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Central Office Financial Eligibility (COFE) Referral Template
Updated: April 22, 2026
Aging and People with Disabilities (APD) staff must use the email template below when submitting Oregon Project Independence – Medicaid (OPI-M) referrals to the Central Office Financial Eligibility (COFE) Team for initial eligibility or renewal. This process does not apply to Type B AAA offices. Incomplete referrals will be returned. 
Send referrals to: opim.financials@odhs.oregon.gov
Email template: 
Subject line: OPI-M Financial Eligibility Referral
Body: (Copy the following information into the body of the email)
First name: Select to enter text.
Last name: Select to enter text.
Prime: Select to enter text.
Date of request (DOR): Select to enter text.
Request type (select one):
☐ Initial Eligibility (New Application)
☐ If legally married, continuous period of care (CPC) date: Select to enter text.
☐ Renewal
ONE system coordination (see APD-PT-25-006):
Is the case also being processed in ONE for medical or LTC service eligibility?
☐ Yes
☐ No (select one):
☐ Signed 457D obtained (withdrawing from LTSS and SPPC)
☐ 540 sent (withdrawing from LTSS and SPPC)
☐ Case denied in ONE
Service eligibility:
Is the CA/PS Assessment complete?
☐ Yes, SPL: Select to enter text.
☐ Not yet
Required documents & verification:
☐ OPI-M application (wet or verbal signature narrated)
☐ AVS consent (select one):
   ☐ Consent form attached (wet signature required) 
   ☐ AVS completed in ONE for current application period
   ☐ No new AVS consent required (renewal)
   ☐ If legally married – AVS consent from spouse (select one):
☐ Obtained
☐ Not obtained – (include reason): Select to enter text.
☐ MSC 0231 – Authorized representative (if applicable)
☐ ECM is listed on OA case
ECM name (if not submitted by ECM): Select to enter text.
ECM email (if not submitted by ECM): Select to enter text.
Interview contact/representative information:
Who will complete the interview (select one):
☐ Applicant
☐ Authorized representative
  ☐ Form 231 in ONE
  ☐ Form 231 attached to email
☐ Responsible adult (applicant meets incapacity criteria in ORS 125.005)
Name of person completing interview: Select to enter text.
Relationship to applicant: Select to enter text.
Phone number: Select to enter text.
Notes: Select to enter text.
(Include any important information the COFE team needs to complete the interview. If none, leave blank.)

You can get this document in other languages, large print, braille or a format you prefer free of charge. Contact the Aging and People with Disabilities at apd.ltss@odhs.oregon.gov or 503-945-5600. We accept all relay calls.  
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