What is a WAIVER service?

· A WAIVER service is a non-medical service.

· The Waiver services are to provide an individual a service or support to maintain an individual in the community and out of an institutional setting. 

· A Waiver service is available for individuals who qualify for Medicaid and have services through one of the following programs. 
· Medicaid alone does not qualify someone for waiver services. Proof of disability and approval through the waiver services and program is needed. This comes in the form of a Notice of Decision or Letter of Eligibility. 
WNYIL staff you should know:

Questions regarding the following programs and eligibility can be answered with help from staff right here.

OPWDD eligibility or program related 352-8911 WNYIL MSC Supervisor

NHTD and TBI waiver and eligibility questions Coordinator of the OPEN DOOR x 203

MLTC and Medicaid Application Process MAAP Coordinator x 132

Health Home Director Application and eligibility can be directed towards x117 (until a new director is hired)

CDPAP intake and eligibility CDPAP Enrollment Coordinator x112 or Director 151
HARP programs and services can be answered by Peer Person Centered Goal Developer 179 x 144
I-CAN MLTC appeals and selections x 251

Things you can do to identify if a consumer is already receiving Waiver services or have eligibility… 

· Care Coordination, Medicaid Service Coordinator, Care Manager- The following are providers through the various waiver services and programs. These individuals document through an Individuals Service Plan/Plan of Care the services that they need to be successful in the community.
· Medicaid Service Coordinator=OPWDD

· Care Coordinator=TBI/NHTB or MLTC

· Care Manager/Care Coordinator=Health Home
· Individual Service Plan, Plan of Care, Person Centered Plan MLTC Plan are terms that you may here from an individual you are working with. If they are using these terms, they are receiving some form of coordination of care through a waiver service or program. These plans identify the frequency, duration, and provider of services.  
· Aide Services, Staff Person will identify if the individual is either receiving self-directed or traditional aide services or self directed services through OPWDD. 
· Notice of Decision – Letter of Eligibility- Will be receive by participant who is found eligible for services through OPWDD/NHTD and TBI. 
· E-paces with their permission can also be checked by appropriate agency staff, see your director. 
They may have or had been approved for services and are unaware…first things first do they have Medicaid? 

Medicaid and Denials…

If you are working with someone to access a waiver service or program and he or she do not have Medicaid, please contact MAAP Program Coordinator x130. 
If a person is denied, please review the letter with the consumer. Identify why the person was denied.
· Can more information be provided?

· Do they need to complete the appeals paperwork?

· Do they need to attend a fair hearing?
If approved for a waiver service or program please know how selecting a provider works…
· OPWDD eligibility – When someone becomes eligible they are able to select from a list of MSC providers. If at anytime they are unhappy with the agency providing services they can request a vendor change.

· RRDC eligibility – The list of vendors decides if they are willing to or able to work with the consumer sent to them from the RRDC at the same time the individual is sent a list of who they might like to work with. If there is a match they are good to go, otherwise it may delay the time in which the individual is picked up by an agency for care management. 

· MLTC eligibility – If the individual at anytime is unhappy with their provider, they should contact other MLTC organizations to make sure important things like provider and medications are covered under their plan. They should also review the list of all aspects of their program to ensure that the new MLTC has authorizations to work with all service providers they would like to maintain before making a change. 
· Health Home – Health Homes are county by county. An individual can see who provides care coordination in their county and select their provider. If at anytime they are unhappy with their care coordinator, they can change the staff, or go to another Health Home. Care Coordinator working with staff can assist in this communication of change, or the new provider of choice can assist as well.

LET’S GET STARTED

OPWDD – Office of People with Developmental Disabilities

Who Qualifies?

A person with a “Developmental Disability” 

OPWDD uses Section 1.03(22) of the New York State Mental Hygiene Law as the legal basis for eligibility for OPWDD 
“Developmental Disability” means a disability of a person who is: 

(A)
· Attributable to intellectual disabilities, cerebral palsy, epilepsy, neurological impairment, familial dysautonomia, or autism.

· Attributable to any other condition of a person found to be

· closely related to intellectual disabilities because such condition results in similar impairment of general intellectual functioning or adaptive behavior to that of intellectually disabled persons or requires treatment and services similar to those required for such persons; or

· Attributable to dyslexia resulting from a disability in (1) or (2).

· And
(B) 

· The person applying needs to be under the age of 22 or

· Needs documentation of the disability prior to 22 years of age 

(C)

· Has continued or can be expected to continue indefinitely; 

· And

(D)

· Constitutes a substantial handicap to such person’s ability to function normally in society.

· Each requirement in section (A) is interchangeable; but, at least one of those 3 must occur in combination with the requirements of (B), (C), and (D).  

· A+B=eligibility

· A+C=eligibility

· A+D=eligibility 

What is the application process? 

· Known has the “Front Door”

· Link to the FRONT DOOR PROCEDURE
· http://www3.opwdd.ny.gov/wp/images/6-3-13_resource_booklet_final_draft.pdf
Required documentation for Eligibility Determination:

· In order to determine if you are eligible for OPWDD services, the following information must be submitted to your local Developmental Disabilities Regional Office (DDRO) Eligibility Coordinator for review:

· A Psychological report within 3 years which includes an assessment of intellectual function (IQ) test This report should include all summary score from the assessment (Full Scale, Index, Part and Subtest Scores).

· For people with IQ scores above 60, an interpretive report of standardized assessment of adaptive score, including summary, composite, scale, and domain score is required.

· For people with IQ scores below 60, an adaptive assessment may be base on an interpretive report using information gathered from interviews with caregivers, records review and direct observation.

· An interpretive report of adaptive behavioral assessment results.

· For conditions other that intellectual (developmental) disability a medical or specialty report which includes health status and diagnostic findings to support diagnosis.

· A recent general medical report should be included in all eligibility requests. A social/developmental history, psychosocial report or other report, which shows that the person became disabled before the age of 22

And sometimes…

· In some cases, the DDRO may require additional information or further evaluations. The DDRO may recommend where additional assessment can be completed.

· We recommend that you work with the Eligibility Coordinator at you local DDRO to ensure that you have submitted a completed eligibility packet when requesting an eligibility determination. 

Acceptable Adaptive Assessments for OPWDD packet…

· Adaptive Behavior Assessment System

· v Vineland Adaptive Behavior Scales

· v The Motor Skills Domain only of the Scales of Independent Behavior

· v Other adaptive behavior measures are acceptable if they are comprehensive, structured, standardized and have up-to-date general population norms. Results from an instrument that is not on this list, but was given prior to the person reaching age 22, can be used to establish a past history of adaptive deficits during the developmental period."     

· Please make sure it is the 4th addition. 

If found eligible what services can I receive through the OPWDD waiver program? 

· Community Habilitation

· Day Habilitation

· Supported Employment

· Prevocational Services

· Respite

· Adaptive Devices

· Environmental Modifications

· Plan of Care Support Services

· Family Education and Training

· CSS-Self Determination

· Intensive Behavioral Support 

· There are also housing subsidies and transition funds for those moving independently into the community.
Information Updates to Come January of 2018 as MSC moves into a health home/care coordination. 

Nursing Home Transition Diversion (NHTD) and Traumatic Brain Injury (TBI)Waivers

Who Qualifies?

· 1915c Medicaid waivers are designed to provide services to a specific target population and there are two distinct waivers:
· Nursing Home Transition Diversion Waiver (NHTD)
· Traumatic Brain Injury Waiver (TBI)
TBI - §Individuals between the age of 18-64 upon application that require nursing home level of care due to their traumatic brain injury (TBI) 

NHTD-Individuals between the age of 18-64 upon application that have a physical disability or who are 65 or older and require nursing home level of care (NHTD).

· Both waivers are managed locally through the same Regional Resource Development Centers (RRDC) but with different staff.


· Both waivers serve individuals residing in the community (diversions) or individuals residing in nursing homes that are seeking to move back to the community (transitions). 

What is the application process?

Interested Parties must contact the local Regional Resource Developmental Centers (RRDC) who will conduct an intake and determine eligibility.
The RRDC will:
· Interview potential waiver participants;

· Assisting participants to access approved providers for Service Coordination;

· Review Service Plans for approval;

· Determine whether an application participant meets all non-financial requirements for the waiver;

· Maintains regional budget for waiver services; and

· Issues Notice of Decision forms to applicants to approve of deny waiver participation as necessary ongoing participations. 

RRDC Contact Information by County:

Erie, Chautauqua, Cattaraugus, Wyoming, Orleans and Niagara County

Ronald Fernandez, Director RRDS-NHTD/TBI

Main Phone Number: (716)408-3120

Fax Number (716)882-1289

www.headwayofwny.org
Headway of Western New York, Inc 

976 Delaware Ave, 

Buffalo, NY 14209

Ontario, Genesee and Yates 

Terri Mercado, Lead RRDS (NHTD)

Phone Number (585)368-3562

www.unityhealth.org
Unity Health System NHTD Waiver                                                                                    6th Floor Unity Health – St Mary’s Campus

89 Genesee Street                                                                

Rochester, NY 14611

Katie Lopez, Lead RRDZ (TBI)

Phone number (585)368-3833

Fax number (585)368-3567

www.unityhealth.org
Unity Health System  NHTD Waiver                                                                                    6th Floor Unity Health – St Mary’s Campus

89 Genesee Street                                                                

Rochester, NY 14611
What services can I receive through this waiver?

Waiver services are not provided in nursing homes. 
Care Coordination:
Waiver Services:
· Assistive Devise / Technology

· Environmental Modifications 

· Transportation – Non-Emergency Medical

· Congregated and/or home-delivered meal services

· Supervision and or cueing

· Moving Assistance 

· Community Transitional Services 

· Those available for long term care 

· Community Integrated Counseling

· Independent Living Skills Training

· Positive Behavioral Intervention and Support Services

· Structure day program

· Service Coordination
Current waiver services that will not be added to the existing managed care benefits package(s) because comparable services are currently approved under the current 1115 waiver or are available to members through other resources include:
· Nutrition/Nutritional Counseling;

· Respiratory Behavior Therapy;

· Respite;

· Wellness Counseling;

· Home Visits by Medical Personnel;

· Peer Mentoring; and

· Substance Use Counseling. 
Updates to come January of 2019. 
Health Homes

Who Qualifies?

· Do they have Two or more chronic conditions?

· Do they have One chronic condition and are at risk for a second? 

· Do they have a serious or persistent mental health diagnosis?
Questions to ask when trying to identify if someone should be referred to and may qualify for a health home.

· Do you have chronic or mental health conditions for which you need regular doctors care?

· Do you have a doctor you can see when you need to?

· How many times have you been in the emergency room or hospital in the past six months?

· Twelve months? 

· Do you have a safe place to live?

· Do you have someone in your life to help you whenever you need help?

· Do you have difficulty keeping medical appointments?
What is the application process?


· You can talk to your current service provider or you can contact a Health Home at any time to find out if you are eligible to enroll. (Provider doctor, counselor, psychologist, psychiatrist, specialist may have information to provide you)

· You may be referred to a Health Home by Medicaid or based on care and services you have already received. 

· Your Managed Care plan, doctor, specialist, hospital emergency room or discharge planner, or even Social Service District can refer you. 
You can also…

· You can also call for more information. The Medicaid Helpline toll-free line at 1-800-541-2831 or the New York State Department of Health’s Health Home Line 518-473-5569. 

· For a list of Health Homes in the county where you live or to receive services, please see the enclosed insert or go to health.ny.gov/ HealthHomesContacts 

· Health Homes are not the same from one County to the next so check with the NYS Department of Health for a full list of providers. 
What services are provided through a Health Home?
Once you are enrolled in a Health Home, you will have your own care manager. The care manager will work with you to set up a care plan and appointments and get the services you need to put you on the road to better health. Some of the services may be:

· health care providers

· mental health and substance abuse providers

· medications

· housing

· social services (such as food, benefits, and locating transportation) or, other community programs that will support and assist you.
· A ‘Health Home’ is not a place; it is a group of health care and service providers working together to make sure you get the care and services you need to stay healthy.
Please know that health homes are changing in how they can work with other waiver services and programs. Currently they are able to work with individuals who are linked with Managed Long Term Care and OPWDD consumers without case management/waiver services. 
Health Homes and HARP Health and Recovery Plans

Definition-Health and Recovery Plans will manage care for adults with significant behavioral health needs. They will facilitate the integration of physical health, mental health and substance use services for individuals requiring specialized approaches, expertise and protocols, which are not consistently found within most medical plans. 

Under this plan HCBS Home and Community Based Services are designed to provide the individual with a specialized scope of support services not currently covered under the State Plan. 

Anyone in a HARP will also receive Health Home Services. (this does not mean that everyone in a Health Home will receive HARP services)

Who is eligible for HARP?

· People must be 21 or older. 

· Be insured only by Medicaid and be eligible for Medicaid Managed Care. 

· People who are eligible will get a letter in the mail from NYS or NY Medicaid Choice. 
What is the enrollment process into a HARP?
1.
New York State (NYS) will identify people that are 
eligible for Health and Recovery Plans (HARP) based 
on a 
number of factors, including past Medicaid use.

2.
HARP eligible enrollees of a Medicaid Managed Care 
Organization that runs a HARP do not have to do 
anything to join. These people have received or will 
receive a notice from New York Medicaid Choice.

3.
They will be given 30 days to opt out or choose to 
enroll in another HARP

4.
HARP eligible enrollees of a Medicaid Managed Care 
Organization that does not offer a HARP must take 
action to join a HARP.

5.
These people have received or will receive a notice 
from New York State telling them how to join a HARP.

6.
Once enrolled in a HARP, members have 90 days to 
choose another HARP or return to their previous plan.

7.
After 90 days, members are locked in to their HARP of 
choice for 9 additional months.

8.
People enrolled in an HIV SNP will be able to receive BH 
HCBS services through the HIV SNP. They will be 
notified of their HARP eligibility by the NYS Enrollment 
Broker. The notice will inform these enrollees they may 
receive all services for which they are eligible through 
their current plan. 
Why is this important to us? 

· If someone mentions that they are in a HARP, there may be waiver services and supports that are available to them…some are services that we provided at our family of agencies.

· A question might be are you enrolled in a health home? If the answer is yes, the health home care manager will be able to assist them in accessing HCBS service and providers to help them develop an Individualized Service Plan. 

· If they are not enrolled in a Health Home, this is an opportunity to see if they are interested in hearing about one.
What services can a HARP enrolled individual receive?

· BH HCBS for eligible adults include the following:
Rehabilitation 
· Psychosocial Rehabilitation
· Residential Supports
· Community Support and Treatment (CPST)
Habilitation Services

Family Support and Training
Managed Stress, Prevent Crises
· Short-Term Crisis Respite

· Intensive Crisis Respite

Education Support Services
Peer Support Services

Non-medical Transportation
Employment Support Services
· Pre-vocational Services

· Transitional Employment

· Intensive Supported Employment

· On-going Supported Employment

Self-directed Care 2017(to be implemented later as a pilot program)
The following provides an in depth definition and the how to’s of delivering the above services.
https://www.omh.ny.gov/omhweb/bho/docs/hcbs-manual.pdf
Services an individual can access is based on the HARP eligibility code provided by MCO for eligibility. 

Managed Long Term Care (MLTC)
Who Qualifies? 

· have a chronic illness or disability that makes you eligible for services usually provided in a nursing home;

· are able to stay safely at home at the time you join the plan;

· are expected to need long-term care services for at least 120 days from the date you enroll;

· meet the age requirement of the plan (the age requirement for a PACE organization is 55 years old; for most other plans, the age requirement is 18 years old);

· live in the area served by the plan;

· have or are willing to change to a doctor who is willing to work with the plan; and

· have a way of paying that is accepted by the plan. All plans accept Medicaid. Some plans also accept Medicare and private pay. See the Managed Long-Term Care Plan Directory to find out which plans accept Medicaid, Medicare or private pay enrollees.

MLTC – Plans…

nhttps://www.health.ny.gov/health_care/managed_care/mltc/mltcplans.htm
There are several plans that serve various counties the link is listed above that will provide you with a completed list.

The list provides you:

· Name of Plan

· Plan Type

· Coverage

· Age Requirement

· Service County Area (s)

· Contact Information 
What is the application process to enroll in managed long-term care?

· To begin the process of enrolling in a PACE or MLTC plan, you, or someone on your behalf (family, friend, doctor), contacts the plan in your area. A staff person from the plan makes one or more visits to your home before you join to:

· explain to you the rules and responsibilities of plan membership;

· determine your eligibility for the plan;

· give you a copy of the member handbook and the plan’s provider network;

· assist you with completing the enrollment application and agreement;

· assist you with completing a Medicaid application, if needed;

· help you choose providers from the network of providers associated with the plan;

· set up a care plan with you by discussing your needs; and,

· answer any questions you may have.
What benefits are provided by MLTC plans? 

· Remember, having an MLTC plan does not affect an individual’s Medicare benefits. MLTC plans provide all Medicaid long-term care benefits in addition to dental, eye, hearing, and foot care. MLTC benefits include: 

· Home care (e.g., personal care, nursing care, physical and occupational therapy) 

· Adult day health care 

· Home-delivered meals, congregate meals 

· Medical equipment, durable medical equipment, eyeglasses, and hearing aids 

· Certain home modifications 

· Non-emergency medical transportation 

· Podiatry, audiology, dentistry, and optometry 

· Nursing home care 

· Care manager 
MLTC and Managed Care Organizations coming SOON (7/2017)

· Starting in July of 2017 additional services through MLTC and Managed Care Organizations (MCO) 
· Environmental Modification

· Vehicle Modification

· First Months Rent

· Moving Expenses

Additional Information for you to have… 

Definitions:

Environmental Modifications (E-mods) are internal and external physical adaptations to the home, which are necessary to ensure the health, welfare and safety of the waiver participant. These modifications enable the waiver participant to function with greater independence and prevent institutionalization.

Assistive technology device is defined as "any item, piece of equipment, or product system, whether acquired commercially off the shelf, modified, or customized, that is used to increase, maintain, or improve functional capabilities of an individual with a disability or to maintain independence and prevent institutionalization.


1.The importance of these definitions – A ramp can be both an Environmental Modification and Assistive Technology. The difference is on if it is an adaptation to the home? Does it need to be physically attached? EMODS can take longer since there are not a lot of contractors that want to complete or work on project since certain funding streams do not provide them enough up front money…AT can be completed with same justifications and an item like a ramp more easily purchased…We will leave it to the professionals, but is often times worth offering a different perspective, that will allow someone to transition safely, but more efficiently!


2.The other importance. Has ILS or Health Home 
providers someone may tell you their ramp needs repairs, their lift etcetera. This is a sign that they potentially have waiver services. Please have this checked through EPACES. Instead of you spending months seeking out resources to obtain the services and resources, you may need to just help them 
advocate through their current coordinator. 

The term “home and community-based long-term services and supports” (HCBS) refers to assistance with daily activities that generally helps older adults and people with disabilities to remain in their homes.

Medicaid Waiver programs help provide services to people who would otherwise be in an institution, nursing home, or hospital to receive long-term care in the community. Prior to 1991, the Federal Medicaid program paid for services only if a person lived in an institution.

Care coordination as the deliberate organization of patient care activities between two or more participants (including the patient) involved in a patient's care to facilitate the appropriate delivery of health care services. 
Waiver types and references… 
· Section 1115 Research & Demonstration Projects: States can apply for program flexibility to test new or existing approaches to financing and delivering Medicaid and CHIP.

· Section 1915(b) Managed Care Waivers: States can apply for waivers to provide services through managed care delivery systems or otherwise limit people’s choice of providers.

· Section 1915(c) Home and Community-Based Services Waivers: States can apply for waivers to provide long-term care services in home and community settings rather than institutional settings.

· Concurrent Section 1915(b) and 1915(c) Waivers: States can apply to simultaneously implement two types of waivers to provide a continuum of services to the elderly and people with disabilities, as long as all Federal requirements for both programs are met.

SOON TO COME FIDA

What is it? 

FIDA is a joint Medicare and Medicaid demonstration designed to integrate care for New Yorkers who have both Medicare and Medicaid and who reside in the targeted geographic area. Beneficiaries who choose to participate will receive both Medicare and Medicaid coverage, including Par D prescription drugs, from a single, integrated managed care plan. FIDA builds off the existing Managed Long Term Care (MLTC) program. FIDA will be jointly administer by the federal Centers for Medicare and Medicaid Services (CMS) and the New York State Department of Health (NYSDOH). 
In FIDA, participants will get all their covered Medicare and Medicaid services from one plan, including long-term services and supports (LTSS) and prescriptions drugs. Their FIDA plan will help improve the coordination of their Medicare and Medicaid benefits. 

Who is eligible for FIDA?
· FIDA builds upon the existing New York State Managed Long Term Care (MLTC) program. As such, the vast majority of people eligible for FIDA are already enrolled in a plan participating in the MLTC program. In general, individuals who meet all of the following criteria will be eligible to enroll in a FIDA Plan: 

· Reside in one of eight counties: Bronx, King, Nassau, New York, Queens, Richmond, Suffolk or Westchester; (This is where they have initially rolled it out)

· Age 21 or older at the time of enrollment;

· Entitled to benefits under Medicare Part A and enrolled in Medicare Part B and eligible to enrolled in Medicare Part B and eligible to enroll in Part D, and receiving full Medicaid benefits; and 

· Individuals must also meet one of the two following criteria;

· Require community based long-term care services for more than 120 days. 

· Be eligible for but not already receiving facility-based or community-based LTSS (“New to Services”). 
The reason this important to know… 
People are being encouraged to join FIDA…

· If a doctor is out of network of the MLTC that oversees their plan the plan will have to authorize their provider as an “Out-of-Network provider. 

· FIDA includes important continuity of care provisions: 

· All participant new to a FIDA plan will have a transition period during which they can continue course of treatment with their existing provider. The transition period will last for ninety days (90) from the time of enrollment or until the FIDA plan participant’s Person-Centered Service Plan is finalized and implemented, whichever is later. During the transition period, participant can maintain existing providers they’ve seen in the past 6 months, regardless of whether providers are in the FIDA Plans network. The FIDA plan must make reasonable efforts to bring these providers into the FIDA Plan network. 
· Participants new to a FIDA plan in an outpatient setting can receive upon to a 90 days temporary supply of drugs when a refill of a non-formulary drug is requested. Participants in long term care setting can receive at least 91 days (and up to 98 days).

· After the transition period, participants will need to see doctors and other providers in their FIDS plan’s network.
There are THREE exceptions to the transition period described above: 

i. if the participant is a resident of a nursing facility, he/she 
can continue to live in that nursing facility for the 
duration of FIDA, even if the nursing facility does not 
participate in FIDA plan network. For nursing facility 
services that are part of the traditional Medicaid 
benefits package, FIDA Plans will be required to pay out 
of network the Medicaid fee for service rate until at 
least… (date will be provided later) 

ii. If the participant is receiving services from a behavioral 
health provider at the time of his or her enrollment, 
he/she may continue to get services from that provider 
until treatment is complete, but not for more than two 
years. This is the case even if the provider does not 
participate in FIDA Plan’s network. The FIDA plan will 
receive payment for these services at last at applicable 
Medicaid fee for service rate. 

iii. If the participant’s care team or FIDA plan has approved 
the participant to see an out-of-network provider. 
Additional reasons to be familiar…

· Areas of the state will see “passive enrollment” consumers will be mailed information in the mail that will identify the plan that is going to become their plan, unless they actively participate in identifying and or applying for a different plan. 

· Signs you will see – there providers are no longer covered and they receive a bill of out of pocket expense. Their providers may identify they no longer except their insurance (if out of network, they won’t receive the same dollar amount as someone in network) 

· Consumers may identify that their prescription is no longer covered. This is already happening with Managed Care Organizations (aka) Blue Cross, Independent Health, Fidelis… who have been passively enrolling Medicaid recipients. 

Questions to ask a consumer to help them identify if they have been passively enrolled or signed up for a new Managed Care Organization. 
1- Did your doctor send you a letter, or call you to let you know that your insurance will no longer cover your appointments?

2- Has anyone stated that your doctor is out of network?

3- Has anyone mentioned that the provider is not covered under your plan?

4- Has anyone identified that your prescription is no longer covered by your insurance? 

5- Has the look of your insurance card changed?

6- Have you signed up with any insurance with or without incentive at the doctor’s office, hospital, community event etc? 

7- Did you receive a letter from an insurance provider? Did it mention passive enrollment? 

8- How long ago did any of the above occur? If recently you are able to help them get the 90 days of prescription coverage, two years of behavioral health treatment and three months of providers covered. If it has been longer than 90 days already, you will want to look at other MCO to see if their prescriptions and providers are covered under that plan, and help them enroll into a new plan that meets their needs. 

Department of Social Services Assistance and Programs:

http://otda.ny.gov/programs/apply/
How do I ask for a Fair Hearing?

How do I apply for Child Support Services?

How do I apply for the Supplemental Nutrition Assistance Program (SNAP)?

How do I apply for Temporary Assistance?

How do I apply for the Home Energy Assistance Program?

How do I apply for SSI/Social Security Disability?

http://otda.ny.gov/programs/temporary-assistance/
http://otda.ny.gov/programs/housing/
