers; shows
closely related programs.

Houw to order:
By subscription from Superintendent of Documents
. U. S. Government Printing Office
Washington, D.C. 20402

N

Current price: $20

&

/In ny communities, the Catalog may be available in local -
libraries. o )

Funding in Aging—Public, Private and Voluntary, 1979 Edition
“Adelphi .University |

" This is a comprehensive, high quality source of information about
funding' resources in the field of aging. It covers federally funded
programs concerned with and relevant to the aged. One section of
the book on “State Funding for the Aged” details all programs in- .

1‘31 * (<
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itiated and funded by State governments, as well as referrals to
those Federal programs that are administered by the States The
second half of the book looks at private and voluntary sources of
funding and assistance, divided into “Corporate” sources of funding,
“Foundation Giving,” ar{d ‘Voluntary” organizations, including na-
tional associations dealmg primarily or significantly with the aging,
denominational orgamzatlons professional, service, and fraternal
organizations. This book is highly recommended to anyone inter-
ested in the field of aging who is seeking funding and technical
assistance. ’

How to order:
Adelphi University
South Avenue
Garden City, N.Y. 11530

Current price: $18.80 (includes postage end handling)
Issues in Mental Health and Aging Y
National Institute of Mental Health
Center for Studies of the Méntal Health of the Agmg

This is a set of three volumes: 1—Research, 2—Training, and 3—
Services. It contains papers presented by experts in mental health
and the aging and summaries of discussions at a series of conferences
which launched the Center for Studies of the Mental Health of the
Aging. The conferences provided opportunities for intensive discus-
sions of issues and ideas necessary to devélop a national effort in
the area of mental health and aging.

~

* How to order:

National Institute of Mental Health \
National Clearinghouse for Mental Health Information .
Public Inquiries Settion, Room 11A-21 S
5600 Fishers Lane, Rockville, Md. 20857 .

Volume 1, DHEW Publication No~(ADM) 79—665
Volume 2, DHEW Publication No. (ADM) 79-665
Volume 3, DHEW ‘Pl\bhcatxon No. (ADM) 79-665

Indmdual volumes may be requested separately.

Report of tlpe Secretary s Commzttee on Mental Health and Illness of
the Eiderly

DHHS Office of Human Development Services, Federal Council og
Aging

ao
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The Committee on Mental Health and Illness of the Elderly was
established by the Congress (Public Law 94-63) on July 29, 1975
to conduct a study and make recommendations to the Secretary of
Health, Education, and Welfare for submission.to the Congress in
three areas: (1) future needs for mental health facilities, manpowg®,
research, and training to meet the mental health needs of elderly
persons; (2) appropriate carelof elderly persons who are in mental
institutions or who have been discharged from such insjtutions,
(3) proposals for implementing the recommendations of the 1971
White House @onference on Aging respecting the mental health of
the elderly. In May 1978, the Committee report was submitted by
the Secretary to two Congressional Committees: the Committee on
. Labor and Public Welfare of the Senate and the Committee on In-
terstate and Foreign Commerce of the House of Representatives.

How to order:
National Institute of Mental Health )
National Clearinghouse for Mental Health Information \
Public Inquiries Section, Room 11A-21
5600 Fishers Lane, Rockville, Md. 20857

4

Report to the President )
The President’s Commission on Mental Health

The Commission was established by Executive Order, signed by
President Carter February 17, 1977, to review the mental health
needs of the Nation and to make recommendations to the President

as to how the Nation might best meet these needs.

" The Report to the President from the President’s Commission on
Mental Health consists of four volumes. Volume I is the Commis-
" sion’s Report and Recommendations to the President. Volumes II,
* III, and IV are Appendixes to the Report. These coritain the reports
of task panels comprised of about 450 individuals from throughout
the country, who volunteered their expertise with respect to the
Nation’gvmental health needs and resources in specific categories.
Although the Commission has adopted certain of the options pro-
posed by the task panels, the opinions and recommendatjons con-
tained in the three panel reports should be viewed as those of the
panel members; they do not necessarily reflect the views of the .
Commission. Volume III contains a section on mental health of the
elderly (pp. 1117-1154), .
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How to order:
Superintendent of Documents
U.S. Government Printing Office
Washington, D.C. 20402

Price: Volume I, Stock No. 040-000-00390-8, $2.75
Volume III, Stock No: 040-000-00392-4, $8.75

Public Policy and the Frail Elderly—A Staff Report -
DHEW Office of Human Development Services, Federal Council on

Aging , :

A priority concern of the Federal Council on Aging has been the
problem of the oldest of the aged population whom it identifies as
the “frail eldefly.” This target group consists of persons usually, but
not always, over the age of 75, who because of the accumulation of
various continuing problems often require one or several supportive
services in order to cope with daily life. They are expected to become
a sizable proportion, of this countryq population before the end of

, this century. -

This report sets forth the “core services” for the frail elderly rec-
ommendéd by the Federal Council on Aging, and the principles on
which these recommendations are based. It provides background on
the process of development of the recommendations and action by
other government and nongovernment organizations. "The report

palso contains ah excellent section on the demographic characteristics
of the frail elderly.

ow to order: g{
U.S. Department of Health and Human Servxc
Office of Human Development Services

Federal Council on Aging

Washington, D.C. 20201 , -

. . R
DHEW Publication No. (OHDS) 79-20959

D« U’\‘ ! ! . !
. — ®
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APPENDIX B. SELECTED
DHHS REGIONAL OFFICE
STAEF

Region I—Boston
John F. Kennedy.Federal Building

/(6/\- Boston, Mass. 02203
' . Office Hours: 8:30-5:00
' Area Code—617

Principal Regional

Offictal ................. vereraens Mr. John F. Bean, Jr.
Dir., Intergovernmental '

and Congressional

Affairs ..................... . Mr. Kevin Boyle
Regional Health Mr. Edward J.
Administrator ................ Montminy
Deputy Regional Health :
Administrator ....... N Joseph F. Piffat, M.D.

Dir., Office of Grants
Management, PHS ....... Ms. Mary O’Brien
Dir., Div. of Health

r
< Services Delivery ........... Louise Liang, f1.D.
" Director, Div. of

ADAMH Programs ........ T. Leqn Nicks, Ph.D.
Associate Director,

Mental Health Unit ...... ‘Stuart P. Howell, Ed.D.,

Associate Director,
Special Programs Unit .."
1. Program Assignments ___°
Regional Consyltant

&

May 1980

3

FTS Number

(8) 223-6831

(8) 223-6830

(8) 223-6827

(8) 223-6863

(8) 223-4411

(8) 223-6898

(8) 223-6411 *

(8) 223-4256

* for Alcoholism ............ *Ms. Amy Barkin
. Regional Consultant Mrs. Ernestine H.
" for Drug Abuse ....... Kiano
Additional Staff ........... Brian W. Flynn, Ed.D.
Mrs. Martha Kvaal
.. Mr. WillianyHudspeth
.« —_  Ms. Nancy MacGillvray

" JRpr—

135
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2. State Assignments ‘
Connecticut ............ . Howell
Maine ......: et Nicks (Temporary) - R
Massachusetts ........ . Nicks '
New.Hampshire ...... Flynn .
. Rhode Island ........... Hudspeth
Vermont .............. .... Barkin )
" May 1980
Region II—New York o
26 Federal Plaza . -
) New. York,.-New York 10007 N
Office Hours: 8:30-5:00 -
o Area Code—212 " .
. ~. . - ETS Number
, Acting Principal .
" Region#tOfficial ............ Mr. John F. Devine ¢8) 2644600
Dir., Intergovernmental )
and Congressional ‘ ) —
Affairs ..o ~ Ms. Anne Perkins (8) 264-4602
Regional Health Mr. Karst J. Sy
*  Administrator ................ Besteman - L (8) 264 2561
Deputy Regional Health ’
Adininistrator ............. C. Robert Dean, M.D.  |(8) 2 4-2562
*Dir., Office of Grants S
Management PHS ........ Mr' Raymond Vacca (8) 264-4493
Director, Div.of  *. -4
. ADAMH ?rogra% ........ Mrg JessleﬁP Dowlmg /(8) 264"2567 )
> 1. Program Asszgnments A oA o r'g/’ ‘g
Substance Abuse and . * o T ) aF i K
Mental Health . N e )0 s -4 .
States Unit Chief, D AN
New Jersey and . . e T
Virgin Islands ....... Mr.Ronald Moss . o s
- States Unit Chief, " L , 3
New York and e ° . T
Puerto Rico .......... Mr. Thomas Butler . Beyove
Additional Staff ;... Mr. Norman Lebovits : ®
\ Mrs. Helen Stanford T K
Mr. Robert Havlena . DR
' Mrs. Lenore Sirnetr LB
| . .
144 ' ,
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2 State Asszgnments

New Jersey ............. Moss (8) 264-256.
New York ................. - Butler - (8) 264-25
Puerto Rico .............. Butler - (8) 264-2570
Virgin Islands .......... M%fss

_(New quk City) ...... Lebovits * . (8)264-2570

May 1980
Region III—Philadelphia . * .
Post Office Box 13716 -
o Philadelphia, Pennsylvania 19101
) . Location: 3531-35 Market Street .
“  (Visits only—11th Floor) .
Office Hours: 8:30-5:00 .. -
. «(Flexi-tour starting at 7:30 a.m.)
Area Code—215 -
) ) FTS Number
Principal Regional .
Official ......... Bersrenrenevorennes Mr. James Melody (8) 596-6492 »
Dir., Intergovernmentat .
and Congressional Mr. Gregory L. s
AFIrS oo Coleman (8) 596-6492 ~—§ =~
Regional Health H. MacDonald Rimple, '
Administrator ............ M.D. (8) 596-6637
Deputy Regional Health :
Administrator ................ Mr. O. Eugene Trivits  (8) 596-6638
- Directoy, Office of Grants )
Management, PHS ........ Mr, Fred Gill - (8) 596-6653
Director, Div. of Health Richard Sanders,
Services Delivery ........ ...  Ph.DD. (8) 596-6122
Dep., Dir., Div. of Health ) A
Services Delivery ........... _ Mr. John LaFrance (8) 596-1812
Director, Div. of ~ Mr. Finbarr M.
ADAMH Programs ... O’Connell (8) 596-6678/9
1. Program Asszgnments ‘
Chief, Mental Health Mr. Anson B.
Cluster ................ Haughton (8) 596-1847
. ) . y

b=~
R,
~3
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' Additional Staff ..........

- .

Regional Consultant:
for Alcoholism ......
Regional Consultant
for -Drug Abuse ....
. State Assignments
Delaware ..................
District of Columbia
Maryland
Pennsylvania
Central ...................
Eastern .................. .

&

Western
Virginia ..................
West Virginia ..........

Mr. Emory Johns6n

Iy -
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Ms. éayle
Auchenbach

Howard Kroll, Ph.D.

Walter L. Lauterbach,
Ph.D. .

{8) 596-6619
(8) 596-1841

(8) 596-1853

' Ms. Martha Noyes-

Stein (8) 596-1855
Ms. Trudy Persky (8) 596-1843
Marc R. Rose, D.S.W. & (8) 596-1849
Nathan E. Seldin,

DSW
Mr. Peter Vaslow
John Wells, D.S.W.

(8) 596-1839
(8) 596-1845
(8) 596-1851

»

Mr. Emory Johnson (8) 596-1837

(8) 596-1837

Rose
Seldin
Kroll
Persky ' 3
Auchenbach
Lauterbach
(Coordinator)
Rose .

\ Principal Regional

. Region [V—Atlanta ‘

Official ....................

May 1989
101 Marietta Tower
Atlanta, Georgia 30323
Office Hours: 8:00—4:30
Area Code—404 ~—
FTS Number

Ms. Sara V. Craig (8) 242-2442



N,
"‘.\\
Directox\
Intergovernmental &
Congressional Affairs ....
Regional Health ™\
Administrator
Deputy Regional Health™.
Administrator
Executive Officer, PHS ...
Acting Director, Office of - -
Grants Management,
PHS ..o
Director, Division of
Health Services
Delivery
‘Deputy Director,
Divisioh of Health
Services Delivery
. Director, Division of
ADAMH Programs
Deputy Director,
Division of ADAMH
Programs

Program Assignments
Branch Chief, GA/KY .

Branch Chief, FL/MS ..

Branch Chief, Al/’I‘N

Branch Chief, NHC/SC .

APPENDIX B—REGIONAL-OFFICE STAFF

*Mr. Ernest E. Moore,

Jr. -

_ G. A. Reich, M.D,,

M.P.H.
James T. Lovett,

~D.M.D.

M’r, William B. Lyons

Mr. William B. Lyons

Stephen H. King,
M.D. +

AY

Mr. Joseph E. Coon
Mr. William D.
Wright

Mr. Robert W. Carric’f(/

Beaumont R. Hagebak,
Ed.D. o
Mr. William L Ivey
Mr. Douglas G.
Greenwell

Nelms B. Boone, Ph.D.
Mrs. Joyce A. Wheeler
Mr. Samuel Stevenson
Mr. Bascom W. Garlton
Ms. M. Jane Yates, R.N.
Robert_B. Dick, Ph.D.
Mr. Rafael A. Lago

For commercial calls use 221

P
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139

" (8) 242-2277

(8) 242-2317

(8) 242-2317
(8) 242-5917

(8) 242-5917°

.

- (8) 242-5655

—

.(8) 242-5655

(8) 242-2000
N .

L

(8) 242-2000

-

(8) 242-2000
Y

(8) 242-2000
(8) 2422000
(8) 242-2000
(8) 242-2000
(8) 242-2000
(8) 2422000
(8) 242-2000
(8) 242-2000

®
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Region V—Chicago
300°South Wacker Drive
Chicago, Tllinois 60606 -
Office Hours: 8:15+4:45

- Area Code—312

-

Mr. Christopher
Cohen

Principal Regional
Official .......... prerereenaen S

. Dir., Intergovernmental .
and Congressional
Affairs .......... Ferrvere e ones

Regional Health
Administrator

Deputy Regional Health
Administrator

Dir., Office of Grants
Management, PHS

Dix., Div. of Health,
Services Delivery

Dep. Dir., Div. of Health
Services Delivery ...........

Diregtor, Div. of
ADAMH Programs

Dep. Dir., Div. of
ADAMH Programs........

1. Program Assignments
Chief, Mental Health

. -
Mr. Wilbur Schmidt

E. Frank Ellis, M.D.

Miss Julia C. Attwood

Miss Catherine T.
Bartley

Mr. Cayetano
Santiago

Mr. Milt Schultz

Mr. Michael F.
Houlihan °

John N. Krzemien,
Ph.D. :

Ralph 4. Melda, Ph.D.
Chief, Program o
Development and
Substance Abuse = Kenneth S. Watanabe,
ACSW
Ms. Patricia Canan
Mr. Charles R. Dickey
Ms. Rita Fielder
Mr. Richard C. Kreisl'
Mr. Robert Ray
Ms. Olinda’ Gonzalez

)

Additional Staff

“

May 1980

FTS Number

(8) 353-5160

(8) 353-5677
(8) 353-1385
(8-)353-1385
(8) 353-8700
(8) 353:1710
(8) 35’3.-4613
(8) 886-3867 -

(8) 353-7072

(8) 886-3869

]
(8) 886-3864-
(8) 886-3864
(8) 886-2397
(8) 886-5179
(8) 886-3872
(8) 886-3874
. (8) 886-3870
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2. State Assignments ~ .
Hlinois ................. . LoverLeClair ¢
Michigan .a.............. Canan
Indiana ..................... Kreisl
Ohio .......... N eeeeen Fielder
Wisconsin ................. Love
Minnesota ................ LeClair
el . May 1980

‘Region VI—Dallas _
1200 Main Tower Building—Room 1800
Dallas, Texas 75202
Office Hours: 8:00-4:30

' Area Code—214 ‘
. FTS Number
Principal Reglonal '
Official .......cccooevvernnnee. .. Mr. Ben Jeffers (8) 729-3301

* Acting Dir.,
Intergovernmental and ot
Congressional,Affairs .... Mr. William Crawford  (8) 729-3338
Acting Régional Health .
Administrator ......./..... Hilary Connor, M.Ii  (8) 729-3879
Deputy Regional Health '

Administrator .............. .. C.F. Hamilton, M.D. (8) 729-3879
Dir., Office of Grants : :
Management, PHS ........ Mr. Robert J. Winston - (8) 729-3885
2 Dir., Div. of Health . T
Services Delivery ........... Ms. Kathryn M. Fritz  (8)%29-3041
Dep. Director of Health ° . :
Services Delivery ........... Gordon Green, M.D. . (8) 729-3041
Director; Division of b -
ADAMH Programs ........ Ernest C. Land, Ph.D.  (8) 729-3081
l Program Assignments ° .
Regional Consultant
fon Alcoholism ....;,.. Everett N. Pile, Ph.D. © s
Reglonal Consultant A 9

for Drug Abuse .... Mr. Samuel N. Brito
'%egional Consultant
for Mental Health  Mr. Phillip W. Edgington
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\ .
. Additional Staff ....... Ms. Anp Eades
. Mr. Jameés D. Ebner
f Mr. Kenneth Grace'
] Mr. Hector Sanchez
. Mrs. Marian Stone
Vacancy"
2. State Assignments
Arkansas ...................... Sanchez
Louisiana .................... Pile
New Mexico ................. Edgington
Oklahoma .................... Eades
Texas ...cocecvveeerirerennnn. Brito ° °
$ For commercial calls use 767

»

. Region VII—Kansas City
. . 601 E. 12th Street
: ) Kansas City, Missoudi 64106
Office Hours: 8 00-4:30

.- Area Co_de—816
EN
Principal Regional ot .
Official (Acting) ............. Mr. James Bergfalk

Dir., Intergovernmental
and Congressional

Affairs .........ceoovvenn, Mr. James Bergfalk
Regional Health

Administrator ............... Mr. Y.B. Rhee
Deputy Regional Health ~ William B. Hope, Jr.,

Administrator ............ w.  Se.D.

Executive Officer .............
Dir., Office of Grants
. - Management, PHS ........
Director, Div. of
ADAMH Progrdms ........ .

1. Program Asszgnmenls
- RPC for Alcoholism
Services ..................
RPC. for Minority
Mental Health -
.Matters ...............

Ms. Carole Edison

"Mr. Dean

Chocholousek
Stephanie B. Stolz,
Ph.D.

Mr. C. Ellis Barham

Mr. Morris J. Smith

May 1980 .

FTS Number

(8) 758-2821

(8) 758-2891

(8) 758-3291

(8) 758-3293
(8) 758-3491

(8) 758-5841

(8) 758-5291
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RPC for Rural Mental

Health ....... S Mr. C. Ellis Barham
= RPC for 2% Technical
' Assistance........... Robert R. Waggener, Ph.D.
RPC for Elderly ...... Mr. William G. Mayfield
RPC for Drug Abuse . -
Services ............... . Mr. Morris J. Smith
Additional Staff:”
Program Assistant Ms. B. Ellen Phipps,
., ¢TA Program .
Specialist .............. Ms. Helen Ir. Weller

. NHIP Consultant . Mr, Robert D. Ray
Program Assistant Ms. Virginid Gross
2. State Assigniments

Iowa ........., e Mr. Smith

*Kansas .......... eeeereeaes Team Leader: Dr. Waggener
Missouri ............... Team Leader: Mr. Mayfield
Nebraska ......... SR . Mr. Barham

«

For commercial calls use 37¢

. . May 1980
g Region VIII—Denver N
Fedesxal Office Building
: 1961 Stout Street
¢ Denver, Colorado 80202
Offite Hours: 8:00—4:30
Area Code—303

. FTS Number
Principal: Regional * Mr. Wellington E. .
Official cocovvveeereen, Webb (8) 327-3373 -
Dir., Intergovernmental
& Congressional Affairs  Ms. Grace Mickelson (8) 327-3373

Regional Health ~  Hilary H. Connor, .
Administrator ................ M.D. (8) 327-4461
Deputy Regional Health  Abel Garcia Ossorio,

Administrator ............... Ph.D. (8) 327-4461
Dir., Office of Grants . Mr. William J. Lang,

Management, PHS ........ Acting (8) 327-4463
Director, Div. of . Stanley C. Mahoney, .

ADAMH Programs ........ Ph.D. (8) 327-2555
»

I~
<
o
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. Dep. Dir., Div. of . ‘
ADAMH Programs Mr. Ernest D. Ficco (8) 327.2555

1. Program Assignments
Alcoholism and
Alcohol Abuse '
Coordinator Mr. John E. Holman
Drug Abuse .
Coordinator Mr.-Ernest’D. Ficco
Mental Health Stanley C. Mahoney,
Coordinator Ph.D. .
A. Roland Garcia, Ph.D.
Ernest Hamburger, M.D."
Mr. Henry James, MSW
Miss A, Naomi Kennedy, R.N.
Mrs. Grace Patston
Mr. Ignacio Rodriguez, Jr.
Ms. Barbara Talbot
Hugh S. Sloan, Jr., DSW
SR Y

2. State Assignments
Colorado
Montana- Kennedy
-North Dakota Sloan
South Dakota ...... Rodriguez
Holman
Wyoming ... : Garcia .
- For eommercial calls use 837

. +

May 1980
Region IX—San Francisco
Federal Office Building
50 United Nations Plaza, Room 322
San Francisco, California 94102
Office Hours: 8:00—4:30
Area Code—415.

= FTS Number*
Principal Regional Mr. Michael W. |
Official ... {8) 556-6746
Dir., Intergovernmental ¥ ¥
and Congressional
Affairs ... Ms. Gloria Molina {8) 556-6603

[
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Regional Health - Sheridan L. -
Admipnistrator ................ Weinstein, M.D. * - (8) 556-5810
Deputy. Regional Health  Kent Angerbauer, K
Administrator ................ D.D.S. {8) 556-2883
Dir., Office of Grants :
* Management, PHS ....... Allan Harris ‘ (8) 556-3586
Director, Div. of ¢ -t
AD{\MH Programs ........ Ms. Dorine Loso - (8) 556-2215

1. Program Assignments
" Chief, Substance )
Abuse and Special

. *Programs ........... e Mr. Roberto Duron
Additional Staff: - . .
~ Psychiatric James M. Jaranson,
Consultant ............ M.D.

RPC for Community
Support Programs .. Mr. Joseph Rowell
RPC for Long-Term

~Care ..o, Mrs. Jesna P.-Swan
RPC-for Drug Abuse

and Alcohol .......... Mr. Carlos F. Reyna .
Chief, Mental Health Mr. Joseph H.' ..

Services Delivery .. Hoffman , *
Additional Staff: Vi

"Mental Health -

y Consultant ............ Mr. Edgar Gallardo

Mental Health

Consultant ............ ~ Miss Alice Harmon

Mental Health .

Consultant ............ Mrs. Etoile Holmes

Mental Health Reiko Honima-True,
Consultant ...,.,....., Ph.D.
% Mental Health

Consyltant .......... Mr. Thomas Uridel
Mental Health ¢ . ' *
Consultant ............ Mr:. Larry J. ngg -~ _ \
\ Program Assistant Ms. Maryanne Malone
, 2. State'Assignments : ‘
Arizona ....0............... Trué ' -
California :
Northern ............... - Harmon
Los Angeles County Uridel o, ’ :
Rest of State ......... Holmes _ N

J—y
Ut
(71
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Hawaii
Holmes

'Region X—~Seattle
Arcade Plaza
1321 Second Avenue, MS 825
Seattle, Washington 98101
Office Hours: 8:00—4:30
Area Code—206

Principal Regional ' .
Official . Mr. Bernard E. Kelly
Dir., Intergovernmental .
and Congressional . LT
Mr. Robert A. Merlino
‘Regional Health , > .
Administrator Ms. Dorothy H. Mann
Deputy Regional Health | .
_ Administrator ...... Verrerrens Mr. Michael R. Street
Direetor, Office of Grants T
Manggement, PHS « Ms! Patricia Walker
Director, Div. of &
ADAMH Programs v Mr. Jack Bartleson

1. Program Assignments
Program Consultant . _
for Substance Abuse Ms. Hazel Walter
Program Consultant.
for Mqntal Health Ms. Norma Baxter-
Additional Staff Mr. David J.*Rokosky
Willard W.
. Mollerstrom, Ph.D.
. State Assignments -
Alaska and King
County (Washington) Mollerstrom
Idaho Mollerstrom _
Rokosky
Washington (excluding
King County) Baxter
' For commiercial calls use 442

May 1980

FTS Number ‘

(8) 399-0420 .

(8) 399-1290
(8) 399-0430
(8) 399-0432

(8) 399-7997

.(8) 399-0524
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“Arizona Dept. of Health

APPENDIX C.

STATE MENTAL HEALTH

AUTHORITIES

Officially Designated '
Authority

Program Contact

1. ALABAMA

» —

State Department of Mental
. Health .

.Mr. Glenn Ireland, II

Commissioner
135 South Union Street
Montgomery, Alabama 36130

Tel. (205) 834-4350

°

Same as Authority.

~

) ¢ ' 2. ALASKA
_ Alaska Dept. of Health and

Social Services
Helen A. Beirne, Ph.D.
Commissioner
Pouch'H-01

"Juneau, Alaska 99811

Tel. (907) 465-3030

.-

Verner Stillner, M.D., MPH. °
Director .
Division of Méntal Health and
. Developmental Disabilities
Alaska Dept. of Health and -
Social Services

Pouch H-04

~Juneau, Alaska 99811

Tel. (907) 465-3370

3. ARIZONA .

. 2
Services

Suzanne ‘Dandoy, M.D., M.P.H.

‘Director

1740 West Adams Street
Phoenix, Arizona 85007

Tel. (602) 255-1024

Mr. Jack Beveridge, Acting
Chief .

Bureau of C8mmunity Services

Div. of Behavioral Health = -
Services i

_Arizona Dept. of Health Services

2500 East Van Buren

Phoenix, Arizona 85008

Tel. (602) 255-1231/2

147
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-

- 4. ARKANSAS

* Arkansas State Hospxtal Larry R. Faulkner, M.D.

* Div. of Mental Health Deputy Commissioner for
Services Community Mental Health

Mr. Patrick Hamilton Services and Affiliated

Acting Commissioner Mental - Programs

Health "Services ‘ Div. of Mental Health
4313 West Markham Street Services
Little Rock, Arkansas 72201 Dept. of Human®Services .

4313 West Markham Sgreet
Little Rock, Arkansas 72201

Tel. (501) 664-4500 X381

Tel. (501) 664-4500 X401

5. CALIFORNIA

** California Dept. of Mental Same as Authority
Health ' ’
Dale H. Farabee, M.D. o
Director : -¢
2260 Park Towne Circle y
Sacramento, California 95826 .
' Tel. (916) 920-6712 . . .
6. COLORADO
Colorado Dept. of Institutions Sutherland Miller,-Ph.D.
Raymond.Leidig, M.D. Director i
Executive Director Division of Mental Health -

3550 West Oxford Avenue
Denver, Colorado 80236

Tel. (303) 761-0220 X225

Colorado Dept. of Institutions
/3520 West Oxford Avenue
Denver, Colorado 80236

Tel. (303) 761-0220 X201

)

A\

* Arkansas State Hospital and the Division of Mental Health Services are under .

the Department of Human Services,
** The Department of Mental Health and the Department of Alcohol and Drug
Programs are under the California Health and Welfare Agency.

’\

PR}

15y /
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7.-CONNECTICUT

o

Connecticut Dept. of Mental Same as Authority ° N
Health
Eric A. Plaut, M.D. /
Commissioner , .
90 Washington Street
Hartford, Connecticut 06115 T - .
Tel. (203) 566-3650 '
8. DELAWARE »
- Dept. of Health & Social Mr. Sheldon Schweidel
Services ) Director
Mrs. Patricia C. Schramm Diyision of Mental Health
Secretary +  Delaware State Hospital N
Administration Bldg., 3rd ‘C. T. Building
" floor H New Castle;Delaware 19720
Delaware State Hospita '

New Castle, Delaware 19720 Tel. (302) 421'61.01.

Tel. (302) 421-6705

¥

9. DISTRICT OF COLUMBIA
N

. Department of Human Evelyn Ireland, Ph.D.
Resources . . Acting Administrator
« Mr. Albert P. Russo Mental Health ‘
. Director "Administration
District Building Department of Human’
1350 E Street, N.W. , Resources .
Washington, D.C. 20004’ /1875 Connecticut Avenue,
: T+ NW. .
Tel. (2‘02) 727-0310 ' Washington, D.C. 20009
N - Tel. (202) 673-6720
. N
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10. FLORIDA

Florida Dept. of Health and
Rehabilitative Services

Mr. Abe Lavine

Assistant Secretary for
Program Planning and
Development .

1323 Winewood Boulevard

Tallahassee, Florida 32301

[

Tel. (904) 48’&1111

¥

Robert R. Furlough, Ph.D. ~
Acting Mental Health
Program Staff Director
Mental Health Program Qffice
1323 Winewood Boulevard
Tallahassee, Florida 32301,

Tel. (904) 488-8304

~

, %
11. GEORGIA

Department of Human
Resources

W. Douglas Skelton, M. D

Commissioner

47 Trinity Avenue, S.W.

State Office Bldg., Room 620

Atlanta, Georgia 30334

Tel. (404) 656-5680.
¢

State Department of-Health

Mr. George A. L. Yuen -
irector

Post Office ‘Box 3378

Honolulu, Hawaii 96801 _

Tel. (808) 548-6505

Mr. R. Derril Gay

- Director

Div. of Mental Health and
Mental Retardation -

Department of Human -
Resources

47 Trinity Avenue, S.W.

Health .Building, Room 315-H

Atlanta, Georgia 30334

Tel. (404) 656-4&)8 :

12. HAWAII

Denis Mee-Lee, M. D A
Chief

.Mental Health D1v1snon

State Department of Qealth
Post Office Box 3378
Honolulu, Hawaii 96801 _

Tel. (808) 548-6335
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o

Dept, of Health and Welfare
Mr. Milton Klein

Director

700 W. State
STATEHOUSE Mail

Boise, Idaho 83720

Tel. (208) 334-2336

Health and DeVelopmental
Disabilities
. Robert A. deVito, M.D.
‘Director
160 N: LaSalle Street
Room 1500
*Chicago, Illinois 60601

Tel. (312) 793-2730

ho

" Indiana-Dept. of Mental
« Health .
‘Dr. William % Murray
Commissioner\,
5 Indiana Square _
Indianapolis, Indiana 46204

Tel. (317) 2327844

o
v

- 13. IDAHO

Dr. Robert W. Glover
Administrator
Div. of Community
Rehabilitation - - .
Dept. of Health and Welfare
700 W. State
STATEHOUSE Mail
Boise, Idaho 83720

Tel. (208) 334-4000

4

14. ILLINOIS
< Hliriois Dept. of Mental "

" "Same as Authority .
)

< 15. INDIANA

Same as Authority -




RESOURCE GUIDE

"y Oakdale Campu{
Oakdale, Iowa 52319

Tel. (319) 353-3901

RE: 314(d) State Mental
¢ Health Plan, Community
Ment#i Health Authority

Department of Sacial Services

Resources
Mr. Charles M. Palmer _
Director
Hoover State Office Building
" Des Moines, lowa 50319

Tel. (515) 281-6003
RE: State Hospital Authority’
|

-

.

" State Dept. of Social ;\Kd
Rehabilitation Services

Dr. Robert C. Harder

Secretary °

State Office Building

Topeka, Kansas 66612

Tel. (913) 296-3271

)«

-~-Div-of-‘Mental -Health------ - --

152 \\
16. IOWA
Iowa Mental Health Same as Authority
Authority
Dr. Herbert L. Nelson
Director

/ .

Same as Authonty

-

17. KANSAS

Mr. Ken Keller

Acting Director ;

Div. of Mental Health and
Retardation Sérvices

State Dept. of Social and
Rehabilitation Services

State Office Building *-

Topeka, Kansas 66612

Tél: (913) 296-3774 3

N
.
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18. KENTUCKY

Depanfn Mrs. Verna Fairchild, RN~""
Re 8 Acting Director .
Mr. J. E. DeShazer - . Div. for Mental Health
Secretary ‘ Bureau for Health Services

275 East Main Street Department for Human
Frankfort, Kentucky 40621° Resources

275 East Main Street
Frankfort, Kentucky 40621

Tel. (502) 564-4360

Tel. (503) 564-7130 °

19. LOUISIANA |

Department of Healt¥and Carolyn T. Kltchm, MD.

. Human Resources Assistant Secretary
William A, Cherry, M.D. Office of Mental Health and
Secretary Substance Abuse
Post Office Box 3776 Department of Health and
Baton Rouge, Louisiana 70821 Human Resources -

Post Office Box 106

Tel. (504) 342-6711 ‘Baton Rouge, Louisiana 70821 ,

‘ , ) Tel. (504) 342-2544
20. .MAINE -
Maine Dept. of Mental Health Mus. Chase Whlttenberger
-and Corrections . Director’

Mr. Ronald R. Martel Bureau of Mental Health
Acting Commissioner . Maine Department of Mental
411 State-Office Building- Health and Corrections
Augusta,\ Maine 04330 411 State Office Building

Augusta, Maine 04330
Y- Lo Tel. (207) 289,2711

.
. o « oo v L
.

Tel. (207)\289-3161

-
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21. MARYLAND

Maryland Department of
Health and Mental Hygiene

_ Stanley R.' Platman, M.D.

Assistant Secretary for
Mental Health and
Addictions

Herbert R. O'Conor State
Office Building

201 W. Preston St., 5th floor

Baltimm‘%Maryland 21201

Tel. (301) 383-2686

Dr. Gary W. Nyman

Director

Mental Hygiene

" Administration .

Maryland Department of
Health and Mental Hygiene

Herbert R. O’Conor State
Office Building

201 W. Preston St., 4th floor

Baltimore, Maryland 21201 -

Tel. (301) 383-2695 .
>

99. MASSACHUSETTS

Massachusetts Dept. of
Mental Health

Robert L. Okin, M.D.

Commissioner

160 North Washington Street

Bosbon, Massachusetts 02114

Tel. (617) 727:5600

¢

. .
Michigan Dept. of Mental
Health \ *
Frank M. Ochberg, M D.
Director
Lewis Cass Bullghhg

Lansing, Michigan 48926
Tel. (517) 373-3500

K]

Same as Authority

—

'93. MICHIGAN

Saméa as Authority .
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24. MINNESOTA )
Department of Public Welfare Mr. James (Terry) Sarazin .

Mental Health Bureau Director,
‘  Mr. Harvey Caldwell Mental Illness Program
Assistant Commissioner Division B
Centennial Office Building Department of Public Welfare
St. Paul, Minnesota 55155 Centennial Office Building
Tel. (612) 296-2791 St. Paul, Minnesota 55155 -
. . Tel. (612) 296-2710
. b/

25. MISSISSIPPI . . >
State Dept. of Mental Health A. G. Anderson, M.D. » .
William L. Jaquith, M.D. Directds __ 1
Executive Director Division of Mental Health
607 Robert E. Lee Office Bldg. State Dept. of Mental Health
Jackson, Mississipgi 39201 .. 607 Robert E. Lee Office Bldg.

Jackson, Mississippi 39201

. TeR(601) 354-6132
Tel. (601) 354- 704//

26. MISSOURI .

- . ¢

Department of Mental Health Nancy Barron, Ph.D. -

, Paul R. Ahr, Ph.D., M.P. A Program Evaluation and
Director . Planning Coordinator .
2002 Missouri Boulevard Department of Menta] Health o

- Jefferson City, Missouri 65101 2002 Missouri Boulevard
* Tel. (314) 751-3070 Jefferson Cl'ty, Missouri 65101

Tel. (314) 751-4933

v, ) . ¢
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. ~ 27. MONTANA

Montana State Dept. of
Institutions

Mr. Lawrence M. Zanto

Director

1539 11th Avenue

Helena, Montana 59601

Tel. (406) 449-3930 -~

Dr. Peter S. Blouke

Administrator

Mental Health arid -
Residential Services
Division

Montana State Department of
Institutions

1539 11th Avenue

' Helena, Montana 59601

Tel. (406) 449-3964

/ 28. NEBRASKA

State Department of Public
Institutions

W. Ralph Michener, J.D.

Director

Post Office Box 94728

Lincoln, Nebraska 68509

Tel. (402) 471-2851

-

Charles W. Landgraf, Jr.,
M.D.

. Acting Director

Division of Medical Services-

State Department of Public
Institfitions

Post Office Box 94728

Lincoln, Nebraska 68509

Tel. (402) 471-2851

. 29. NEVADA

o,

Department of Human
Resources

Ralph R. DiSibio, Ed.D.

Director )

Kinkead Building, Room 600

505 E. King Street

State Capitol Complex

_ Carsoh City,*"Nevada 89710

Tel. (702) 885-4730

Mr. Jerome Griepentrog

Administrator

Division of Mental Hygiene/
Mental Retardation

1937 North Carson St.
Suite 244.

Carson City, Nevada 89701

Tel. (702) 885-5943
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" 30. NEW HAMPSHIRE

Department of Health and
Welfare

Mr. Edgar J. Helms

Commissioner

Hazen Drive

Concord, New Hampshire
03301

Tel. (603) 271-4331

31. NEW
+ New Jersey State Department
of Human Services
Ann Klein -
Commissioner

Post Office Box 1237
Trenton, New Jersey 08625

Tel. (609) 292-3717

-32. NEW

New Mexico Degartment of
Health and Environment

George S. Goldstein, Ph.D.

Secretary :

Post Offiice Box 968

Santa Fe, New Mexico 87503

Tel. (505) 827-5671, x200

* Dr Scott H Nelson 18 Director of th

Gary E. Miller, M.D.
‘ﬁlrector "\ .
ivision of Mental Health

Hazen Drive
Concord, New Hampshire
03301

Tel. (603) 271-4680

JERSEY

Michail Rotov, M.D.

Director

Division of Mental Health and
Hospitals '

Capital Place One

222 South Warren Street

Trenton, New Jersey 08625

Tel. (609) 292-4242

MEXICO

Marshall Fitz, M.D.

Chief, Mental Health Bureau

* Divison of Behavioral
Health Services

New Mexico Department of
Health and Environment

Post Office Box 968

Santa Fe, New Mexico 87503

Tel. (505) 827-5271

H

e Division of Behavioral Health Services,

which includes mental health. alcoholism. and drug abuse programs.

»
o
&
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. 33. NEW YORK B
Office of Mental Health Donald G. Miles, Ed.D. A
James A. Prevost, M.D. * Deputy Commissioner »
Commissioner Division of Program

44 Holland Avenue
Albany, New York 12229

Tel. (518) 474-4403

34. NORTH CAROLINA

North Carolina Department of
Human Resources

Sarah T. Morrow, M.D.,
M.P.H.

Secretary

325 N. Salisbury Street

Raleigh, North Carolina
27611

Tel. (919) 733-4534

35. NORTH DAKOTA

State Department of Health

North Dakota Division of
Mental Health and
Retardation

Mr. Bamih A. Ismir

Acting Director

_Post Office Box 476

Jamestown, North Dakota
58401

Tel. (701) 253-2964

[

- Director

Operations
Office of Mental Health
44 Holland Avenue
Albany, New York 12229

Tel. (518) 474-6567

Mr. Ben W. Aiken

Divison of Mental Health and
Mental Retardation
Services *

North Carolina Department of
Human Resources

325 N. Salisbury Street

Raleigh, North Carolina
27611

Te}. (919) 733-7011

Mr. Samih A. Ismir

Assistant Director

Mental Health and ’
Retardation Services

North Dakota Division of
Mental Health and . Y
Retardation

State Department of Health

909 Basin Avenue .

Bismarck, North Dakota
58505

Tel, (701} 224-2766 '
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Ohio Department of Mental
HealtH and Mental
Retardation

Timothy B. Moritz, M.D.

Direc,@; -

30 E. Broad Street
Room 1182

. Columbusz Ohio 4321_?')

Tel. (614) 466-2337

s

State Department of Mental
Health

J. Franklin James, M.D.

Director

Post Office Box 53277

Capitol Station ’

Oklahoma City, Oklahoma
73152 '

Tel. (405) 521-281 L

36. OHIO™

Same as Authority

37. OKLAHOMA

Mr. John H. Holt

Deputy Director for Hospital
Services

State Department of Mental
Health . ‘

Post Office Box 53277

Capitol Station

Oklahoma City, Oklahoma
73152

Tel. (405) 521-2811

38. OREGON

* Mental Health Division

J. H. Treleaven, M.D.

Assistant Director, Human
Resources and

Administration of Mental
Health

2575 Bittern Street, N.E.

Salem, Oregon 97310

Tel. (503) 378-2671°

- Same as Authority

ARt

- LA
- “
— . .
! .

- Th,e( Mental Health Division 1s in the Department of Human Resources, which
’ is-heaged by Mr Leo T Hegstrom, 318 Public Service Bldg., Salem, Oregon 97310.

169\
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39. PENNSYLVANIA

Welfaye
Mrs. Helen O'Bannon
Secretary of Welfare .
Health and Welfare Bldg.,
Room 333 )
Harrisburg, Pennsylvania
17120

Tel. (717) 787-3600 or 2600

State Djartment of Pﬁblic

Mr. Robert. P. Haigh

Acting Deputy Secretary for
Mental Health - T

State Dept. of Public Welfare

Health and Welfare Bldg.
Rm. 308 )

Harrisburg, Pennsylvania
17120

Tel. (717) 787-6443

40. RHODE ISLAND

Rhode Island Dept. of Mental
Health Retardation, and
Hospitals

Joseph J. Bevilacqua, Ph.D.

Director

The Aime J. Forand Building

600 New London Avenue

Cranston, Rhode Island 02920

Tel. (401) 464-3201

Mr. Neil Meisler,
Administrator

Mental Health

Office of Community Mental
Health Service

Rhode Island Dept. of Mental
Health, Retardation, and
Hospitals

Rhode Island Medical Center

Cottage #403

Cranston, Rhode Island 02920

Tel. (401) 464-3291

41. SOUTH CAROLINA

State Department of Mental
Health . .

Dr. -William S. Hall

Commissioner

Post Office Box 485

Columbia, South Carolina
29202

Tel. (803) 758-7701

Same as Authority .

1




s X

APPENDIX C—STATE AUTHORITIES 161

42. SOUTH DAKOTA

State Dept. of Social Services Same as Authority
Office of Mental Health -
% Mr. Mike Adamski
Acting Program
Administrator
State Office Bldg., 3rd floor
Illinois Street
Pierre, South Dakota 57501

Tel. (605) 773-3115

43: TENNESSEE

Tennessee Dept. of Mental . Robert Fink, M.D.™
Health and Mental Acting Assistant
Retardation Commissioner

James S. Brown, M.D. Division of Mental Health

Commissioner Services

501 Union Building, 4th floor - Tennessee Dept. of Mental

Nashville, Tennessee 37219 Health and Mental

- ' ‘ Retardation L
Tel. (615) 741-3107 501 Union Bidg., lower level
Nashville, Tennessee 37219

; ( , Tel. (615) 741-3348

ﬂ‘#’

PO

44. TEXAS sy
Texas Dept. of Mental Health Jon D, Hannum, Ph.D.
. and Mental Retardation \ Deputy Commissioner
John J. Ka)vanagh, M.D. Community Services
Commissioner / + Texas Dept. of Mental Health
Capitol Station and Mental Retardation
Post Office Box 12668 . Capitol Station
Austin, Texas 78711 ‘ . . Post Office Box 12668

Austin, Texas 78711

Tel. (512) 454-3761 e
: Tel (512))454-3761
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45. UTAH ¥

State Dept. of Social Services
Anthony W. Mitchell, Ph.D.
Executive Director

Post Office Box 2500

Salt Lake City, Utah 84110

Tel. (801) 533-5331

Wilfred H. Higashi, Ph.D.
Director :
Division of Mental Health
Utah Dept. of Social Services
Post Office Box 2500

Salt Lake City, Utah 84110

Tel. (801) 533-5783

p

46. VERMONT

* Vermont Dept. of Mental
Health

Richard C. Surles, Ph.D.

Commissioner

State Office Building

Montpelier, Vermont 05602

Tel. (802) 241-2610

l

AN ' .
Same as Authority

&

_47. VIRGINIA

State Dept. of Mental Health
and Mental Retardation

Leo E. Kirven, Jr., M.D.

Commissioner

Post Office Box 1797

Richmond, Virginia 23214

. Tel. (804) 786-3921

Miss Margaret L. Cavey, R.N.
Acting Assistant
Commissioner

‘Pivision of Mental Health

State Dept. of Mental Health
and Mental Retardation
Post Office Box 1797

. Richmond, Virginia 23214

Tel. (804) 786-3902

* Both the Department of Mental Health and the Department of Social and Re-
habilitation Services are under the Agency of Human Services, headed by Sister
Elizabeth Candon.




* Mental Health Division
‘ Delbert M. Kole; M.D.
Director
Mail Stop OB-42F
Olympia, Washington 98504 °

Tel. (206) 753-5414

Office of Community Health
Services**

- Mel Henry, Ph.D.
. Director
State Capitol“(‘fomplex

. 1800 Washington Street, East
Charleston, West Virginia

25305 .

Tel. (304) 348-0025

Wisconsin Department of

" Health and Social Services
Mr. Donald E. Percy
Becretary =
State Office Bldg., Room 663
1 West Wilson Street
Madison, Wisconsin 53702 -

Tel. (608) 266-3681

)

* Both the Mental Health Division and
are under the Department of Social and

** The Office of Communit
Health.

APPENDI)E C—STATE AUTHORITIES -

50. WISCONSIN

Mr. Burton A. Wagne
Administrator

- 48. WASHINGTON

Same as Authority

49. WEST VIRGINIA
"' Mr. Randy Myers

Acting Director .

Division of Behavioral Health
Services

Office of Community Health
Services**

1800 Washington Street,-East

Charlestor., West,Virginia

5305

.Tel. (304) 348-2411 -

Office Bldg., Room 534
West Wilson Street

Madison, Wisconsin 53702
Tel. (608) 266-2701

tl;e Bureau of Al.cohol and Substant@ Abuse
Health Services.

y Health Services is under the State Department of
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51. WYOMING

*Division of Community Same as Authprity
Programs ’
- Mr. Guy Noe A\ -
Administrator .
The Hathaway Building
2300 Capitol Avenue R
Cheyenne, Wy,oming 82002

Tel. (307) 777-7121

‘ 52. AMERICAN SAMOA A

Government of American Guy Spinello, M.D.

Samoa - Director '
.~ Department of Medical Mental Health Clinic
Services LBJ Tropical Medical Center
_ Julia Grach, M.D. . . Pago Pago, Tutuila
. Director ° * American Samoa 96799
~ LBJ Tropical Medical Center Tel. O ’ 0
Pago Pago, Tutuila el. Overseas Operator
. d 633-5139
- American Samoa 96799 an

Tel. Overseas Operator
and 633-5732 . -

% . ' 53. GUAM

Government of Guam Same as Authority

Mental Health and Substance :
Abuse Agency

Mr. Peter A. San Nicolas

Administrator - ~ "

Post Office Box 20999, Main ‘¥
Facility ¥

Guam 96921 -

Tel. Overseas Operator and "
477-9704/5

LN !

* The Division of Community ‘Programs 18 under the Department of Health and
Social Services.
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54."NORTHERN ARIANA ISLANDS

Commonwealth of the Same as Authority
Northern Mariana Islands : °
Division of M¥ntal Health

\ Dr. Frances Schwaninger- . : o

Morse
Dr. Torres Hospital
Saivpan, Marlang Islands’
96950 )

Tel. Overseas Operator and
6110 or 9314

R , 55. PUERTO RICO
Department of Health Dr. Aida Gazman
" Dr. Jaime Rivera Dueno Assistant Secretary for
Secretary ] Mental Health
Box 9342 G.P.O. Box 61
Santurce, Puerto Rico 00908 San Juan, Puerto Rico 00936
Tel. (809) 765\-7653 Tel. (809) 781-5660 -
..+ \ 56 TRUST TERRITORY
Office of the High Paul W. Dale, M.D.
J Commissioner ' Chief
# Masao Kumangai Mental Health Branch
"1 Medical Officer, M.P.H.« " Bureau of Health Services
Director of Health Services . Office of the High
*Trust Territory of the Pacific- Commissioner
Islands ' Trust Territory of the Pacific .
Saipan, Mariana Islands’ Islands
96950 Saipan, Mariana Islands
96950

Tel. Overseas Operdtor
and 942? 9355 Tel. Overseas Operator
» ’ and 9422 or 9355

[
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57..VIRGIN ISLANDS o
- Government of the Virgin

"Islands

Virgin Islands Department of
Health

Roy L. Schneider, M.D.

Commissioner of Health

-St. Thomas, Virgin Islands
00801

Tel. (809) 774-0117

6y

e

Chestery D. Copemann, Ph.D.

Directo

Division| of Mental Health
Services ’

Department of Health

Post Office Box 7309

St. Thomas, Virgin Islands
00801 |

Tel. (809) (773-1992




APPENDIX D. STATE
AGENCIES ON AGING

ALABAMA

Wilham H Kerns. MD
Director

Comnussion on Aging

740 Madison Avenue
Montgomery, Alabama 36130
(205) 832-6640

ALASKA

MD Plotnick

Coordinator

Office on Aging |

Department of Health and Social Services
Pouch "H”

Juneau, Alaska 99811

(907) 586-6153

ARIZONA

Michae! Slattery

Administrator

Aging and Adult Admimistration
1640 Grand Avenue

Phoenix, Arizona 85007

(602) 255-4446

ARKANSAS

Betty King

Director

Office on Aging and Adult Services
Department of Social and Rehabilitation Serys
Donaghey Building, #10318

Little Rock. Arkansas 77201

(501) 371-2441

CALIFORNIA

Janet J. Levy

Director

Department of Aging

918 J Street

Sacramento, Cahformia 95814
(916) 322-3887

COLORADO
thy Anders
Dfrector ]
Division of Services for the Aging
Department of Social Servs
1676 Sherman Street
Denver, Colorado 80203
(303) 839-2686

Aruitoxt provided by Eic:

CONNECTICUT

Marnin Shealy
Comﬂ&g:x?er

Department on Aging

80 Washington Street #312

Hartford, Connecticut
(203) 566-7725

DELAWARE

, Eleanor Can

Directoy,

Division of Aging

Department of Health and Social Services
Newcas@. Delaware 19720

(302) 4216791

KENTUCKY *

Fannie Dorsey

Director

Center for Aging Services

Bureau of Social Services

Human Service Building, 6th Floor
275 East Main Street

Frankfort, Kentucky 40601

(502) 564-6930

LOUISIANA

Rev James Stovall

Director ,

Office of Elderly Affairs

P O. Box 44282

Capitol Station

Baton Rouge. Lowsiana 70804
(504)342.2747 [

MAINE -

Patricia Riley

Director

Bureau of Mae’s Elderly
Community Services Unit
Department of Human Service
Statf House k
Augustd, Maine 04333

(207) 289-2661 -

" MARYLAND

Matthew Tayback

Director v

Office on Aging '
State Office Building

301 West Preston Street
Baltimore, Maryland 21201
(301) 383-5064
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MASSACHUSETTS

Thomas HD Mahoney. Ph D
Becretary

Department of Elder Affairs
110 Tremont Street 5th Floor
Boston., Massachusetts 02108
8171 727-7151

°

MICHIGAN ¢

Peter Kok~

Director

Office of Services to the Aging
£ Michigan Avenue

PO Ho

Lansing. Michigamr 48913

(517 373.8230

-
°

.
°

MINNESOTA

Gerald A Bloedow
Executive Director

B}

angsota Board on Aging <~

Metro Square Building #204
Seventh & Robert Streets
St Paul. Minnesota 55101

_ (6121 296-2544

MISSISSIPPA I

John Lowvitt ’
Executive Director

Council on Agigg

PO Box 5136

Fondren Station

510 George Street

Jackson, Mlsslsmgpl 39216
(601) 354-6590

MISSOURI

David Monson

Dyrector

Division on Aging
Department of Social Services
Broadway State Office Bldg
PQ. Box 570

Jefferson City. Missoun 65101
1314) 751-3082

MONTANA

Holly Lucke
Director °
Aging Services Bureau

Department of Social and Rehabilitation
L1

Services

- P.O Box 4210

Helena, Montang, 59601
(406)449-3124 * .

o

RIC-#

I~

=~
Q,

s

°

OREGON

Robert Zeigen, Director
Office of Elderly Affairs

Humap Resources Department

772 Commercial Street. S E
Salem. Oregon 97310
1503) 378-4728

<
PENNSYLVANIA

Gorham L. Black. Jr v
Secretary of Aging
- Department of Agipg
°Room #307. Finance Bldg

Harnsburg, Pennsylvama 17120

(717 783-1550 )

v
o

PUERTO ng()

Ahcia Ramirez Suarez
Executive Director
Gericulture Commission

Department of Social Serviges

PO Box 11368
Santurce, Puerto Rico 00908
(809) 722-2429

RHODE ISLAND

Anna M Tucker
Director

Depar{'mem of Elderly Affairs

150 Washington Street

Providence, Rhode Island 02903

(401) 277-2858 .

AMERICAN SAMOA

Tah T Maae
Director
Territorial Aging Program

Government of American Samoa

° Office of,the Goverrfor -

Pago Pago. American Samoa 96799

Samo 3-1254 or 3-4116...
{ °

o ° b

SOUTH CAROLINA
Harry Bryan ’
Executive Director
Commission ¢h Aging
915 Main Street

N

CRumbia, South Carolina 29&1 .

(803) 758-2576

¢
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SOUTH DAKOTA MARIANA 1SLANDS
Sylvia,Base : Lynn Peterson -
Acting Director Administrator 3
Office on Aging Office of Aging
Adult Services v Community Devdlopment Division .
S.D. Department of Social Servs Government of the Trust Ternitory ‘of the
State Office Building Pacific Islands
flhnos Street ‘Saipan, Naruaba Uskabds 96950 .
Pierre, South Dakota 57501 Overseas Operator: 2143
. (605) 773-3656 ]
. . UTAH : M
TENNESSEE . . ¢
Leon PoVey
Tom G. Henry jpector * ° o
o Diregtor Division of Aging
»” Commission on Aging «  Department of Social Services

. 535 Chygch Street )
Nashville, Tennessee 37219
(615) 741-2056 ¢

+

TEXAS '

Ms. Chris Kyker ©

Director , .

Governor's Committee on Aging 5
- 8th Floor, Southwest Tower - .
* 211 East Seventh Street
* P.O. Box 12786, Capitol Station

“ Austin, Texas 78311 o¥
(612) 475-27117 . *

\ ~
L

4 .2 T,

we

150 West North Temple *
Box #2500 °
Salt Lake City, Utah 84102-

L]

(801) 533-6422 °
s
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APPENDIX E. MEDICAID .
Single State Agencies and State Medical
. Assistance Units
Alabama (region 1V) Denver, Colorado 80203
Single,State agency and Medical assist- 303/839-3513
ance unit. Medical asaistance umt
. »Medical Services Admimistration - & *» Dhvision of Medical Assistance
2500 Fairlane Drive Department of Social Services
Montgomery, Alabama 36130 1575 Sherman Street
205/277-2710 . Denver, Colorado 80203
Alaska (fegion X, 303/839-3031 . .
- .° Single State agency Connecticut (region D)
- Department of Health and Jpcial s Stngle State agency
Services Department of Social Services °
« o mon Pouch H.01 ° 110 Bartholomew Avenue
Juneau. Alaska 99811 Hartford, Connecticut 06306
907/465-3030 203/566-2008 i,
Medical assistance unit . Medical assistance unit
Division of Public Assistance - Medical Care Admimistration
° Department of Health and Social Department of Social Services
Services 110 Bartholomew Avenue
Fouch H-07 Hartford, Confiecticut 06306 °
Junean. Alaska 99811 203/566-3435 o
907/465-3355 Delaware tregion 111
Arkansa§ region VD) * Single State agency
Single State agency’ Department of Health and Social
Department of Human Services Services
406 National Old Line Building Delaware State Hospital
Little Rock, Arkansas 72201 New Castle, Delaware 19730
501/371-1001 - 302/421-6705
Medical assistance unit Medical assistance unit .
. Office of Medical Services Medical Assistance Services
Division of Social Services ., Department of Health and Social
Dept. of Humap Services Services
PO Box 1437 . . PO.Box 309
Little Rock. Arkansas 72203 “ Milmington, Delaware 19899
501/371-1806 s 2/671-3130/3131
Califormia (region IX): Distnict Of Columbia (region 11D
Single State 2gency Single State agency’ .
Department of Health Department of Human Resources
714 P Street . Distnict Building-Room 406
Office Building Number 8 » 1350 E Street. NW
Sscramento. California 95814 Washington. D C 20004
916/445-1248 202/629-3079 '
Medical assistance umt: Medical assistance unit.
Medical Asmistance Division Department of Human Resources
State Départmentof Health 1329 E Street. NW
714 P Street X Washington. D.C. 20004
Sacramento, Calhiforma 95814 202/347.3512
916/322-2334 Ffonda (region 1V):
Cqlorado tregion VIIl): Single State agency:
Single State agency’ Department of Health and
Department of Social Services Rehabilitative Services
<1675 Sherman Street . p 1328 Winewood Blvd

170
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Tallahassee, Florida 32301

904/488-7721 -
Medical asmstance unit
Medical Services
Department of Health and Rehabihi-
tative Services r

1323 Winewoqd Boulevard
Tallahassee, Florida 32301
904/487.2380 B

Georgia (region IV)
Single State agency

Georgia Department of Medical
Assistance

1010 West Peachtree St , NW

Atlanta, Georgia 30309

404/894-4911

Medical assistance unit

Medicaid Office

Department of Medical Assistance
1010 West Peachtree Street, NW
Atlanta, Georgia 30309 .
404/894-4911

Guam (region IX) '
Single State agency

’

Department of Publhic Health and
Social Services

P O Box 2816

Agana, Guam 96910

Overseas Operator 734.9901

Medical assistance unit

-

Medical Care Services R

Department of Public Health and
Social Services

P O Box 2719

Agana, Guam 96910

Overseas Operator 734.9901

Hawan tregion IX»
Single State agency:

.

Department of Social Services and
. Housming

P O Box 339

Honolulu, Hawan 96809
808/548-6260

Medical asmstance unit.

Med:cal Care Administration

Department of Social Sgrvice and
Housing

P.O Box 339 .

Honolulu, Hawan 96809

808/548-6584

Idahoregion X)
Single State agency

T

Department of Health and Welfare
Statehouse !

Boise, [daho 83720

208/384-2336

Medical assistance umt,

Bureau of Medical Asmistance
Department of Health and Welfare
Statehouse

. sBoise. ldaho 83720

208/384-3556 .

Ithinois (region V)
Single State agency
Dept of Pubhe Aid
316 South Second Street
Springfield, Illinois 62706
217/782-6716
Medical assistance unit
Division of Medical Program Services
316 South Second Street
Springfield. lllino1s 62706
2177821211
Indiana (region V)
Single State agency
Dept of Public Welfare
State Office Building
100 North Senate Avenue-Room 701
Indianapohis, Indiana 46204
3]7/633-6650
Medical assistance unit
Division of Medical Services
State Department of Public Welfare
100 North Senate Avenue
Room 701
Indianapol:s. Indiana 46204
317/633-5582
lowa (region VI
Single State agenty
Department of Social Services
Lucas State Office Building
Des Moines, lowa 50319
515/281-5452
Medical assistance unig
Medical Services Section
Department of Social Services
‘Lutas State Office Building
Des Moines. lowa 50319
515/281-3386
Kansas (region VII)
Single State agency .
Department of Social and Rehabih-
tation Service
State Office Building
Topéka. Kansas 66612
913/296-3271
Medical assistance umt
Medical Services Section
Department of Social and Rehabih-
tation Service
State Office Building o
Topeka. Kansas 66612
913/296-3981
Kentucky tregion IV)
Single State agency.
Department. for Human Resources
DHR Building g
Frankfort, Kentucky 40601
502/564-7130 .
Medical assistance umt.
Division for Medical Assistance
Bureau for Social Insurance ,
Department for Human Resources .
Frankfort, Kentucky 40601
502/564-4321
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Louisiana (region V1)
Single State agency
o Health and Human Resources
 Adminustration
PO Box 44215
Baton Rouge, Lowsiana 70804
504/389-5796
Medical assistance umt.
Medical Assistance Rrogram
Office of Family. Services

i Medical Assistance’ Unit
P.O Box 44065
Baton Rouge, Louisiana 70804
504/389-5035

Maine (region I:: ¢

Single State agency
Department of Human Services
Statehouse
s Augusta, Maine 04330
- 207/289-2736
Medical assistance umit
Medical Assistance Unit
’ Department of Human Services
Statehouse
Augusta, Maine 04330
207/289-3846
Maryland (region Iy
Single Stste agency
Department of Health and Mental
Hygiene.
201 West Preston Street .
Baltimore, Maryland 21201
301/383-2600 -
Medical assistancdunit '
< Medical Programs
Department of Health and Mental
Hygiene
201 West Presten Street
V Baltimiore, Maryland 21201
301/383-8327
Massachusetts (region I):
Single State agency:
Department of Publlc Welfare
600 Washington Street
Boston, Massachusetta 02111
617/727-6190
. Massachusetta Commission for the
Blind
. 110 Tremont Street *
: Boston, Massachusetta 02108
617/727-5580
Medical adgistance unit: /
Medical Assistance
ent of Public Welfare
' 600 Washington Street
' ' , Massachusetts 02111
‘- 7/127-6095/3907
edical Assistance
Massachusetts Cornrn)uxon for the

Blind
-110 Tremont Street
- Boston, Massachusetts 02108
S . e1127-85%0 o
O . - .
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. Third Floor, Dale Building, North -~

Michigan (region V)
Single State agency.
. Michigan Department of Social
" Services .

Commerce Center Bulldlng .
300 South Capitol Avenue
Lansing, Michigan 48926
517/373-2000

Medical assistance unit
Bureau of Medical Assistance
Department of Sdcial Services
300 South Capitol Avenue
Lansing, Michigan 48926
517/373-1970

Minnesota (region V)

Single State agency-
Dept of Public Wélfare
Centenmal Office Building
658 Cedar Street
Saint Paul, Minnesota 55155
612/296-2701 '

Medical assistance unit ‘
Medical Assistance Program ¢
Bureau of Income Maintenance
Department of Public Welfare
690 North Robert Street
Saint Paul, Minnesota 55155
612/296-8517

Mississipp: (region 1V)
Single State agency and Medical assist-
ance unit:

Mississipps Medicaid Commission

s

2906 North State Street .
PO Box 5160
Jackson, Mississipp1 39216
601/354-7464 ,
Missoun (region VID). o
Single State agency: ’
Department of Social Services -
Broadway State Office Building
. Jefferson City, Missoun 65101
3147751-4247
Medical assistance unit:
Medical Services
Division of Family Services
Department of Social Services 8
Broadway State Office Building
Jefferson City, Missoun 65101
314/761-2500
Montana (region VIII):
Single State agency:
Depanment of Soclal “and Rehablll \
tation Services
P,O. Box 4210
Helena, Montana 59601
406/449-3451
Medical assistance unit'
Medical Assistance Bureau
Economic Assistance Divigion .
Department of Social and Rehabili-

- tation Services

P.O. Box 4210

( B
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Helena. Montana 59601-
406/449-3952 N
Nebraska (region VII)
Single State agency
" Department of Public Welfare
301 Centennial Mall South
5th Floor
Lincoln. Nebraska 68509
402/471-3121
Medical assistance umt’
Medical Services Division
Department of Public Welfare
301 Centenmial Mall Sauth, 5th
Floor
Lincoln, Nebraska 68509
402/471-3121
Nevada (regron IX),
Single Stateagency
Department of Human Resources
Kinkead Building-Capitol Complex
505 East King Street
Carson City;*Nevada 89710
702/885-4730
Medical assistance unit:
Medical Care Section
Welfare Division
Department of Human Resources
251 Jeanell Drive . _
Capital Complex
* Carson City, Nevada 89710 .
702/885.4775 .
New Hafnpshire (region I
Single State agency )
Department of Health and Welfare
Services
8 Loudon Road
Concord, New Hampshire 03301
603/271-3331
Medical agsistance unit:
Office of Medical Services

X 8 Loudon Road
Concord, New Hampshire 03301
603/271-3706 .
New Jersey (region I1):
Single State agency:

Department of Human Services
135 West Hanover -
Trenton, New Jersey 08625
609/282-3713
Medical assistance unit
Division of Medical Assistance and
Health Services
Department of Hurn? Services\ -
324 East State St
Trenton, New Jersey y8608
609/282-7110
New Mexico (region VI) .
Single State agercy
Health and Social Services
° Department
P-© Box 2348 '
Santa Fe, New Mexico 87503
505/827-2371

ERIC - .
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Medical assistance unit
Medical Assistance Division
Health and Social Services
. Department
P O Box 2348
Santa Fe, New Mexico 87503
505.827-2401
New York (region II+
Single Stage agency
State Department of Social Services
Ten Eyck Office Buxldmg -
40 North, Pearl Street
Albany_,_New York 12243
518474.9475 )
Medical assistance unit . i
Division of Medical Assistance
State Department of Social Services
Ten Eyck Office Building
40 North Pear] Street
Albany, New York 12243
518/474-9132
North Carohina tregion IV)
Single State agency
Department of Human Resources
325 North Salisbury Street
Raleigh, North Carohna 27611
919/733-4534
Medical assistance umt.
Medical Services Section
Department of Human Resources
325 North Sahsbury Street
Raleigh, North Carohna 27611
919/733-2060
North Dakota (region Vilh .
Single State agency
Social Services Board of North
Dakota
State Capitol Building .
Bismarck, North Dakota 58505
/7012242321
Medical assistance unit
¢ Medical Services
Social Services Board of North
Dakota
State Capito) Building
Bismarck, North Dakota 5850::
701/224.232¢
Ohio (region V)
Single State agency-
‘Department of Public Welfare
30 East Broad Street, 32nd floor
Columbus, Ohio #3215
814/466-6282
Medical assistance unit Va
Division of Medical Assistance
Department of Pubhic Welfare
30 East Broad Street. 32nd Flogr
Columbus, Ohio 43215
614/466—2365 -
Oklahoma (region VI
Single State agency
Department of Institutions
Social and Rehabilitative Services

183 '
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PO Box 25352 South Caroling (region IV)
Oklahoma City. Oklahoma 73125 Single State agency
405 5213646 . State Department of Social Services
«  Medical assistance unit: . P O Box 1520
Medical Services Division Columbia, South Carohina 39202
- Department of Institutions 803.758-3244
. Social and Rehabjhtative Services Medical assistance umt - .
. PO Box 25352 Division of Medical Assistance *
. Oklahoma City Oklahoma 73125 State Department of Social Services
. 405.521-3801 P O Box 1520
Oregon ‘region X Columbia. South Carolipa 29202
Single State agency 803 758-2320 -
Department of Human Resources South Dakota tregion VIII .
318 Public Service Building Single State agency
Salem."Oregon 97310 Division of Social Welfare
503.378-3034 Department of Social Services
. Medical assistance umt State Office Building III
Adult and Family Services Division Hhinois Street
Department of Human Resources Pierre. South Dakota 57501
417 Public Service Building . 605.224-3491
Salem. Oregon 97310 Medical assistance unit
503:378-3680 Office of Medical Services
Pennsylvama tregion [II ' Department of Social Services
Single State agency State Office Building 11I
State Department of Public Welfare Pierre, South Dakota 57501
Health and Welfare Building 605/224-3495
Harnsburg. Pennsylvanma 17120 Tennessee (region [V) . .
717 787-2600-3600 Single State agency
Medica| assistance umt Department of Public Health
Bureau of Medical Assistance 344 Cordeli Hull Building
. . State Department of Publhic Welfare Nashville. Tennessee 37219 .
7th and Forester Streets 615/741-3111 . ‘
Harmsburg. Pennsylvania 17120 Medical assistance unit :
717 7187-1170 1174 Bureau of Medicaid
Puerto Rico tregiop Iy Administration and Coordination
Single State agency ’ Department of Public Health
Department of Health . 344 Cordell Hull Building
PO Box 9342 " Nashville, Tennessee 37219 B
Santurce, Puerto Ricp 00908 615/741-7894
809,723-2050

Texas (region VD '
Smgle State agency
Department of Human Resources

Medlcal assistance unit
Health Economy Offic

gegagomenolo%ﬂﬂeﬂl‘h i John H. Reagan Building

x 10037 - Austin, Texas 78701

Caparra Heights Station 512/475-5777

Rio Piedras. Puerto Rico §0922 )

Medical assistance unit.

S * 809:765-9941 ‘ De
5 partment of Hyman Resources -
Rho%e Island tregion D i John H. Reagan Building
ingle State agency: Austin. Texas 78701
Department of Social and Rehabili. 512/475-2541
tative Services Utah (region VIII):: | .

Atrhe J Forand Building

600 New London Avenue - Single State agency’

Department of Social Services

B Cranston. Rhode lsland 02920 . 150 West North Temple
101/464-2121
Medical dssistance umit . ngifs?ékgag;‘y - Utah 84110
Dwision of Medicaid Services o Medical assi.stance um;'
Reh. ! g
Department of Social and abih- | Office of Medical Services

tative Services
Aime J Forand Building Department of Social Services

600 New London-Avenue 150 West North Temple ~
Cranston. Rhode Island 02920 Salt Lake City\Jtah 84110
401/464.-2174 . . 801s533-5038

. 0 .
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Vermont tregion Id
Single State agency
Department of Social Welfare
State Office Building
Four East State Street
Montpehier, Vermont 05602
. 802/828-3421
Medical assistance unit
Division of Medical Care
N Department of Social Welfare
State Office Building
Four East State Street
Mompeller Vermont 05632
802/828.3441
Virgin Islands (region II)
Single State agency
Department of Health
Charlotte Amalie .
St. Thomas, Virgin Islands 00801
809/774.1321
Medical assistance umit
Bureau of Health Insurance and
Medical Asmistance
Department of Health *
Frankhin Building
Charlotte Amalie
St Thomas. Virgin Islands 00801
809/774-4624
“Virgina (region II1) B
Single State agency .
State l)gpartment of Health
109 Governor Street
Richmond, Virginia 23219
804/786-3561 1
Medic] assistance unit:
" ‘Medical Assistance Program
State’Department of Health
109 Governor Street
Richmond. Virginta 23219
804/786-7933
Washington (region X»
Single State agency
, Department of Social and Health
Services -
Mail Stop OB-44
' Olympia, Washington 98504
206/753-3395
Medical assistance unit
Office of Medical Assistance
-Department of Social and Health
. Services

ERIC .,
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Maul Stop LK-11
Olympia, Washington 98504
206/753-5839
West Virgima (region 11D
Single State agency
West Virgima Department of
Welfare
1900 Washington Street East
" Charleston, West Virgima 25305
304/348-2400
Medical assistance unit
Division of Medical Care
Department of Welfare
1900 Washington Street. East
Charleston, West Virgima 25305
¢ 304/348-8990 4
Wisconsin (region V)
Single State agency.
Department of Health and Soclal
Services
One West Wilson Street
Madigon, Wisconsin 53702
608/266-3681
Medical assistance unit:
B‘au -of Health Financing Control
DiWsion of Health
Department of Health and Social *
Service
One West Wilson Street
P Madison, Wisconsin 53702
608/266-2522
Wyoming (region VIID:
Single State agency:
Department of Health and Social
Services
Hathaway Building
Cheyenne. Wyoming 82002
307/328-9657
Medical assistance umit:
Medical Assistance Services W
Division of Health and Socal Services
Department of Health and Social

. Services

State Office Buillding .
Cheyenne, Wyoming 82002
307/777.9533 /]

@
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APPENDIX F. TITLE XX
STATE AGENCY
DIRECTORS

Region | Region Il
CONNECTICUT "NEW JERSEY

Ronald Manning, Commissioner Mrs Ann Klemn
Department of Human Resources Commssioner
1179 Main Street Department of Human Services
Hartford, Connecticut 06115, . Capital Place One
VZOS) 5?6—3_]318 222 South Warren Street

. Trenton, New Jersey 08625
MAINE - (609) 292.3717:

Michael R. Petit, Commssioner
State Department of Human Services NEW YORK
Sta use
Augusta, Maine 04333 Mrs Barbara Blum
(207) 289.2736 Commissioner
Department of Social Services
MASSACHUSETTS 4(; NonhNPeax¢ Street
Al ork 1
Dr. Mary Jane England (5:,8[‘)“:'74-;:’75 k 12243
Commssioner “
Department of Social Servnces
150 Causeway Street PUERTO RICO

]
oM
(Bs?;?x;m.mchwm 02114 .o Dt Jenaro Collazo-Collazo

Secretary S
Department of Social rvices
NEW HAMPSHIRE PO Box 11697
Mr. Edgar J. Helms, Jr Santurce, Puerto Rico 00908
Commissioner (809) 723-9834
Department of Health and Welfare
Hazen Drive .
Concord, New Hampshire 03301 VIRGIN ISLANDS

FT98-842-3331 Mrs Gwendolyn C. Blake
. Commssioner

RHODE ISLAND Department of Social Welfare
John J. Affleck, Director- P O, Box 539, Charlotte Amale
State Department of Social-and Rehabilitative St Thomas, Virgin Islands 00801

Services (809) 774-0930
Aime J. Forand State Office Buiiding o
600 New London Avenue
Cranston, Rhode Island 02920
(401) 464-2121 Region I"

Sister Elizabth Candon Patricia C. Schramm

Secrotary Department of Health and Social Services
Agency of Human Services Delaware State Hospital

State Office Bmiding Business Administration and General

79 River Street Services

Montpelier, Vermont 05602 New Castle, Delaware 19720

(820) 244-5181 . (302) 421.6705

© 176
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DISTRICT OF COLUMBIA

James A. Buford, Director
Department of Human Services
Presidential Building—Room 407
415 12th Street, NW
Washington, DC 20004

MARYLAND N

Mr Kalman Hemkinan. Secretary °
Department of Human Resources
%00 N Eutaw Street

Baltimore, Maryland 21202

(301) 383-5525

8-932-383-5528 (FTS)

.

PENNSYLVANIA

Ms. Helen B. O'Bannon, Secretary
Pennsylvania Department of Public Welfare
Health and Welfare Building,
Harnsburg, Pennsylvama 17120
(717) 787.2600 . LT
8-637-2600 (FTS) .

[ 4

.

VIRGINIA

Mr Wilham L. Lukhard, Commissioner
Department of Welfare

8007 Discovery Drive

Richmond, Virginia 23288
8-804-770-2291 (FTS)

Mr wWilliam T Coppage. Director .

Virginia Commussion for Visually Handicapped
3003 Parkwood Avenue

Richmond, Virginia 23221

8-804-770-2181 (FTS)

WEST VIRGINIA

Mr. Leon H. Ginsberg, Ph D
Commussioner

State Department of Welfare
Building B—Room 817

1900 Washington Street. East
Charleaton, West Virginia 25305
(304) 348.2400

8-885-2500 (FTS)

Region IV

ALABAMA

¢
Gary Cooper. Commissioner
State Department of Pénsions and Secunty
64 North Union Street : .
Montgomery, Alabama 36130
(205) 832-6095 - )

ERI
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FLORIDA

David Pingree, Secretary

Department of Health and Rehabilitative
Services

1323 Winewood Boulevard

Tallahassee, Flornda 32301

(904) 4887721

GEORGIA

Dr Douglas Skelton, Commissioner
Department of Human Resources
State Office Building

47 Trinity Avenue, S W

Atlanta, Georgia 30334

(404) 656-5680

KENTUCKY

Mr. Joe Edwards, Commissioner
Mr. Grady Stumbo, Secretary
Department of Human Resources
275 East Main Street

Frankfort, Kentucky 40601

(502) 564-7130

_FTS 8-351.7130

MISSISSIPPE

Jack Byars, Commssioner

State Department of Public Welfare

P O. Box 4321 Fondren Station ./
Jackson, Miss1sd¥ppi 39216

(601) 956-8713

NORTH CAROLINA

Dr. S8arah Morrow, Secretary
Department of Human Resources .
325 N. Salisbury Street

Raleigh, North Carolina 27611
(919) 829-4534

SOUTH CAROLINA

Virgil L. Conrad, Commissioner
Department of Social Services
P.0. Box 1520

Columbia.‘South Carolina 29202
(803) 758-3244

TENNESSEE s
Sammie Lynn Puett. Commissioner

- State Department of Human Services

111 Seventh Avenue, North
Nashville, Tennessee 37230
(815) 741-3243

FTS 8.853.3243

187
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Region V
ILLINOIS

Mr Jeffrey C Miller,
Nlhinois Department of
316 South Second Streed, 3rd Floor
Springfield, Ilhinois 62762

(217) 782-6716

FTS 8-956-6716

INDIANA ‘

Mas. Judith G. Palmer, Chairman

Interdepartmental Board for the Coordination
of Human Services Programs .

210 State House

Indianapolis, Indiana 462

(317) 633-5288

FTS 8-336-5288

MICHIGAN

Dr John T Dempsey, Director
Michigan Department of Social Services
300 South Capito]l Avenue
Lansing, Michigan 48926
‘ (517) 373-2000
. FTS 8-253-2000

MINNESQTA

Mr. Arthur Noot, Commssioner
Minnesota Department of Public Welfare
Centennial Building -

6568 Cedar Street

St Paul, Minnesota 55155

(612) 296-2701

. FTS 8776-2701

OHIO

Mr. Kenneth B. Creasy, Director
Ohio Department of Public Welfare
State Office Tower, 32nd Floor

30 East Broad Street
Columbus, Ohio 43215
(614) 466-6282

FTS 8-942-6282 .

WISCONSIN

Mr Donald Percy, Secretary

Wisconsin Department of Health and Social
Services .

1 West Wilson Street »

Madison, Wisconsin 53702

(608) 266-3661

FTS 8-366-3661

- . -
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Region VI
ARKANSAS

Ms. Gail Huecker, Director

Arkansas Department of Human Services
1428 Donaghey Building

Little Rock. Arkansas 72201

(501) 371-1157

118-9-371-1001

110-569-371-1157

LOUISIANA

George Fischer, Secretary

Department of Health and Human Resources,
P.O Box 3776

Baton Rouge, Louisiana 70821

FTS 8-689-5797

NEW MEXICO

Lawrence B. Ingram, Secretary
Department of Human Services

P.O Box 2348
Santa Fe, New Mexico 87503
FTS 8-476-5151

N L]
OKLAHOMA . .

L. E Rader, Director

Department of Institutions

Social and Rehabilitative Seraces h
P O Box 25352

Oklahoma City, Oklahoma 73125

(405) 521-3076

TEXAS .

Jerome D Chapman, Commissioner
Texas Department of Human Resources
John H. Reagan Building

Austin, Texas 78701

(512) 475-5777

110-53-9-475-5777

N

Region Vil

IOWA

-\
Mrs. Barbara Jackson
Chuef, Division of Social Services
Hoover State Office Building

East- 14th and Walnut

(&)

Des Moines, lowa 50319
(615) 281-65452 -
FTS 8-281-5452
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KANSAS

Mr Lauren Harrod b s

Chef, Social Services

Kansas Department ofSocml and Rehabulita-
tion Services

State Office Building

Topeka, Kansas 66612

FTS 8-757-3271 - §

MISSOURI

Mr. Richard L Matt

Title XX Administrator

Department of Social Services
adway State Office Building

P O. Box 1527 °

Jefferson City. Missoun 65102

{314) 751-4815 ' .

°

NEBRASKA

Mr Edward Schulenburg

Chief, Division of Social Services
State Departmenfof Public Welfare
301 Centennial Mall, South
Lancoln. Nebraska 68509

FTS 8-541-3121

Region Viii '
" COLORADO a

Reuben Valdez, Executive Diréctor
State Department of Social Services
1575 Sherman Street
Denver, Colorado 80203

. (303) 839-3515 ,

°
. MONTANA

Keith L. Colbo. Director

Department of Social and Rehabilitative
Services

P.O. Box 4210

Helena, Montana 59601

(406) 449.5622

FTS 8-587.5622

NORTH DAKOTA

Thor Tangedahl, Executive Director
Social Service Board of North Dakota
State Capitol !
Bismarck, North Dakota 58505

(701) 224.2310 Y
FTS 8-783-4011 .

- .
L 3 ~

3

SOUTH DAKOQTA .o

James Ellenbecker, Secretary
Department of Social Services
Knetp Building

Pierre, South Dakota 57501
605) 773-3165

FTS 8.782-7000

-

UTAH

Dr Anthony W Mitchell. Executive Director
Department of Social Services

150 West North Temple

Salt Lake City, Utah 84103

1801 533-5331 °
‘FTS 8-588-5500

WYOMING .

W Don Nelson, Director

Department of Health and Social Services
-Hathaway Building

Cheyenne. Wyoming 82002

(177) 728-9657

FTS 8-328.9657

Region IX :
ARIZONA * .

Mr Bill Jamieson, Jr., Director
Department of Economic Secunity (DES)
1717 West Jefferson -
P O. Box 6123

Phoenix, Arnizona 85005
(602) 255-5678

FTS 8-765-5678

CALIFORNIA

Marion J Woods, Director
Department of Social Services
744 P Stredt

Sacramentd, California 95814 i
(916) 445-2077

FTS 8-465-2077

HAWALL b )

Mr. Andrew L. T. Chang_ Director
Department of Sociat Serw’ces and Housing
P O. Box 339 - LA
Honolulu, Hawair 96809 '

Office Location: 1390 Miller Street

(808) 548-6260
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. .
NEVADY - . ¢ .
Dr Ralph DiSibio
- Department of Human Resources  ——
505 East King Street, .
Carson City, Nevada 8970}
£82.4730 (D1al thru FTS Réno
Operatorg$-470-5911 e,
GtAM .- . ~
Dr Franklin Cruz, Director - T
Department of Publlc Housmg and Social
& Services '
. *PO Box 2816 L

Agana, Guam 96910
(617) 734.9901 -

Region X ‘ ‘
ALASKA .

Dr Helen D Beirne, Commuissioner -
Department of Health and Socxel Services *
Pouch H 01 .

Juneau, Alaska 99811 ’
{Operator Places Call -
FTS 8.465-5440 .
L
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IDAHO

Milton G Klein, Director - ¢
Department of Health and Welfare
Statehouse

Boise, Idaho 83720

FTS 8-554-2336 [

. OREGON ‘

e N

Leo T Hegstrom, Director
Department of Human Resources
318 Public Service Building
Salem, Oregon 97310 o *-
FTS 8-530-.:3034

WASHINGTON % :

Gerald J. Thompson, Secretary
Department.qf Social and Health Servnces
MSOR43 -

QOlympia, Washmgton 98504 « \‘

8:434-3395
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APPENDIX G. VA :
INSTALLATIONS—WHERE

TO GO FOR HELP

“VA—May | Help You?”’ , »

For information or assistance in applying for veterans’ benefits,
write, call, or visit a Veterans Benefits Counselor at your nearest
VA regional office or VA office listed on the following pages, or a
local veterans service organization representative. Application for
medical benefits may be made at a VA medical center (see H—
Hospital Care below) or any VA station with medical facilities.

All 50 States have toll-free telephones services to VA regional
offices. The telephone numbers listed after each regional office are
the toll-free benefits information numbers to that office for the areas
shown. Local telephone numbers are also listed for VA hospitals and
clinics. - ‘

Please note. Telephone numbers are subject to change. If-you are
unable to reach VA at the number listed for your area or if you are
unsure which number to call, consult the white pages of\your local
telephone directory under U.S. Government, Veterans Administra-
tion, for the benefits information number. The directory.assistance
operator caﬁ'also assist you.

Gl life insurance is administered at the VA Center in St. Paul or
Philadelphia. For any information concerning a policy, write di-
rectly to the VA Center administering it. Give the insured's policy .
number, if known. The insured’s full name, date of birth, and service -
number should be given if the policy number is not known.

VA Installatlons—Where To Go for Help . .

VA installations are hsted below by State Informatiorf on VA
benefits may be obtained from the following installations. Regional
Offices (RO); other offices (O); Centers (C) (Regional ©ffices’ and
Insurance); and United States Veterans Assistance Centers (US-

»

" VAC) listed immediately following the State listing. Abbreviations

of other ingtallations are as follows: H—Hospital Care; D-~Domi-
clhary Care, NHC-—-Nur‘ i Car : OC—“O tpatlent Clinic
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ALABAMA

* Birmingham (H) 35233
700 S. 19th St
(205) 933.8101

Mobile (OCS) 36617
2451 Fillingim St
(205) 690-2875

Montgomery (H) 36109
215 Perry Hill Rd
(206) 272-4670

Montgomery (RO) 36104
474 S Court St.
If you resde 1n the local telephone area of
Birmingham - 322.2493 ?
Hunmvlue — 539.7742
Mobile —'432-8645
Montgomery — 262-7781
All other areas in Alabama

- (800) 392-8054 ‘

Tuacalooea (H&NHC) 35401
Loop Rd.
(205) 553-3760

Tuskegee (H&NHC) 36083,
(205) 7290650

v

»

&

~

e »

*

L
# Anchorage (RQ) 99501 : '
' 0id Federal Bujlding and Post Office
605 West 4th Ave.
If you live in the local telephone area-of.
Anchorage = 271.4053
All other Alaska commutatles ask operato
for Zemith 2500 ;

Juneay’ (06> 99802 3
Federal Bldg. o U:S. Post Offité and
“Courghouse

09W. a8t |
(907) 5867466 ..,

-

s

-
»

*
\

‘igi

bl

. . -

.

-
v

ARIZQNA

Phoenix (H) 850
¢ 7th St. & Indian
(602) 2775551

Phoenix (RO) 85012
3225 N. Central Ave,
If you live in the local ulephone area of*
Phoenix — 863-5411'

’\\. ,

School Rd. -

a -

»»
-

“Tuesop — 6226421

All otheg Arizdnf’
wm%aggmsj m’\'

L 4
T 14 (H&D) 88313
. <60%?44&34qco

.o ,f ,?

8

‘g

.
v

L

‘“ s
[AL IR I

-

RESOURCE GUIDE

©

»

Tucson (H&NHC) 85723
3601 S. 6th Avé
(602) 792-1450

ARKANSAS

Fayetteville (H) 72701
1100 N College Ave
(5011 443-2301, .

Lattle Rock (RO) 74201
1200 W 3rd St
If you hve 1n the local telephone area of
Fort 8mith — 785-2637
Lattle Rock — 378-5971
Pine Bluff — 536-8100
Texarkana — 774-2166

" All other Arkansas areas
(800) 482-8990 -

Lattle Rock (H&NHC) 72206 *
300 E. Roosevelt Rd*
(501) 372-8361 _ *

CALI FOg\ﬁﬁ

Compton, (USVAC) 90221
1717 N. Loh¢ Béach Blvd
Suite 108

(213) 537- 3203

‘East Los Angeles (USVAC) 90063
+ East L.A Service Center
915 N, Bonni¢'Beach Pi,
(213)€G4 1068

Fresno (H) 93703
2615 E Clinton Ave.
(209) 227.2941

Livermore (H) 94550

(415) 447-2560

Loma Linda (H),92357 -
11201 Benton St.

' (714) 824-0850 A

Long Beach (HQ.NHC) 90822 -
" 5901 E,.7th St.
(213) 498- 1313 *

Los Angeles (RO) 90024
Federal Building >
11000 Wilshire Blvd, 2

. Wesy Ly&Angelss

-Countles of Inyb Kem ’i.os
Angeles, Orangb..,,Spn ..
* Bernrdino, San Luje -
* Obispo,, Santa Barbara and Ventuyq,

If you lige m-the It }eleﬁhone drea of"
wCentrai LA — 87921%}1 P
' Inglewood — 645-5 -
¢

® La Creicenta — 248.0430 % "
.- Mnhbh‘.— 451.0873° SLF Th
. »

o
> &t

?
B
.f
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*
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.
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San Fernando — 997-6401
San Pedro — 833-5241

Sierra Madre — 355-3305
West Los Angeles — 479-4011
Whittier ~- 945-3841

» Outside LA
Anaheim - 821-1020
Bakersfield — 834-3142 *

Huntington Beach — 848-1500 N
Ontario — 983-9784 ~
Oxnard — 487-3977

San Bernardino —.884-4874
Santa Ana — 543-8403
Santa Barbara — 963-0643

All other areas of the above
counties — (800) 352-6592

Counties of Alpine, Lassen, Modoc and Mono
sérved by.

Reno, NV (RO) 89520 h .
1201 Terminal Way

"

If you live in the above Califormia counties

(800) 648-5406

x  Los Angeles (H&D) 9007
Sawtelle & Wilshire Blv
(213) 478-3711 .

Los Angeles (OC) 90013 _ -
425 S.-Hill St

. APPENDIX G—VA INSTALLATIONS

183

If you live 1n the local telephone area of
Fremont — 796-9212

Fresno — (800) 652-1296

Modesto ~ 521.9260

Monterey — 649-3550

Oakland — 893-0405 ,

Palo Alto — 321.5615

Sacramento -~ 929-5863

San Francisco — 495-8900 v

San Jose — 998-7373

Santa Rosa — 544-3520

Stockton — 948-8860 ’

Vallejo — 552-1556

All other areas of Northern California —
(800} 652-1240-

San Francisco (H) 94121 .
4150 Clement St
(415) 221-4810

Sepulveda (H&NHC) 91343
16111 Plummer
(213) 894-8271

COLORADO

Denver (RO) 80225
Building 20

* Denver Federal Center

If you live 1n the local telephone area of
Colorado Springs — 475-9911 .

- Denver ~— 233-6300

s

a

4213)-688-2000—
;

Martinez (H) 94533
© 150MwirRd ¢
(415} 228.6800

Oakland (OCS) 94612
1515 Clay St
(415)273-7125

Palo Alto (H&NHC) 94304 .
3801 Miranda Ave
(415) 493-5000 /

. SanDiega(RO) 92108
2022 Camino Del Rio North Counties of
Impenal, Riverside, and San Diego:
If you live in the local telephone area of.
Riverside — 686-1132 - 'Y
San Diego — 297.8220
All other areas of the above countles (806)
532-3811

* San Diego{H&NHC) 92161
3350 LaJolla Village Dr.
(714) 4537500

San Diego (OCH)» 92108
Palomar Building
2022 Cgmino Del Rio North .

-
-

~

4

San Francisco {RC) 94105
211 Main 8t
\ , ‘
g Rl N
)
v ‘.
ERIC .

S
A FuiText provided by Eric o~

Pueblo ~ 545-1764
All other Colorado areas —
(800) 332-6742 .

Denver (H) 80220
1055 Clermont St
(303) 399-8020 :

Fort Lyon (H&NHC) 81038
(309) 456-1260

Grand Junction (H&NHC) 81501
2121 North Ave.
(303) 242.0731 .

CONNECTICUT

Hartford (RO) 06103

450 Main.St.

If you live 1n the loca] telephone area of:
Bndgeport — 384.9861

Danbury — 743-2791 -
Hartford — 278-3230

New Haven — 562-2113/6127

New London ~ 447-0377

Norwalk — 853-8141

Stamford — 325-4039

Waterbury ~ 757-0347

All other Connecticut areas ~—

(800) 842-4315/4317
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‘Newington (H) 06111
555 Willard Ave
(203) 666-6951

West Haven (H&NHC) 06516
Spring St
(203) 933-2561

DELAWARE

Wilmington (RO) 19805
1601 Kirkwood Highway

If you, live 1n the local telephone area of

Wilmington — 998.0191
All other Delaware apeas —
(800) 292.7855

Wilmington (H) 19805
1601 Kirkwood Highway
(302) 994-2511

BISTRICT OF COLUMBIA

Washington, D C (RO) 20421
941 N Capitol St , NE
(202) 872-1151

Washington, D,C. (H) 20422
50 Irving St ,'N.W
(202) 483-6666 »

”

FLORIDA

RESOURCE-GUIDE .

Orlandgp (OCS) 32806
83 W Columbia St
(305) 425-7521 :

Riviera Beach (OPC) 33404
Exec Plaza, 301 Broadway
- t305r845-2800

St Petersburg (OCH) 33731
144 First Ave , S
(813) 893-3708§

St Petersburg (RO) 33731
144 1st Ave S
If you hive 1n the local telephone area of
+Cocoa/Cocoa Beach — 783-8930
Daytona Beach — 255-8351
Ft Lauderdale/Hollywood — 522-4725 -
Ft Myers = 334-0900
Gainesville — 376-5266
Jacksonville — 356-1581
. Lakeland/Winter Haven — 688-7499
, Melpourne — 724-5600 -
. Miami — 358-0669 .
Orlando — 4252626
Pensacola -— 434.3537
7 Sarasota — 366-2939
Tallahassee — 224.6872
Tampa — 229-0451
West Palm Beach — 833.5734
[y St Petersburg - 898-2121
All other Flonda areas —
(800) 282-8821

Tampa (H) 33612
13000 N. 30th St
(813) 971-4500

Bay Pines (H.D. NHC, & OCH) 33504

1000 Bay Pines Blvd.. N.
(813) 391-9644 .

Gainesville (H) 32602
Archer Rd.
(904) 376-1611

Jacksonwille (O) 32201

Post Office & Courthouse Bldg
+ 311 W Monroe St
(904) 356-1581

" Jacksonville (0CS132206

- 1833 Boulevard
(904) 791-2751

Lake City (H&NHC) 32055
S. Marion St
(904) 752-1400

Miami (H&NHC) 33125
1201 N.W. 16th St.
(305) 324-4455

Miam (0) 33130
Federal Building, Rm 100
51 S.W. 1st Ave.

. (305) 358-0669

. ERIC

JAruitox providsa by eic [R8

GEORGIA e

B Atlanta (RO) 30308

730 Peachtree St , N.E.

If you live 1n the local telephone area of
Albany — 439.2331 ,

Atlanta — 881- 1776~

Augusta — 738-5403

Columbus — 324.6646 R

Macon — 745-6517
Savannah — 232.3365

All other Georgia areas — »
(800) 282.0232 . A
Augusta (H&NHC) 30904

(404) 733-4471

Decatur (H) 30033
\ 1670 Clairmont Rd.,, NE
(404) 321-6111

Dublin (H. D. & NHC) 31021
(912) 2721210

HAWAII *

AN Honolulu (RO) 96813
PJKK Feéderal Bldg,

\
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300 Alg, Moana Blvd North Chicago (H&NHC) 60064
If you live 1n the local telephone area of Downey
Is. of Hawau — Ask operator for Enterprise | (312) 689-1900
5308
Is. of Kauar — Ask operator for Enterprise . INDIANA
. 5310 D
Is. of Mauv/LanarMoloka1 — Ask operator Evanswille {OCS) 47708
. Enterpnse 5309 1 214 SE 6th St ‘
Is of Oahu — 546-8962 - (812) 423-6871 Ext 316
Honofulu Chime 96801 Fort Wayne (H&NHC) 46805
. P.L Box 3198 1600 Randaha Dr
680 Ala Moana Bivd 1219) 743-5431 )

. (808)546-2176. . . .-
. Indianapohs (RO) 46204

- 536 § Clark St.

@edar Rapids — 366-768) ..
ChicagS (RO) 60680 Davenport/Rock Is/Moline, IL — 326.4051
Des Moines — 28Q-7220

If you live 1n the local telephone area of: Sioux City — 252-3291
*  Bloomington/Normal — §29-4374 - Waterloo — 235-672] v
Carbondale — 457-8161 All other lowa areas —e
Chatpaign-Urbana — 344-7505 - . (800) 362- -2222 ) B
Chxca:ﬁ: - gggg::g ‘ Des Moines (H) 50310

™ *30th & Euchid Ave.,

E. St Louis — 214-5444 (515) 255-2173
Peoria — 674-0901 -2173

Rockford — 968-0538 Towa City (H) 52240
Springfield — 789-1246 . , (3:’9) 333.053 . v’
All other Illinois areas — .
(800) 972-5327 Knoxvllle (H&Nﬂg) 50138
: 1515 W. Ple; t St

. Danville (H&NHC) 61832 (515) 842-3 lgz:an
(217) 442-8000- - ( - N
Hines (H) 60141 ‘ : KANSAS

3-7200.
312) 34 Leavenworth (H, D. & NHC) 66048
Marion (H) 62959 ° 4201 S. 4th St.~Trafficway _
-(618) 997-5311 (913) 6822000 -

' ’
o Tn rovisd by . ‘ .

i '

. ' 575 N. Pennsylvama St
IDAHO © ’ If you live 1n the local telephone area of ,
, ‘ . Anderson‘Muncie — 289-9377
Boise (RO) 83724 . ) Evansville — 426-1403
Federal Bldg and U S. Courthoyse Ft Wayne — 422.9189
550 W Fort St . Gary/Hammond/E. Chicago — 886- 9184
<1If you live 1n the local telephone area of Indianapolis — 269-5566
Boise — 884-1010 \ . Lafayette/W Lafayette — 742.0084
N All other Idaho areas — South Bend — 232-3011 .

(800) 632-2003 Terre Haute — 232.1030 .

: All other Indhana areas — (8001 382.4540
Boise tH) 83702 . - *
5th and Fort St . .Indanapohs (H&NHC) 46202 :
(208) 342-3681 . 1481 W 10th St.

o (317) 635-7401
. Marion (H&NHC) 46952 L.
ILLINOIS ESSR ST . i -
Chicago (H) 60611 - ° = (317) 6743321 * -
e 333 E. Huron S (Lakemde)
) (312)9436600 I0WA L
Chicago (H) 60680 ; * Des Momes ¢RO) 50309
gg’s‘ Sl;d"" Ave 210 Walnut St,
. (312) 66;-?5630 ve s If you live 1n the local-telephone area of:
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TopeKa (H&NHC) 66622
. 2200 Gage Blvd
(913) 272-3111

Wichita (RO) 67211
. Blvd Office Park *
N ’ 901 George Washington Blvd

Kapsas City — 432-1650

Topeka — 357-5301

Wichita — 264.9123

All other Kansds areas —
f (800) 362-3444

Wichita (H) 67218
5500.E Kellogg
(316) 685-2221 _ !

. KENTUCKY

Lexington (H&NHC! 40507
(606) 233-4511

Lousville (RO) 40202
. 6Q0 Federal Place

Lexington — 253-0566
Leuisville — 584.2231
All other areas —
(800) 292-4562

Louisville (HM40202
800 Zorn Ave.

If you hve 1n the local telephone area of

f you hive m?e local telephone area of

RESOURCE GUIDE

Togus (RO) 04330

If you live 1n the local telephone area of
Portland — 775-6391 M

All other Maine areas —

(8001 452-1935

Tdgus (H&ENHC) 04330 ‘
(207) 623-8411 :

L

- .

MARYLAND

Counties of Montgomery and Prince Georges

- Washington, DC (RO) 20421 - .
941 N Capitol St . NE
If you hive 1n the?above Ma;vland counties -
872.1151

All other Maryland counttes

Baltimore (RO)21201 * >
- 31 Hopkins Plaza .
Federal Building
If you live 1n the focal telephone area of
Baltimore — 685.5454 i
All other Maryland areas
(800) 492.9503

' Baltimote (OCH) 21201 .
31 Hopkins Plaza
Federal Building
30 922 4610

' : \Balumore (H) 21218

- (502) 895-3401
. L

: * LOUISIANA

Alexandria (H&NHC) 71301
(318) 442-0251

New Orleans (RO) 70113
701 loyola Ave.

Baton Rouge — 343-5539
New Orleans — 561-0121
Shreveport «— 424-8442
. All other Louisiana areas —
(800) 462-9510
* ’
. ' New Orleans (H) 70146 .
’ 1601 Perdido St

(504) 568-0811

Shreveport (H&0) 71130
510 E, Stoner Ave

(318) 424-8442 (Office)
(318) 221-8411 (Hospital)

MAINE

Portland (0704111

One Maine Savings Plaza
Congress St. .
(207 775-6391

Aruitoxt provided by Eic: .

If you live 1n the local t.elephone area of*

3900 Loch Raven Bivd
(301) 467-9932 , b)

Fort Howard (H&NHC) 21052
(301) 477-1800

«  Perry Point (H&NHC) 21902
(301) 962.4725

MASSACHUSETTS .

- Bedford (H&NHC) 01730
200 Spring Rd
(617) 275-7500

Boston (H) 02130 ) :
150 § Huntington Ave -
(617) 232.9500 . 1,
Towns of Fall River and New Bedford and

J counties of Barnstable, Dukes, Nantucket, .
part of Plymouth, and Bnstol are gerved by |
Providence, R 1. (RO) 02903
321 S. Main St* * ’
If you live 1n the local telephone area of
Fall River — 676.3898
New Bedford — 999.1321
All other areas 9f Dukes, Nantucket,

. Barnstable, and parts of P{ymouth, arid

Bristol counties —
(800) 556-3893 . o



b

-

3 .

Remaining Massachusetts counties served,
by

Boston (RO) 02203
John Fitzgerald Kennedy Féderal Bidg
vernment Center

.

\

If you hive 1n the local telephone area of /
\BBoston - 227-4600

rocktan — 588-0764°
Fitchburg/Leominster — 342.8927
Lawrence — 687-3332 :
Lowell — 455.5463 ¢
Springfield — 7855343
Worchester — 791-3595

P

All other Massachusetts areas — (800) 392.
*6015 ] .

Bosto'n (00 0’08 .

17 Court St

{617) 223-20%1

B:bckton (H&NHC) 02401 »
945 Beimont St S
(617) 583-4500 N

Lowelt (OCS) 01852

Old Post Office Bldg )

50 Kearney Square B
(617) 453-1746 -

New Bedford (0CS) 02740
53 N Sixth St
(617) 897-8721

Northampton (H&NHC) 01060
N. Main St .
(413) 584-4040 » 4

Springfield (O) 01108
v 1200 Main St
. (413) 785-5343

Springfield (OCS) 01103
" 101 State St -
 (413) 781-2420

‘I .

. West.Roxbury (H) 02132
1400 VEW Parkway
(817) 323-7700

orchester (OCS) 01601
5 Main'St Tt
{67) 791.2251 .

MICHIGAN .

Allen Park (H&NHC1 48101
Southfield & Quter Drive
313) 562-6000

Ann Arbor (H) 48105
2215 Fuller Rd.
(313) 769-7100. . o e

Battle Creek (H&NHC) 49016
(616) 965-3281 -
. '\

\)4 ]
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Detroit (RO) 48226
Patrick V McNamara Federal Bldg
477 Michigan Ave
If you hive 1n the local telephone area of -
Ann Arbor — 662-250!
Battle Creek — 962-7568
Bay City — 894-4556

o Detroit — 964.5110
Flint — 234-8646
Grand Rapids — 456-8511
Jackson — 787-7030 e
Kalamazoo — 344-0156
Lansing/E Lansing — 484-7713 -
Muskegon — 726-4895 *
Saginaw — 754-7475 » ' )
All other Michigan areas —- ¢
(800) 482-0740

Grand Rapids (OCS) 49503
260 Jefferson St , SE
(616} 459-2200 M

Iron Mountain (H&NHC) 49801
(806) 774-3300

Saginaw (H) 48602
1500 Weisg St.
(517) 7932340

MINNESOTA *

Minneapohs ¢#H) 56417
54th St & 48th Ave South
(612) ‘125-6767

St Cloud (H&NHC) 56301 i
(612) 252-1670 .

)
St Paul (C) 55111
Federal Bldg. Fort Snelling .
If you livein the local telephone area of
Duluth — 722-4467
Minneapolis — 726-1454
Rochester — 288-5888 '
St Cloud — 253-9300
St. Paul — 726-1454
All other Minnesota areas — (800) 692-2121

St. Paul (OCH) 55111
Fort Snelling | .
(612) 725-6767 p ' .

MISSISSIPPI

Bilox: (H,D&NHC) 39531
(601) 388-5541

-~Jackson (H&NHC) 39216
1500 E. Woodrow Wilson Ave
(601) ‘362-4471 ¢

Jackson (RO) 39201
100 W. Caputol St. b
If you live in the local telephone area of
Biloxv/Gulfport — 432.5996 '
Jackson - 969-4873

(R

0 ,

gt 4 e i maet
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RESOURCE GUIDE

. 4 »
Mendian — 693-61

All other Mississipp1 a'eas -
(800) 682.5270

MISSOURI o
* Columbia (H&NHC) 65201

800 Stadium Road

(314) 443-2511

Kansas City (H)'64128
4801 Linwood Bivd
(816) 861-4700

Kansas City (0) 64106 Fedéral Office Bidg
601 E. 12th St
(816) 861-3761

Poplar Bluff (H&NHC) 63901
(314) 686-4451

St. Lows (RO) 63103
, Federal Bldg.
1520 Market St.
If you live 1n the local telebhone area of:
Columbia — 449-1276
Kansas City — 861.376] /
St. Joseph — 364-1171
St. Louwis — 342-1171
Springfield — 883-7470
All other Migsoun areas —
(800) 392-3761
8t. Lows (H&NHC) 63125 ~
915 N. Grand Blvd
(314) 652-4100

MONTANA .

Fort Harnson (RO) 59636

If you live in the local telephone area of-
Fort HarnsonvHelena — 442-6410
Great Falls — 761-3215

All other Montana areas — (800) 3326125

' Fort Harmson (H) 59636

(406) 442-6410

Miles City (H&NHC) 59301
210 S. Winchesfer
(406) 232-3060

' NEBRASKA -

Grand Island (H&NHC) 68801
2201 N. Broadway \

. (308) 382-3660

Lincoln (RO) 68508

Federal Bldg.

- 100-Centennial Mail North

If you live in the local Xelephone ares of:
Lincoln — 471-5001

Omaha/Counci] Bluff — 221.3291

All other Nebraska areas —

' (800) 742-7564 .

e

Aruitoxt provided by Eic:

’

Lincoln (H) 68510

. 600 S 70th St
. 1402) 867-6011

Omaha (H) 68105
4101 Woolworth Ave
(402) 346-8800

NEVADA

Henderson (CS) 89015
102 Lake Mead Dr
(702) 564-2420

Reno (H&NHC) 89520
1000 Locust St
(702) 329-1051 -

Reno (RO) 89250

3201 Terminal Way

If you hve 1n the local telephione area of
Las Vegas — 386-2921

Reno — 329-9244

All other Nevada areas —

(800) 992-5740

NEW HAMPSHIRE

Manchester (RO) 03103

Norns Cotton Federal Bidg

275 Chestnut St.

If you hve in the local telephone area of
Manchester §66-7785

- Allother New Hampshire -areas+800) 562-

5260

Manchester (H&NHC) 03104
718 Smyth Rd. N
(603) 624-4366

NEW JERSEY

. East Orange (H&NHC) 07019
Tremont Ave. & S Center .
(201) 676-1000

Lyons (H&NHC) 07939,
(201) 647-0180

Newark (RO) 07102

20 Washington Place .

If you live in the local telephone area of*
Atlantic City — 348-8550

Camden — 541-8650 )
Clifton/Paterson/Passaic — 472-9632 4
Long Branch/Asbury Park — 870-2550
New Brunswick/Sayreville — 828-5600
Newark — 645-2150

Perth Amboy — 442.5300

Trenton — 989-8116

All other New Jersey areas — (800 242-
5867

Newark (OCH) 07102
20 Washington Place
(201) 645-3491

Id
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NEW MEXICO Montrose (H&NHC) 10548 - ¢
(914) 737-4400 . .
Albuguerque (ROY 87102 New York City (H) 10010 ‘
Dennis Chavs} Federal Bldg 1st Ave' at E 24th St
US Courthodse - (212) 686-7500
500 Gold Ave,SW .
. If you hive in the local telephone area of New York City (RO) 10001
Albuquerque — 766-3361 N 252 Seventh Ave at 24th St
All other NewrMexlco areas — 1800) 432- Counties of Albany, Bronx, Clinton.
6853 \ Columbia, Delaware, Dutchess, Essex, ) .
‘ Frankhn, Fulton, Greene, Hamilton, Kings,
Albuquerque (H&NHC) 87108 Montgomery, Nassau, New York, Orange,
2100 Ridgecrest Dr . S.E Otsego, Putnam, Queens’ Rensselaer,
(505) 265-1711 Richmond, Rockland, Saratoga, Schenectady.
PR * Schoharie, Suffoli® Sullivan, Ulster, Warren.
NEW YORK . Washington, Westchester
Albany «H&NHC) 12208 - If you hive in the local telephone area of .
113 Holland Ave Hempstead — 483-6188 °*
(518) 462-3311 New York — 620-6901
. Poughkeepsie — 452-5330 -
Albany (0) 12207 B Scarsdale -~ 723-7476 ‘ .
Leo W O’Brien Federal Bldg All other areas in the above counties — ™
Clinton Ave & N Pear! St {800) 442 5882
(800) 442-5882 '
. 8 New York City (OCGH) 1000\
. Batavia tH) 14020 .. 252 7th Ave at 24th St
Redfield Pkwy (212) 620-6776 .
" (716) 343-7500 . A
Bath (H D&NHC) 14810 New York City (Prosthetjc Center) 10001
607 776-2111 252 7th Ave
(212) 620-6636
Bronx (H) 10468 t
130 W Kingsbridge Rd - Northport (H) 11768 .
(212) 584-9000 > Long Island — Middleville Rd __
(516) 261-4400 ¢ o
Brooklyn (H&NHC) 11209 ’
800 Poly Place * Rochester (0&0CS) 14614 (
(212) 836-6600 Federal Office Bldg and Courthouse -
. 100 State St .
Brooklyn (0C) 11205 | (716) 232-5290 (Q) , %

35 Ryerson St
(212) 3307850

Buffalo (RO) 14202
Federal Bldg.

——3111 W Huren St
If you hve 1n the local telephone area of”
Binghampton — 772-0856
Buffalo — 846-5191
Rochester — 2325290
Syracuse — 476-5544
Utica — 735:6431
All other areas of Western New York State

~ (800) 462-1130

Buffalo (H&NHC) 14215
3495 Bailey Ave
(716) 834-9200

Cénandaigua (H&NHC) 14424
Ft. Hill Ave.
(716) 394.2000

Castle Point (H&NHC) 12511
i (914) 831.2000

~

N

\

.

L
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. 319 476-7461

(716) 263-5734 ¢OCS)

Syracuse (O) 13202 °

US Courthouse and Federal Bulldmg
100 S Chnton St.

(315) 476-5544

Syracuse (Mental Hygiene Clinic) 13202
Gateway Bldg.
803 S, Salina St
(315) 473-2619

Syracuse (H&NHC) 13210
Irving Ave & University Pl

.
-

P

-

NORTH CAROLINA

Ashewville (H&NHC) 28805
(704) 298-7911

Durham (H) 27705
508 Fulton St.
{919) 2860411
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Fayettaville (H&NHC) 28301
2300 Ramsey St
(919) 4882120

Sahsbury (H&NHC) 28144
1601 Brenner Ave
¢704) 636-2351° .

Winston-Salem (OCH) 27102
Federal Bldg.

25} N Main St

919 761.3562

Winston-Salem (RO) 27102 .
Federal Bldg
251 N Mam St .
If you live 1n the local telephone area of
Asheville < 53.6861
Charlotte — 375.9351 |
.Durham — 683-1367 ,
Fayettevllle — 323-1242

© Greensboro — 274-1994

High Point — 887-1202
Raleigh — 821-1166
Winston-Salem — 748-1808 :

Al other North Carolina areas — (800) 642
0841

-

NORTH DAKOTA

!

RCE GUIDE :

. All other Ohio areas —

3

If you hive 1n the local telephone area of

Akron — 535.3327

Canton — 453-8113

Cincinnat1 — 579-0505

Cleveland — 621-5050 .

Chblumbus — 224:8872

D n— ~1394 .
Sp eld -~ 322-4907 B
Toledo — 241-6223 -

Warren — 399-8985 L
Youngstown — 744-4383

(8001 362-9024 A ) S

e
Columbus (O) 43215 ,
Rm 309 Fed Bldg
200 N High St ,
(614) 22?-8872 ,

Columbus (OC) 43210 "
456 Chinic Drive .
(614) 469-7365

Dayton (H.D&NHC) 45428 w
4100 W 3rd St ), .

(513) 268:651 5 ;
OKLAHOMA ! -

: :

a
Muskogee (H) 74401

Fargo (RO) 58102 . ’ * Memonal Station
m-St — - HonorHetghteDr ,
If you live 1n the local telephone area, of (918Y 683-3261

Fargo —293-3656
All other North Dakota areas — (800) 342-
4790

Fargo (H&NHC) 58102 *
2101 Elm St.
(701) 232.3241

OHIO

Brecksville (H&NHC) 4414
10000 Breckswille Rd

4%

(216) 526.3030 ' /

Chilhcothe (H&NHC) 45601
(614) 773-1141

Cincirthati (H&NHC) 45220
3200 Vine St
(513) 861-3100

Cincinnati (0) 45202 *
Rm 1024, Federal Off. Bldg

550 Main St

(513) 579-0505

.

" Cleveland (H) 44106 ,

ERI
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10701 E Boulevard
(216) 791-3800 .

Cleveland (RO) 44199 !
Anthony J Celebrezze Federal Bldg
1240 E 9th St ’

Muskogee (RO) 74401
Federal Bldg
125 S Main St.
If you live in theflocal telephone area of
Lawton — 357-£400.

Oklahoma City — 235-2641

Stillwater — 377-1770

Tulsa — 583-5891

All other Oklahoma areas — (800) 482-2800

Oklahoma City (0) 73102
200 NW 4th St
(405) 235-2641

Oklahoma City tH) 73104
921 N.E 13th St
(405) 272.9876 "

OREGON

Portland (H) 97207 :
3710°'SW. U S Veterans Rd.
(503) 222-9221 B

Portland (RO) 97204

Federal Bldg,

1220 SW. 3rd Avenue

If yout live 1n the local telephone aredhf
EugenelSpngﬁeld — 342.82714 .
Portland = 221-2431
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Salem — 581.9343
All other Oregon areas = (800) 452.7276

426 SW Stark St . .
(503»221.2575

: Roseburg (H&NHC) 97470
(503) 6724411

Whate City (D) 97501
(503) 826.2111

PENNSYLVANIA®
Altoona (H&NHC) 16603

«\» Pleasant Yalley Blvd
1814) 9433164

Butler (H&NHC) 16001
(412) 287.4781

Coateswville (H&NHC) 19320
Black Horse Rd
(215) 3847711

% Ene ®eaNHO) 16501
135 E. 38th St. Blvd
(814)1868-8661

Harrisburg (0€S) 17108
Fede:

=,

Portland (OCH) 97204 -

191

Scranton — 961.3883

Wilkes:Barre — 824.4636

Wilhamsport — 322.4649

York — 845-6686

All vther areas 1n the above counties —
(800) 822-3920 | N

Pittsburgh (RO) 15222 -

1000 Liberty Ave

If you hive 1n the local telephone area of o

Altoona — 944.7101
~Johnstown — 535:8625~ "

Pittsburgh - 281.4233

All other areas 1n Western Pennsylvania —

(800) 242.0233 .

Pittsburgh (OCH) 15222
1000 Liberty Ave
(412) 644.6750

Pittsburgh (H&NHC) 15240
University Drive C
(412) 683-30600 .

Pittsburgh (H) 15206
Highland Drive c T . ¢
(412) 363-4900 ) .

Wilkes-Barre (O) 18701
19:27 N Muin St

N

228 Walnut St
(117)782.4590

Lebanon (H&NHC) 17042
(717)272-6621

Philadelphia (H) 19104
University & Woodland Aves
(215) 382.2201

* Philadelphia (OCH) 19102
° "1421 Cherry St
(215) 597.3311
Ask for OCH

> “Philadelphia (C)-19101
P.O. Box 8079
5000 Wissghickon Ave

Counties of Adams, Berks, Bradford, Bucks,
Cameron, Carbon, Centre, Chester, Clinton,
Columbia, Cumberland, Dauphin, Delaware,
Franklin, Jumata, Lackawanna, Lancaster,
Lebanon, Lehigh, Luzerne, Lycoming,
Mifflin, Moproe, Montgomery, Montour,
Northampton, Northumberland, Perry,
Philadelphia, Pike, Potter, Schuylkill,
Snyder, Sullivan, Susquehanng, Tioga.
»Union, Wayne, Wyoming and York

Jf you live 1n the local telephone area of:
Allentown/Bethlehem/Easton — 821.6823
Harrisburg — 232.6677
Lancaster — 394.0596 -

- Philadelphia — 438-5225
Reading — 376-6548

L

E

RIC: . ~
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11718244636

Wilkes-Barre (H) 18711
1111 E End Blvd
(717 824.3521 N

-~

PHILIPPINES

Manila (RO) 96528
1131 Roxas Bldv. (Mamila)
APO San Francisco (Air Mail)

PUERTO RICO

Mayaguez (OCS) 00708
Road Number 2
(809) 8334600
Ask for Ext. 204 !

Ponce (OCS} 00731
Calle Isabel No. 60
(809) 843-5151

San Juan (H) 00921
Barrio Monacillos

Rio Piedras GPO Box 4867
(809) 843.5151

San Juan (RO) 00918

USS. Courthouse & Fed. Bldg
Carlos E. Chardon St.

Hato Rey

(809) 753-4141

L4

€ “~

201"
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.Garners Ferry Rd

192 RESOURCE GUIDE .
* RHODE ISLAND Knoxville (0CS) 37919 |
9047 Executive Park Dr ° .
Providence 1RO 02903 \ Suite 100 .
321 S Main Sta 615) 637-9300 -~
If vou hive i1n the local telephone area of .
Providence — 528 14431 Memphis (Hi 38104
All other Rhode Island areas — Ask operator 1030 Jefferson Ave
\ for Enterprise 5050 (901) 523-8990 .
v ~ Providence tH) 02908 Mountain Home (H D&NHC? 37684
; Dawvis Park . . - Johnson City R
4011 521-1700 (615 928-0281
. ‘ 2 : Murfreesboro tH&NHC» 37130
SOUTH CAROLINA, : (615) 893-1360
> Charleston (H) 29403 Nashville (RO 37203
109 Bee St 110 9th Ave . S -
(8031 577-5011 - If you live 1n the local telephone area of
- Chattanooga — 267-6587
Columbia (RO» 29201 Knoxville — 546-5700
1801 Assembly St Memphis — §27-4583 .
If you hive in the local telephone area of * Nashville — 254-5411
Charleston 4 723-5581 All other Tennessee areas — (800 342-8330
Columbia — 765-5861 [}
Greenville — 232-2457 Nashwille (H) 37203
All other South Carolina areas — 1800» 922. 1310 24th Ave S
1000 161513327-4751
Columbia tH&NHC) 29201 TEXAS .

Amanllo (H) 79106

18087764000 6010 Amarnillo Blvd. W
Greenville (OCS) 29607 1806) 355-9703
g;e%rsr:gl:;t Bide Beaumont (OCS) 77701

3385 Fannin St -
13) 838-0271

Big Spring (H&NHC) 79720
SOUTH DAKOTA 24%0 g Gfegg St

(915) 263-7361
Bonham (H D&NHC) 75418

(8031 232-7303

Fort Meade (H) 57741
1605) 347-2511

3 Ninth & Lipscomb )
Hot Springs (H&D) 57747 (214) 583-2111 . .
(6051 745-4101 Corpus Christ: (OCS) 78404
Sioux Falls (H&NHC) 57101 -t 1502 S Brownlee Blvd
2501 W 22nd St , (5121 888-3251 -
(6051 336-5230 Dallas (01 75202 .
Sioux Falls (RO) 57101 US Courthouse and Fed Office Bldg.
Courthouse Plaza Bldg . 1100 Commerce St
300 North Dakota Ave (214) 824-5440

If you hve 1n the local telephone area of «
Sioux Falls — 336-3496 .-
All other South Dakota areas

Dallas (H) 75216
4500 S Lancaster Rd -
(214) 376:5451

" — 1800) 952-3550
. El Paso (QC) 79925
TENNESSEE ,5919 Brook Hollow Dr
(915) 5437890
Chattanooga (OCS) 37411
Bldg. 6300 East Gate Center uston (RO) 77054
(615) 266-3151 2p15 Murworth Dr




_Texas City/Galveston

s
Counties of Angelina, Aransas, Atascosa,
Austin, Bandera, Bee, Bexar, Blanco,

*  Brazona, Brewster, Brooks, Caldwell,

Calhoun, Cameron, Chambers, Colorado,

Comal, Crockett, DeWitt, Dimmtt, Duval,

Edwards, Fort Bend, Frio, Galveston,

Gilhspie, Goliad, Gonzales, Grimes, N

Guadalype, Hardin, Harris, Hays, Hidalgo,

Houston, Jackson, Jasper, Jefferson, Jim

Hogg, Jum. Wells, Karnes, Kendall,"Kenedy,

+Kerr, Kimble, Kinney, Kleberg, LaSalle,
Lavaca, Liberty, Live Oak, McCulloch,

v McMullen, Mason, Matagords, Maverick,
Medina, Menard, Montgomery, Nacogdoches,
Newton, Nueces, Orange, Pecos, Polk, Real,
Refugio, Sabine, San Augustine, San Jacinto,
San Patricio, Schleicher, Shelby, Starr,
Sutton, Terrell, Trinity, Tyler, Uvalde, Val
Verde, Victoria, Walker, Waller,

+ Washington, Webb, Wharton, Willacy,
Wilson, Zapata, Zavala
If you live 1n the local telephone area of
Beaumont — 838.6222
Corpus Christi — 8841994
Edinburg/McAllen/Pharr — 383-8168
N 4664

San Antonio — 226-7661

APPENDIX G—VA INSTALLATIONS
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Temple (H{&) 76501
18901 § First
(817) 778-4811

Waco (RO) 76710

1400 N Valley Mills Dr

If you live 1n the local telephone area of
Abilene — 673-5286
Amarillo — 376-7202
Austin — 477-5831
Dallas — 824-5440

El Pasq — 545:2500
Ft Worth — 336-1641
Killeen — 699-2351
Lubbock — 747-5256
Midland Odessa Terminal — 563-0324 *
Waco — 7723060 ’
Wichita Falls — 723-7103

All other areas in Texas — 1800) 792-322’1

__War (H&NHC) 76703

Memonal Drive
(817) 752-6581

Waco (OCH) 76710
1400 N Valley Mills Dr
(817 756-6511

S4R ’1{1} l

All other areas in the above counties —
(800) 392-2200

>~ Houston (H&NHC) 77211
2002 Holcombe Blvd
(713) 747-3000

Kerrville (H&NHCT98028
(512) 896-2020

Lubbock (080C) 79401

Federal Building

1205 Texas Ave. .

(806) 762-7415 (0C) '
(806) 747-5256 (0) .
Marlin (H) 76661

1016 Ward St

(817) 883-3511

McAllen (OCS) 78501
1220 Jackson Ave
(612) 682.4581

.

San Antonio (H) 78284
7400 Merton Minter Blvd
- (512) 696-9660
San Antonio (0) 78285
307 Dwyer Ave
{512) 226-7661

San Antonto (OC) 78285
307 Dwyer Ave.
(612) 225-5511

O
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UTAH

Salt Lake City (RO) 84138

Federal Bldg

1258 State St
«If you hive 1n the local telephone area of
Ogdén — 399-4433

Provo/Ore[n — 375-2902 N
Salt Lake City — 524.5960

All other Utah areas — (800) 662-9163

‘Salt Lake City (H&NHC) 84148
500 Foothill Drive
(8011 582-1565

VERMONT

Whte Ryver Junctidn (RO) 05001

If you live 1n the local telephone area of
White River Junction —.295.9363: .
All other Vermont areas — (800) 622-4134

&NHC) 05001

.

White River Junction (H
(802) 295.9363

VIRGINIA _

Hampton (H D&NHC) 23667
(804) 723-6501

Richmond (H) 23249
1201 Broad Rock Rd
(804) 231-9011
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Northern Virginia

Counties of Arhngton and Falrfax and the
cities of Alexandna. Fairfax. and Falls
Church.

RESOURCE GUIDE

Counties of Brooke. Hancock. Marshall and -
Ohio

Pittsburgh, PA (RO) 15222

1000 Laberty Ave

If you ] the local telephone area of
Washington, D C (RO) 20421 Wl);e:lul\‘:;e:-n%; l:c;l cepone area e ’
?r“ N ICaplwttht b’: E v . Other (800) 642-3520
ou liverin the above Virginia counties or s i
. —_m{u v, 1151 gima counties or <Hummxtou..Wy ROy
Ro:noke (RO) 24011 . {’{;mammg counties in West Virginia served
210 Franklyn Rd , 8W Huntington, (RO) 25701
. If you hive in the local telephone area of 640 Fourth Avenue
Hampton — 7227477 If you live 1n the local telephone area of
No#folk — 627-0441/0442 Charleston —-344;3531 -
® Richmond — 648-1621,1622 Huntington — 529-5720
Roanoke — 982-6440 All other areas in Wést Virginia — (800)
* Al other Virginia areas — (800) 542-5826 . 642.3520
Salem (H&NHC) 24153 . Huntmgwn (H) 25704 £~
(703) 982-2463 1540 Spring Valley Dr
WASHINGTON (304) 429-1381 .
Seattle (RO) 98174 gg;‘)';gg“ggég*&m 25401
4 Federal Bldg
. 915 2nd Ave Wheeling (OCS) 26003
If youlve-in-the-loeal-telophone-arenof 11th & Chaphne Sts
Everett - 259-9232 T (304) 234-0123 - .
Seattle — 624-7200 a R ¢
Spokgne — 747-3041 K “ N
Tacoma — 383-3851 WISCONSE:
Yakima — 248-7970 ‘ Madison (H»53705
All other Washington areas — (800) 552. 2500 Overlook Terrace S
7480 . (608) 256-1901 .
° .- Seattle (H) 98108 Milwaukee (RO) 53202 . -
4435 Beacon Ave., S, 342 N- Water St. \
(206) 762-1010 If you hive 1n the local wlephonegnrea of*
Bay —
Seattle (OCH) 98104 * e Y aaT. 9001 '
:‘r Smith Tower, 2nd & Yesler Milwaukee — 278-8680 v
(206) 442-5030° Racine — 637-6743
. Spokane (H).89208 +  All other Wisconsin areas — (800) 242.9025
N. 4815 Assembly St. Tomah (H&NHC) 54660
(509) 328-4521 o (608) 3723971
Tacoma (H&NHC) 98493 Wood (H,D&NHC) 53193 ‘
American Lake 5000 W. National Ave ’
(206) 588-2185 . . (414)384.2000
. t ’
Vancouver (FN\98661 ot ' ’
4 1206) 696-4061 WYOMING . e
Walla Walla (H) 99362 ; Cheyenne (RO) 82001 |
N 77 Wainwright Dr. 2360 E. Pershing Blvd
(509) 525-5200 If you hive 1n the local telephone areas of
. ‘- Cheyenne — 778.7550
. * WEST VIRGINIA - Al] other Wyoming areas — (800} 442- 2761
Beckley (H&NHC) 25801 Cheyenne (H&NHC) 82001
200 Veterans Ave - 2360 E “Pershing Blvds
. *  (304) 253-8383 . (307) 778-7550
Clarksburg (H) 26301 . Shenidan (H) 82801 "
(304) 923-3411 9 . " (307) 672.3473
: - v
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