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1. Overview and Scope 

1.1 Who this guide is for 

This guide is designed for Michigan families who already have a CNA / Continental 

Casualty Company long-term care insurance policy and want to use it for in-home 

care. It is written for practical decision-making: how to recognize when a claim is 

likely to qualify, how to start a claim, and how to keep benefits flowing with clean 

documentation. It assumes a private long-term care insurance audience (not 

Medicaid), and it focuses on home-care use because that is how most claims begin. 

 

1.2 What this guide covers 

You will find a Michigan-focused explanation of how long-term care insurance 

typically works when care happens at home, and how the process looks under many 

CNA policy designs. You will also see what tends to be different about CNA in this 

four-carrier Michigan series: many CNA policies are legacy or group certificates, 

and definitions can vary more than people expect. 

This guide covers: 

•How CNA long-term care policies are commonly structured, including 

daily or monthly limits, benefit pools, and riders that affect home-care use. 

•What in-home services are typically covered under CNA contracts, and 

what documentation is usually required for reimbursement. 



 

   

•How eligibility is established through ADL limitations or cognitive 

impairment, and what evaluators tend to review during assessments. 

•How benefit triggers and practitioner certification work in practice, and 

why wording differences across CNA legacy policies matter. 

•How elimination periods are counted (calendar-day vs. service-day) and 

what that means for early out-of-pocket costs in Michigan. 

•How to start and maintain a CNA claim in Michigan, including a practical 

workflow for invoices, visit logs, and follow-up requests. 

•Common patterns that cause delays with CNA legacy certificates and group 

policies, and how to avoid them with clean, consistent records. 

•Practical habits that help Michigan families pace benefits over time and 

reduce avoidable back-and-forth with the carrier. 

1.3 How to Use This Guide  

You can read this guide from beginning to end if you are new to long-term care 

insurance and want a full picture of how things fit together. If you already have 

some familiarity with the topic, you may find it more useful to go directly to the 

sections that match your current question: 

• If you are deciding whether it is time to use the policy, start with “Eligibility: 

Functional and Cognitive Requirements.” 

• If you are concerned about out-of-pocket costs at the beginning of care, read 

“Elimination Period: Time Deductible Before Payments.” 

• If you are about to call in a claim, “Starting a CNA Claim in Michigan” and 

“Common Issues and How to Avoid Them” may be the most relevant. 

Throughout the guide, technical terms such as “Activities of Daily Living” and 

“elimination period” are explained in plain language. A short glossary near the end 



 

   

gathers these definitions in one place so you can refer back to them without 

searching through earlier sections. 

This document is not a substitute for the policy itself. The contract you hold 

governs what is and is not covered. However, by working through the sections that 

apply to you, you should have a clearer sense of what questions to ask, what 

information to gather, and how to work with care providers so that your benefits 

are used effectively. 

If you are unsure whether your situation qualifies, start with Section 5 

(Eligibility) and Section 6 (Benefit Triggers). If you are trying to forecast cash-

flow, go to Section 7 (Elimination Period) and then return to Section 2 (Michigan 

costs). If you are ready to open a claim, go to Section 8 (Starting a Claim) and keep 

Section 9 (Avoiding Delays) open as your checklist. If you are comparing carriers in 

this Michigan series, review Section 3.3 for the CNA-specific differences that change 

documentation and timing. 

2. Michigan Home-Care Context (Private Pay) 

Most long-term care insurance claims in Michigan begin at home, even when the policy 

ultimately supports other settings later. Your care schedule, the type of caregiver you hire, 

and the paperwork you keep will influence both qualification and how quickly benefits 

begin. 

Michigan also has meaningful regional variation: metro areas may have more agency 

options, while rural areas can face staffing constraints that shape the weekly schedule. 

options, while rural areas can face staffing constraints that shape the weekly schedule. 

2.1 Michigan Home Care Trends in Practice 

Michigan families often begin with limited help, such as a few visits each week, 

and then increase support as needs become more consistent. 



 

   

This matters because many policies pay up to a daily or monthly cap, so a 

schedule that looks affordable at first can become costly as hours expand. In 

practice, families also face operational constraints that shape the claim: agency 

minimum shifts, weekend coverage, and caregiver turnover. For CNA policies that 

are older or certificate-based, these scheduling details can also affect how a service 

day is counted during the elimination period. A second trend is documentation 

discipline: agencies increasingly use standardized visit notes, while independent 

caregiver records remain highly variable. 

When your policy is reimbursement-based, that documentation difference can 

become the difference between routine payment and repeated requests for 

“clarification.” 

2.2 Typical In-Home Care Cost Ranges in Michigan (Private-Pay) 

A helpful baseline is that non-medical in-home care in Michigan commonly 

prices in the low-to-mid $30s per hour range for many providers, with higher rates 

in some regions and for specialized schedules. 

When you translate that into a consistent weekly plan, full-time-equivalent 

home care can land in the mid-$70k range per year, with meaningful variation 

depending on how many hours are actually delivered. Agency support typically 

costs more than an independent caregiver, but agencies often provide stronger 

scheduling reliability and more standardized invoices. For context only, facility-

based care in Michigan tends to cost meaningfully more than part-time home care, 

and families often use home care first to delay higher-intensity settings. 

These figures are planning ranges rather than a quote, and your local market 

will vary. They are useful because they let you compare your likely monthly spend 

against your policy’s daily or monthly maximum, and then estimate the drawdown 

of your benefit pool. 



 

   

2.3 Why These Cost Patterns Matter for Policy Planning 

Many CNA long-term care policies were issued in earlier years, and some are 

structured as group certificates where the wording can differ from what families 

assume is “standard.” That variability makes budgeting more important, because the 

policy may define covered home care, qualified providers, and elimination 

period counting in a way that changes your out-of-pocket time window. The 

practical goal is to align three items from the start: care schedule, documentation, 

and the policy’s benefit limits. 

If you do that early, you are less likely to experience claim delays that effectively 

extend your waiting period. In this four-carrier series, CNA is the carrier where 

“check the certificate wording” is most critical before you assume how home care 

is counted and paid. 

3. Policy Structure: How CNA LTC Policies Are Built 

This section explains the policy features that most directly affect claim payment 

and timing. The key CNA takeaway is that older policies and certificates can vary, 

so you should confirm what your schedule of benefits and riders actually say 

before you commit to a care plan. 

3.1 Benefit Limits and Benefit Pools 

Most long-term care policies define a maximum benefit that can be paid over 

time, often described as a daily limit, a monthly limit, or a lifetime benefit pool. 

Some CNA certificates tie home care benefits to a percentage of the facility 

benefit, which can make the home care cap look different from what families 

expect when they only read the headline daily amount. Your best starting point is 

the schedule page that lists: the maximum benefit, the elimination period, and 

any inflation or benefit increase feature. 



 

   

A simple planning method is to convert your benefit limit into an expected 

monthly cap, then compare it to your care budget range. If your plan has inflation 

protection, the benefit may increase over time, but the practical question is still 

whether the monthly cap can keep pace with Michigan care costs. 

3.2  How CNA Pays Benefits (Reimbursement vs. Cash Benefit) 

Many CNA long-term care policies are reimbursement-based. In practice, this 

usually means: 

• Providers deliver care and issue itemized invoices or statements that 

clearly show dates, hours, and the services performed. 

• You submit invoices (or the provider submits them) after the 

elimination period rules have been satisfied for your policy. 

• CNA reviews the documentation and reimburses approved charges up 

to the daily or monthly cap, subject to the remaining benefit pool and any 

riders. 

Some CNA-era long-term care products in the market are indemnity (cash-

benefit) designs, which can pay a fixed amount once you qualify. Even then, the 

carrier may still require eligibility documentation and may define which types of 

providers count for day counting and reimbursement. 

Indemnity designs pay a set amount once eligibility is met, even if the month’s 

actual expense differs, but the policy can still require documentation that the 

insured remains eligible. 

In the CNA legacy market, it is common to see both approaches across different 

issue years and group plans, so you should confirm your benefit basis before you 

build a long-term schedule. If you are in a reimbursement design, the quality of 

invoices and care logs becomes a primary driver of whether payment is smooth or 

delayed. Also note timing: reimbursement designs often pay after services are 



 

   

delivered, so families should plan for a cash-flow gap even after the elimination 

period is satisfied. 

3.3 CNA Policy Variations (Legacy Policies and Group Certificates) 

Compared with newer LTC programs, CNA is often encountered as a legacy block 

and as group long-term care certificates, which increases variation in wording and 

claim workflow. This is not a problem by itself, but it means you must treat your 

own certificate as the controlling document for definitions like qualified provider, 

plan of care, and what counts as a service day. 

Many CNA forms also include the concept of an alternate plan of care, which can 

allow payment for certain unlisted services or devices if a written plan is developed 

with care professionals and approved under policy terms. 

In this four-carrier Michigan series (Genworth, John Hancock, CNA, and 

RiverSource), CNA is the carrier where policy-to-policy differences are most likely 

to change the details of documentation and timing. 

Practical implication: when a family says “my friend’s LTC policy paid for X,” a 

CNA certificate may still require a different provider type, invoice format, or plan-

of-care wording for the same service. 

4. Home Care Services Commonly Covered 

Most in-home claims revolve around a small number of service categories, even 

if the paperwork uses different terms. The most important step is to align the 

services you purchase with the policy’s covered-service definitions, and to 

document them consistently. 

If your CNA certificate uses terms like “home care,” “home health care,” or 

“personal care,” read the definitions carefully because the same words can carry 

different coverage requirements across legacy plans. 



 

   

Common in-home services that may be covered once benefits are triggered 

include: 

·Personal care / ADL support such as bathing, dressing, toileting, 

transferring, and mobility assistance. 

·Homemaker services such as meal preparation, laundry, light 

housekeeping, and help maintaining a safe home environment. 

·Supervision / safety oversight when cognitive impairment creates risk 

and the insured cannot safely self-direct care. 

Some policies also include skilled services or therapy in limited circumstances 

when ordered as part of a plan of care. Transportation, general errands, and purely 

social companionship may be treated differently by different certificates, so avoid 

assuming they are covered without checking definitions. CNA-specific emphasis: 

Alternate Plan of Care Many CNA certificate forms highlight an alternate plan of 

care option, which can be valuable when a family’s best solution does not fit neatly 

into a standard service bucket. 

When it applies, the plan is usually written with health care professionals, approved 

by the physician, and accepted by the insurer under the certificate rules. If you are 

considering non-standard supports, this feature is one reason to keep your 

documentation more complete than “receipts only,” because you may need to show 

medical acceptability and a plan rationale. A strong alternate-plan request typically 

explains the problem being solved, the service being requested, and why it is a 

medically acceptable substitute for a more standard covered service. 

5. Eligibility (ADLs and Cognitive Impairment) 

Long-term care insurance generally pays based on functional need, not based on 

diagnosis alone. Your CNA policy will define eligibility, but most claim approvals are 

grounded in ADL limitation and/or cognitive impairment with safety risk. To 



 

   

reduce claim friction, document functional needs in practical terms: what the 

insured cannot do safely, what assistance is required, and how often it is required. 

5.1 ADL Eligibility (What Counts as Assistance) 

ADLs are basic self-care tasks such as bathing, dressing, eating, toileting, 

transferring, and continence. Eligibility often requires inability to perform a 

minimum number of ADLs without help, and the help must be substantial rather 

than occasional convenience. Assessors may distinguish between hands-on help, 

stand-by assistance, and cueing, so your documentation should describe the type 

of help being provided. For Michigan families, the practical question is whether the 

insured needs hands-on help most days, not whether they “struggle a bit.” 

If you are using an agency, ask whether they can provide an initial functional 

assessment summary that aligns with ADL language, because it often supports the 

physician documentation. 

5.2 Cognitive Eligibility (Supervision and Safety) 

Cognitive impairment claims focus on whether the insured needs substantial 

supervision to protect health and safety. It is rarely enough to list a diagnosis 

alone; assessors look for real-world safety risks such as wandering, medication 

errors, unsafe cooking, or inability to respond appropriately in emergencies. A 

strong file includes objective notes: a clinician’s evaluation, examples of unsafe 

events, and a care plan that explains what supervision is being provided and when. 

If you are hiring home care in Michigan for cognitive supervision, make sure the 

invoices and notes clearly describe supervision and safety monitoring, not only 

“companion care.” If the insured can perform ADLs but cannot stay safe alone, the 

supervision story must be explicit, because that is what triggers benefits in many 

cognitive-based claims. 

 



 

   

5.3 What Reviewers Typically Look For 

When a claim is filed, CNA (or its assessment nurses) reviews multiple 

sources of information together, rather than relying only on family reports. 

They typically examine: 

• Which ADLs the person cannot perform independently, and how often 

assistance is required. 

• Cognitive status, including diagnoses, test results, and notes about concrete 

safety risks. 

• Recent and ongoing documentation, such as physician or nurse 

assessments, therapy reports, care plans, and agency or caregiver logs showing 

dates, hours, and tasks. 

Long-term care benefits are usually approved only when there is clear functional 

or cognitive impairment and documentation that aligns with the policy wording. 

For Michigan families, keeping these records organized and up to date makes 

later claim reviews more straightforward. 

6. Benefit Triggers and Ongoing Proof 

A benefit trigger is the policy’s threshold for when benefits become payable, after the 

elimination period is satisfied. Most CNA long-term care contracts rely on ADL 

impairment and/or cognitive impairment supervision needs as the primary triggers. A 

good rule is to think of triggers as evidence thresholds: your file must make the trigger 

obvious to someone who does not live with the insured. 

6.1 Trigger Paths (ADLs vs. Cognitive/safety) 

An ADL-based trigger focuses on the insured’s inability to perform daily self-care 

tasks without substantial assistance. A cognitive / safety trigger focuses on the 

need for supervision because the insured cannot safely live independently. In 

Michigan home care, the trigger often becomes visible through daily patterns: 

repeated help with bathing and dressing, frequent transfers assistance, or daily 



 

   

supervision to prevent harm. The key is that triggers are functional, so your 

documentation must describe function rather than general statements like “needs 

more help.” 

Where CNA differs from some modern programs is that the certificate may 

specify additional definitions for what counts as a covered day or a qualified 

provider, which influences how the trigger is operationalized. 

6.2 Assessments and Documentation 

 When a claim is opened, CNA (or its long-term care administrator/assessment 

vendor) typically reviews multiple sources of information together, rather than 

relying only on family reports. They usually examine: 

 

• Clinical assessment findings — how the person actually performs ADLs, 

what type of help is needed (hands-on vs. stand-by), and any observed safety 

risks. 

• Medical and cognitive records — diagnoses, screening results, and recent 

physician or nurse notes that describe functional limits or supervision needs 

in concrete terms. 

• Care history and proof of services — a current plan of care, and agency or 

caregiver logs showing dates, hours, and tasks, plus invoices that match those 

logs. 

• Policy-specific requirements — whether the contract is a legacy individual 

policy or a group certificate, because documentation forms and provider 

criteria can differ across CNA policy versions. 

Benefits are approved only when need and documentation both align with the 

contract’s benefit-trigger wording. For Michigan families, keeping records 

organized and current makes follow-up questions easier to answer and reduces 

avoidable delays. 



 

   

 

6.3 Simple Instruction in Real Life  

1. Read the Eligibility and Benefit Triggers sections of your CNA policy to confirm how 

ADL and cognitive triggers are defined and how often proof must be updated. 

2. Ask the primary doctor (or treating clinician) to document specific ADL limitations or 

cognitive/safety risks, and to write a clear plan of care if ongoing support is needed. 

3. Collect recent records and care notes into one file: medical notes, assessments, and your 

first set of care logs and itemized invoices (even if care is just starting). 

4. Contact CNA/its administrator to open the claim once you believe triggers are met, 

and be ready to complete assessments and provide the documents they request. 

7. Elimination Period (EP): When CNA LTC Actually Begins to Pay 

In a CNA long-term care insurance policy, the elimination period (EP) is the waiting time 

between meeting the benefit triggers and when the policy starts paying or reimbursing 

covered long-term care expenses. During this window, you typically pay for care out of 

pocket. It works like a time-based deductible: instead of paying a lump sum up front, you 

must meet the EP day-count rule before benefits become payable. 

7.1 Policy Types (Calendar-Day vs. Service-Day Elimination Periods) 

Many CNA policies define the EP as a set number of days after you are certified as 

eligible, but how days count can vary by contract version. Some policies count 

calendar days once eligibility is established, while others count only service days 

when covered care is actually delivered. 

 

• In a calendar-day EP, the clock typically moves forward each day once 

eligibility is confirmed, even if there is no paid visit on a given day. 

• In a service-day EP, only days with covered, paid services count. Days with 



 

   

no care, or care that does not meet the policy’s provider rules, typically do not 

move the EP forward. 

Some legacy or group designs may apply different counting rules depending on 

home care vs. facility care, or may require specific documentation before a day is 

credited. The exact rule will be stated in the policy schedule or EP clause. 

7.2 What This Means for Michigan Home Care 

In Michigan, many families start with part-time care, such as a few days per week, because 

that matches both budget and current need. If your certificate counts service days, that 

part-time approach can extend the elimination period in calendar time, which increases 

out-of-pocket cost before benefits start. If your certificate counts calendar days, the 

elimination period may complete sooner, but you still must document that eligibility exists 

and that the plan of care is appropriate. 

The practical move is to choose a schedule that you can sustain, then document it cleanly, 

rather than repeatedly changing hours in a way that confuses the record. In some cases, 

families intentionally increase hours early to satisfy the elimination period sooner, then 

adjust to a sustainable long-term level after benefits begin 

. 

7.3 Why the Elimination Period Often Feels Longer 

Even after benefit triggers are met, some families find that the EP finishes later than 

expected. Common reasons include: 

 

• Irregular care schedules. In service-day designs, infrequent visits spread the EP 

across a longer stretch of calendar time because only documented, paid service days 

count. 

• Provider not recognized under the policy. Help from family members, 

neighbors, or caregivers who do not meet the policy’s provider definition may not 

count toward the EP, even if they provide most hands-on support. 



 

   

• Missing or unclear documentation. If invoices or visit notes do not clearly show 

dates, hours, and covered task categories, some days may be questioned or not 

credited. 

• Gaps in care or stale plans of care. Hospital stays, pauses in services, or an 

outdated plan of care can interrupt continuity and create extra review steps. 

• Late claim setup. Some contracts are stricter about what counts before the claim 

file is formally established, so delaying notification can increase administrative 

friction even if care already started. 

Understanding which days count, who qualifies as a provider, and what proof is 

required helps Michigan families plan realistically for the first phase of home-care 

spending and reduces surprises about when benefits actually begin. 

8. Starting a CAN Claim in Michigan  

The safest approach is to treat your CNA certificate as the guide for where and 

how to open the claim. Because CNA long-term care business includes legacy and 

group plans, intake channels and required forms can differ, so avoid relying on 

generic phone numbers found online. This is one of the clearest differences between 

CNA and more standardized carriers: certificate-specific instructions matter more 

for CNA, and wrong-path submissions can waste weeks. 

8.1 Step-by-Step Claim Intake 

 

Step 1: Locate the pages that list your certificate number, elimination period, and 

contact instructions for long-term care claims. 

Step 2: Collect a concise medical summary that describes functional limitations in ADL 

terms, and include any cognitive or safety concerns if applicable. 

Step 3: Draft a simple plan of care that matches the limitations and identifies who will 

provide care and when. 



 

   

Step 4: Open the claim and confirm the assessment process, including what documents 

are required and how day counting works for the elimination period. 

Step 5: Begin services and keep invoices and logs consistent with the plan, because 

reimbursement designs depend on clean matching between services and documentation. 

Step 6: If your situation needs non-standard services, ask whether an alternate plan of 

care request is appropriate under your certificate rules. 

Step 7: Establish a monthly claim rhythm: submit invoices on a consistent cadence, 

keep copies, and track what was submitted so you can respond quickly to requests. 

8.2 Preparing for the Nurse Assessment 

 

Before the assessment, write a short “day in the life” summary that describes what the 

insured can and cannot do without help. Use concrete examples, such as repeated need for 

assistance with bathing transfers or daily supervision to prevent unsafe wandering. Make 

sure your caregiver or agency understands the plan of care language, because their notes 

and invoices should reinforce the same story. For CNA certificates, confirm whether the 

assessor will evaluate provider type, because qualification may depend on how services 

are delivered and documented. 

During the assessment, focus on safety and function. Avoid minimizing needs, because the 

evaluation is designed to measure typical limitations, not to reward positivity. 

9. Avoiding Claim Delays or Denials 

Most long-term care claim problems are not caused by lack of need; they are caused by 

mismatch between the need, the plan, and the paperwork. CNA policies can be more 

sensitive to this mismatch because certificates may define covered services and providers 

with more variation. 

A practical way to think about denial risk is to ask: if a reviewer reads only my invoices 

and plan of care, will the benefit trigger be obvious and will the services look covered? 



 

   

9.1 Common Pitfalls 

• Thin medical documentation. If clinician notes do not clearly describe ADL limits 

or cognitive risks, reviewers may treat the situation as temporary. Ask providers to 

document what help is needed, how often, and why it is ongoing. 

• Care that does not match the policy. Some families hire whoever is available, 

then discover the policy credits only certain provider types. Confirm provider 

criteria before relying on EP credit or reimbursement. 

• Missing logs and invoices. In reimbursement designs and service-day EPs, each 

visit needs a clean paper trail (date, hours, tasks, provider). Days that cannot be 

documented may not count. 

• Late or fragmented claim filing. Delayed claim setup and piecemeal submissions 

can create extra follow-ups. It is usually more efficient to open a file early and 

submit a complete packet. 

• Inconsistent descriptions across records. If clinic notes, family reports, and 

agency logs describe very different levels of need, reviewers may question whether 

criteria are met. Keep language consistent and concrete. 

9.2 Practical Habits to Keep Things Moving 

·Start a claim folder early. 

Keep the policy schedule, claim forms, plan of care, invoices, and visit logs in one place 

so you can respond quickly if CNA requests clarification. 

· Use providers that can document care e cleanly. 

Many CNA policies are reimbursement-based, so itemized invoices and clear service 

descriptions matter. A provider who cannot document dates, hours, and tasks will slow the 

claim. 

· Keep invoices aligned with the plan n of care. 

When the plan says “ADL support” or “supervision,” your invoices and care notes should 

reflect the same language so the record reads as one consistent story. 

· Assign one family point person. One e organized contact reduces mixed messages across 

the doctor, the agency, and CNA, and helps keep deadlines and requests from being missed. 



 

   

 

9.3  Two Michigan Examples 

Case A:Part-time start, service-day counting. A family begins with a few visits per week to 

assist with bathing and dressing, and the insured is otherwise stable. 

If the certificate counts only qualifying service days, the elimination period can take 

longer in calendar time, so the family should budget for a longer out-of-pocket runway. A 

documentation win is to keep simple consistent logs and invoices that clearly show which 

days are qualifying, so day-count disputes do not add extra delay. 

  

Case B: Cognitive supervision, reimbursement design. A family hires daily supervision 

due to wandering risk, but invoices label the service as “companionship” without 

supervision language. 

The fix is documentation, not more hours: revise the plan and invoice language to reflect 

supervision and safety monitoring, and keep clinician notes aligned. A CNA-specific note is 

to confirm whether the certificate treats supervision as a covered service category or 

requires it to be tied to a “home care” definition; that wording influences how invoices 

should be framed. 

10. Using Benefits Effectively Over Time 

Once a claim is active, the goal is to keep benefits consistent and to avoid administrative 

interruptions that slow reimbursement. In Michigan, families often stretch benefits by 

balancing hours across weeks, coordinating family support, and using a plan-of-care 

approach that stays stable. 

Your policy’s daily or monthly maximum is not only a payment limit; it is also a planning 

tool that tells you how to structure care so the policy pays efficiently. 



 

   

10.1 Tracking Hours and Limits 

Translate your schedule into a monthly view, then compare it to your policy’s maximum 

benefit so you understand whether the policy will cover most costs or only a portion. If 

your certificate has a daily maximum, avoid highly uneven schedules that cause frequent 

“over-the-cap” days, because those spikes increase out-of-pocket spend. If your policy uses 

reimbursement, treat invoices as a monthly accounting file, not as a pile of receipts. A 

consistent schedule and clean invoices are the simplest way to keep CNA payments 

predictable. 

If your benefit pool is finite, track the remaining pool against your monthly spend so you 

can anticipate when benefits may reduce or end and plan alternatives early. 

10.2 Reassessments and Recertification 

Many claims involve reassessment over time, especially when care needs evolve 

or when the insurer reviews continued eligibility. Prepare by keeping physician 

notes current and by documenting stable limitations rather than only acute events. 

If the insured improves temporarily, document that context, because 

reassessments focus on functional ability over time. For CNA legacy policies, be 

ready to reference certificate definitions, because the reassessment may evaluate 

the same eligibility language used at the start. If reassessment introduces new 

documentation requests, respond by mapping each request to a specific document, 

rather than resubmitting the entire file. 

10.3 Family Caregivers (When Payment Is Possible) 

Families often ask whether a spouse or adult child can be paid as the caregiver under 

long-term care insurance. Under CNA certificates, this is highly policy-dependent, and 

even when allowed it usually requires specific documentation, caregiver qualifications, 

and clear time records. If family caregiving is not covered, you can still coordinate family 

support to reduce paid hours while keeping paid services focused on the highest-value ADL 

or supervision tasks. 



 

   

If you are considering a non-standard arrangement, the alternate plan of care option 

may be worth exploring when supported by a clear plan and medical rationale. A practical 

advantage of a well-structured family plan is that it can reduce burnout and help keep the 

paid-care schedule consistent, which also supports smoother claims administration. 

11. Michigan Resources (Private-Pay Relevant Only) 

Long-term care insurance works best when it is paired with practical local support, 

especially during the elimination period and early claim setup. Michigan has a statewide 

network of aging resources that can help families understand care options, caregiver 

support, and referrals. These resources do not replace your CNA benefits, but they can 

improve plan quality and reduce crisis-driven changes that create documentation 

problems. 

11.1 Dementia and Caregiver Support 

If your claim involves cognitive impairment, dementia-focused organizations 

can help with safety planning and caregiver education. These supports do not 

replace insurance benefits, but they can reduce crisis-driven decisions that 

destabilize a care plan. Use these resources to clarify supervision needs, home-

safety adjustments, and respite planning. Then align that plan with the CNA 

documentation requirements for supervision-based benefit triggers. 

11.2 Area Agencies on Aging (AAA network) 

Michigan’s Area Agencies on Aging network can help with care navigation, 

caregiver resources, benefits counseling, and referrals to local programs. For long-

term care insurance families, AAA support is often most helpful at two points: 

during the elimination period and when care needs increase. AAA services vary by 

region, but the common value is structured guidance before a family reaches a crisis 

point. Using AAA guidance can also help families keep their plan of care stable, 

which supports cleaner insurance documentation. 



 

   

If you are coordinating care from out of state, AAA guidance can also help you 

find reliable local contacts and reduce trial-and-error hiring. 

11.3 Finding Documentation-Friendly Providers 

When selecting a provider, the key insurance question is not only quality of care, but 

whether the provider’s documentation will meet policy requirements. Agencies often 

provide more standardized invoices and care notes, while independent caregivers can vary 

widely in recordkeeping. If you use an independent caregiver, establish documentation 

expectations from day one so invoices describe covered services, hours, and dates clearly. 

For CNA certificates, also confirm whether the policy defines “qualified provider” in a 

way that affects who you can hire. 

A simple test is to ask a provider to show an example invoice format (with personal 

information removed) so you can confirm it contains the elements needed for 

reimbursement. 

11.4 Using Resources Alongside Your Policy 

Use local resources to stabilize your plan and reduce caregiver burnout, 

especially if you are relying on daily supervision or frequent ADL support. A stable 

plan of care is not only better for families, it also reduces claim friction because 

documentation remains consistent. If resources lead you to a new service model, 

consider whether it fits the CNA covered-service definition or whether an alternate 

plan of care request is appropriate. Treat your plan as a coordinated system: 

Michigan resources support the family, and the CNA policy supports the paid care 

structure. 

If a resource suggests a short-term intervention (respite, adult day programs, 

or caregiver training), document how it supports the same safety or ADL needs 

your claim is based on. 



 

   

12.Key Terms (Glossary) 

 

ADLs (Activities of Daily Living) — Basic self-care tasks used to evaluate functional need, 

often including bathing, dressing, eating, toileting, transferring, and continence. 

Benefit Trigger — The policy-defined threshold that must be met (such as ADL 

impairment or cognitive supervision need) before benefits become payable, after the 

elimination period is satisfied. 

Elimination Period (Waiting Period) — A required period of time or days that must be 

satisfied after eligibility is established before benefits begin. 

Calendar-day vs. Service-day — Two common ways an elimination period may be 

counted; service-day designs often extend calendar time when care is part-time. 

Plan of Care — A written outline of the type, frequency, and purpose of care services that 

supports both eligibility and claims administration. 

Reimbursement — A benefit design that pays based on actual covered expenses up to a 

maximum, typically requiring invoices and proof of services. 

Indemnity — A benefit design that pays a set amount once eligibility is met, though 

documentation of ongoing eligibility may still be required. 

Alternate Plan of Care — A policy feature in some CNA forms that may allow coverage for 

certain unlisted services or devices under an approved written plan. 

Qualified Provider — A policy-defined requirement describing who can deliver 

covered services and what credentials or documentation may be required. 

Service Documentation — Care notes, logs, and invoices that show what was done, when 

it was done, and how it ties to covered-service definitions and benefit triggers. 



 

   

13. Summary 

If you are using CNA long-term care insurance for Michigan home care, focus on three 

priorities from day one: eligibility clarity, elimination-period strategy, and documentation 

consistency. CNA policies are often legacy or group certificates, so confirm your contract 

definitions for provider type, covered services, and day counting before you commit to a 

schedule. Budget using planning ranges for Michigan home care costs, and compare those 

ranges against your daily or monthly maximum so you understand expected out-of-pocket 

exposure. 

Open the claim early, keep a stable plan of care, and make invoices and caregiver notes 

reinforce the same functional story to reduce delays. Finally, consider whether an alternate 

plan of care request is appropriate if your best solution does not fit a standard category, 

and document the medical rationale clearly. If you follow those steps, you can usually 

reduce the “administrative drag” that causes families to feel their policy is not working, 

when the real problem is mismatched paperwork. 

14. FAQ 

Q1. Are CNA long-term care policies mostly individual or group in Michigan? 

A. Both exist, but many families encounter legacy policies and group certificates. The 

practical impact is that definitions and claim instructions can vary by issue year and plan. 

Q2. How do I know whether my CNA policy is reimbursement or indemnity?  

A. Check your schedule of benefits and certificate wording. If payment depends on 

invoices and proof of expenses, it is typically reimbursement; if it pays a set amount once 

eligible, it may be indemnity. 

Q3. What is the single most important document for starting my claim? 

A. Your certificate pages that list claim contact instructions, the elimination period, and 

benefit limits. For CNA group certificates, those pages usually govern the correct intake 

channel and forms. 

Q4. Why does my elimination period feel longer than expected? 

A. Part-time schedules can stretch the timeline when counting is service-day based. 



 

   

Administrative delays can also extend your out-of-pocket window when records, invoices, 

or provider qualifications are unclear. 

Q5. Does CNA cover supervision for cognitive impairment at home? 

A. Many policies can, but approval depends on documented safety risk and the need for 

substantial supervision. Your plan of care and documentation should describe 

supervision and safety monitoring clearly. 

Q6. Can long-term care insurance pay family caregivers under CNA? 

A. It is policy-dependent. Some certificates restrict payment to certain provider types, 

while others may allow payment with conditions, documentation, and qualified 

arrangements. 

Q7. What is an alternate plan of care, and when should I use it? 

A. It is an option in some CNA forms that may allow coverage for certain unlisted services 

or devices under an approved written plan. It is most useful when standard covered-

service categories do not fit your best solution. 

Q8. What is the simplest way to reduce CNA claim delays in Michigan? 

A. Keep a stable plan of care and make every invoice and care note match it. Consistent 

wording that ties services to ADLs or supervision needs is more valuable than a large 

volume of unorganized paperwork. 
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