
VA Homemaker and Home Health Aide Services – Michigan 
Guide (2026 Professional Edition) 

VA Homemaker/Home Health Aide (H/HHA) services are VA-authorized, task-based 

in-home support designed to keep Veterans independent in their own homes. For Michigan families, 

this program is often the difference between a Veteran remaining in their community or needing 

premature institutional care. 

This Michigan guide explains the real-world pathway—referral, assessment, authorization, 

scheduling, and renewals—so families know what to expect and where disruptions usually start. Unlike 

general benefits brochures that simply list eligibility criteria, this guide focuses on the *mechanics* of 

care delivery in our state, addressing the unique challenges of our geography, weather, and 

healthcare infrastructure. 

The goal is practical: align needs → authorized tasks → weekly schedule → documentation so the 

service can run smoothly over time. We move beyond the theory of eligibility into the reality of daily 

scheduling in Michigan's Community Care Network. 

Examples reference common Michigan touchpoints such as Ann Arbor, Detroit, Saginaw, and 

Battle Creek, and the VA Community Care Network mechanics where they apply. 

Expert lens — Sam Noor (Care Plan Inc.): 

“In my 14 years of managing home care in Michigan, I’ve seen that the families who 

succeed aren't necessarily the ones with the worst medical diagnoses. They are the ones 

who treat this like a project: they match their needs to authorized tasks, they build a 

weekly schedule that respects local staffing realities, and they keep the file consistent 

when plans change. This guide is your manual for doing exactly that.” 



At a glance: 

• What it is: Task-based in-home support for ADLs under a VA-authorized plan. 
• What it isn’t: Skilled nursing or unlimited on-demand home care. 

• What drives approvals: Clinical need, safety risk, local capacity, and care-team judgment. 

• What drives disruptions: Mismatched expectations (need → plan → schedule → documentation). 

• What helps families most: Describing needs as tasks + risk moments, keeping a simple home 

log, and communicating changes early. 

1. Overview and Scope 

1.1 Who this guide is for 

This guide is for Michigan Veterans, spouses, and family caregivers who need to start, 

stabilize, or renew VA-authorized H/HHA services and want a clear operational picture— what the 

VA authorizes, what agencies can deliver, and what families can control day to day. 

It is specifically written for three common family profiles we see in Michigan: 

• The Adult Child in Metro Detroit: Managing care for a parent in Southfield or Troy while juggling 

their own career. You need a reliable schedule that doesn't constantly break due to staffing gaps. 

• The Spouse in Rural Michigan: Caring for a partner in the Thumb, Northern Lower Peninsula, 

or UP where "local capacity" is a daily challenge. You need to understand how to work with limited agency 

options. 

• The Independent Veteran: Who wants to stay at home but realizes that ADL tasks like showering are 

becoming dangerous without a "battle buddy" present to prevent falls. 

It is also for readers who have been told “the VA can help at home,” but are unsure how eligibility, 

authorization, and renewal actually function. VA home care has its own operational rules, and 

confusion is one of the biggest drivers of delay. 



1.2 What this guide covers 

This guide covers how VA H/HHA is typically authorized and delivered in Michigan: what services 

look like in the home, how tasks are written, how hours are set, how schedules are built, and what to 

document for renewals. 

We will explain the specific workflows for requesting care, interacting with the Community Care 

Network (CCN), and managing the day-to-day reality of aides coming into your home. 

Out of scope: This guide does not cover skilled home health (nursing/therapy) or separate VA benefits 

such as Respite Care (though we link to resources for those). 

Because this is a Michigan-focused guide, it also includes practical context related to VA operations 

that Michigan families commonly encounter—especially how VA Community Care can be used 

for service delivery, and how local realities (travel distance, winter disruptions, staffing 

availability) affect scheduling and continuity. 

Michigan Capacity Note: Service delivery is always subject to **local capacity** and 
**staffing availability**. This is particularly relevant for families in rural areas or 
high-demand zones served by VA Ann Arbor, Detroit, and Battle Creek. Authorization 
does not guarantee immediate staffing if local agencies are at capacity. 

2. H/HHA in Plain English: What It Is—and What It Isn’t 

2.1 A simple definition 

VA Homemaker/Home Health Aide (H/HHA) services are non-skilled in-home supports that help a 

Veteran live safely at home when daily routines have become difficult or unsafe. It is one of the most valuable, 

yet misunderstood, benefits available to aging Veterans. 

In plain language: it is authorized help with the practical tasks of daily living—especially 

bathing, dressing, toileting, transferring, eating, and safety-oriented routines that support 

those tasks. 



The detail that matters most operationally is that H/HHA is plan-driven. The VA (or VA-directed 

Community Care processes) authorizes a specific service pattern, and the agency 

delivering the service documents what was completed against that plan. It is not a blank check for 

help; it is a specific order for specific actions. 

2.2 How the service typically functions 

Most families experience H/HHA as scheduled visits or short shifts that occur on specific days and 

times. The aide’s responsibilities are tied to the authorized task list—hands-on ADL help, standby 

assistance, cueing, and basic homemaker tasks that support a safe home environment. 

H/HHA is not structured as “call whenever you want help.” It functions more like a consistent, repeatable 

service routine. That repeatability is what allows VA teams and contracted agencies to coordinate schedules, 

maintain documentation, and review the plan at renewal. 

Local operations vary significantly across the state. The same general benefit can look different 

depending on facility workflows, community capacity, and geography. In Michigan, travel 

distance and winter conditions can become real scheduling constraints, especially outside dense 

metro areas like Detroit or Grand Rapids. 

2.3 The most common misunderstandings (Myth → Reality) 

• Myth 1: “The VA pays for unlimited home care.” Reality: H/HHA is authorized based on clinical 

need and is typically reviewed periodically. Hours can be set, adjusted, or reduced if the care plan changes, 

the Veteran’s condition changes, or local capacity cannot support the same schedule. It is rarely 24/7 

coverage. 

• Myth 2: “Any doctor note automatically creates hours.” Reality: Provider recommendations are 

important, but authorization is usually built through a care-team process (often Social Work or a dedicated 

committee) that translates functional limitations into tasks, visit frequency, and safety requirements. 

• Myth 3: “Documentation is optional if the need is obvious.” Reality: VA-authorized services 

run on verifiable records. Documentation gaps often surface at renewal, after 



hospitalizations, or when schedule disruptions require plan updates. If it isn't 

documented, in the eyes of the VA, it didn't happen. 

3. Eligibility Triggers: How VA Decides a Veteran Needs H/HHA 

This section explains eligibility in operational language: what the VA team is typically evaluating 

and how families can describe the situation clearly. The goal is not to argue for hours. The goal is to 

help the plan-of-care match real risk and real daily routines. 

3.1 Baseline requirements (high-level, factual) 

At a high level, the Veteran generally needs to be enrolled in VA health care, and the care team must 

determine that H/HHA is clinically appropriate to support safe functioning at home. This usually 

involves a formal assessment by a primary care provider, social worker, or interdisciplinary team. 

Availability and local operations can vary, so timing and staffing can look different across Michigan 

regions. Copays may apply depending on the Veteran’s service-connected status and eligibility 

category. 

2026 Financial Update (Asset Thresholds): For families filling out financial assessments (such as VA 
Form 10-10EC), note that the **2026 Community Spouse Resource Allowance (CSRA)** is 
**$162,660**. This figure is a critical benchmark for determining how assets are counted for married 
Veterans. Always verify current figures with your VA social worker. 

3.2 Functional triggers: ADLs as the “common language” 

Most VA home-care decisions start with function. The care team is trying to determine which daily 

routines are unsafe or not reliably achievable without help. That practical framing matters because 

authorizations are built around tasks, not general statements like “he needs more care.” 

For many Veterans, the trigger shows up as ADL limitations—specifically: 

• Bathing (safely entering/exiting, washing) 
• Dressing (lower body, buttons, stability) 
• Toileting (hygiene, transfer safety, incontinence care) 
• Transfers (moving from bed to chair, standing up) 
• Eating (physical ability to feed oneself) 



Even when mobility is the main issue, it often becomes an ADL problem because falls and transfers 

are where harm occurs. A Veteran might be able to wash themselves but cannot safely step into the 

tub without a fall risk—that is a qualifying ADL trigger. 

When you describe an ADL problem, include four practical elements: (1) what task is unsafe, (2) 

why it becomes unsafe, (3) what happens on a bad day, and (4) how often it occurs. This allows 

the care team to translate need into a structured visit routine. 

Example framing: “Bathing is unsafe because he cannot stand steadily in the shower; he has had two 

near-falls in the last month; he needs hands-on support for entry/exit and washing lower body; 

mornings are highest risk.” 

3.3 IADL-type support and homemaker tasks 

H/HHA can include homemaker-type supports when they are tied to safety and basic functioning—such as 

light housekeeping that reduces fall hazards, simple meal preparation to maintain nutrition, and routine support 

that stabilizes the home environment. 

The boundary matters. Homemaker services are usually not intended to replace full housekeeping or 

deep cleaning. In practice, plans often focus on small, repeatable tasks that protect safety and prevent 

the environment from becoming unmanageable. For example, laundry assistance might be authorized if 

the Veteran is incontinent and needs clean bedding to prevent skin breakdown. 

3.4 Isolation, caregiver burden, and safety context 

Many Veterans do not have a stable caregiver network that can cover every unsafe moment. Even 

when family is involved, caregiver fatigue can become a safety issue: missed hygiene routines, skipped 

meals, rushed transfers, and poor adherence to safe mobility setups. 

Operationally, caregiver context tends to shape the plan-of-care conversation. The care team may 

consider what support is realistically available at home and how H/HHA visits can stabilize the 

highest-risk routines. This does not mean the VA guarantees full replacement coverage. It means the 

plan is built around realistic daily life. 

4. What H/HHA Can Include (Covered Support Categories) 

4.1 Personal care assistance 



Personal care assistance is typically the core of H/HHA. This includes hands-on help, standby 

assistance, or cueing for ADLs such as bathing, dressing, toileting, transferring, and eating. 

In practice, aides often help with the setup that makes ADLs safer: getting supplies ready, ensuring stable 

footing, supporting safe entry/exit from the bathroom, and keeping routines predictable. Families often 

notice that the VA plan is task-specific. When the plan says “bathing support,” it usually implies a 

defined routine within the visit—rather than a general promise of time. 

4.2 Homemaker support (light, safety-linked tasks) 

Homemaker support can include light housekeeping tasks that support safety and basic functioning. 

Examples often include tidying high-traffic areas, reducing trip hazards, simple meal preparation, and 

other routine supports that keep the environment stable. 

The most important operational point is that homemaker support is usually tied to function and 

safety, not to aesthetic standards. Families should expect the scope to be realistic and repeatable, and 

they should ask early which tasks are actually included in the authorized plan. 

4.3 Cueing, routine support, and safety-oriented tasks 

Some Veterans need cueing or supervision to complete routines safely—especially when fatigue, mild 

cognitive decline, or medication side effects make judgment inconsistent. When authorized, H/HHA 

visits may include routine prompting, safety checks as part of the visit, and structured support that 

helps the Veteran stay on track. 

Note on Medications: Aides may provide reminders or prompts when included in the plan, but H/HHA is 

not intended to replace skilled medication administration. Keep the language consistent with “reminders” and 

“routine prompts,” and route clinical medication questions to the VA team. 

4.4 How to describe needs so the plan matches reality 

When families say “we need more help,” the VA team still needs to translate that statement into an 

authorized plan. The easiest way to help them do that is to describe need in a consistent framework. 



Use five elements: Task, Trigger, Risk, Frequency, and Time-of-day constraints. 

• Task: What specific routine needs help (bathing, toileting, transfer setup, meal prep). 

• Trigger: When the routine becomes unsafe (fatigue, pain flare, unsteady gait, confusion). 
• Risk: What happens without help (falls, missed hygiene, accidents, unsafe stove use). 
• Frequency: How often the risk occurs (daily, 3×/week, episodic but predictable). 
• Time-of-day: Morning hygiene vs evening toileting vs post-therapy fatigue windows. 

This approach is not an advocacy tactic. It is a communication tool that reduces misunderstandings 

and helps the care team build a plan that an agency can schedule and document. 

5. What H/HHA Does Not Include (Service Boundaries) 

5.1 Not skilled home health 

H/HHA is not skilled home health. Skilled nursing, wound care, injections, and therapy services follow 

different authorization pathways and different clinical oversight. 

If the Veteran needs skilled medical care at home, that conversation should be explicitly separated from 

H/HHA to avoid confusion in documentation and expectations. A simple rule: if the task requires 

clinical judgment or licensed intervention, it is not H/HHA. Mixing these up is a primary source of 

denied requests. 

5.2 Not adult day health care or unrelated VA programs 

VA offers a broader menu of home and community-based services. This guide does not cover adult day 

programs, unrelated caregiver benefits, or other VA pathways. Each program has its own rules, and 

mixing programs in one request often creates confusion and slows coordination. 

5.3 Not unlimited hours / not guaranteed continuity 

Even when H/HHA is approved, it is not guaranteed to remain identical forever. Hours can be limited, 

modified, or reduced based on reassessment outcomes, condition changes, safety issues, local 

capacity constraints, or documentation mismatches. 



This is not a warning meant to create anxiety. It is a practical reminder that stability usually comes 

from clear plans, consistent routines, and early communication when the situation changes. 

6. How Authorization Works in Michigan (Referral → Assessment → 
Authorization → Start of Care) 

Think of H/HHA as a workflow, not a one-time approval. Most Michigan families experience the 

benefit through a sequence: request → assessment → authorization → scheduling → ongoing review. 

When any step is unclear, delays and disruptions become more likely. 

6.1 Step 1 — Start the request through the VA care team 

Most requests begin with the Veteran’s VA care team (primary care, geriatrics, social work). Common 

entry points include primary care, geriatrics, social work, or care coordination. 

The goal of the first conversation is to clarify the functional situation and determine whether a 

home-care assessment is appropriate. Before the call, prepare a short “functional snapshot” that 

focuses on tasks and risk moments. 

Families who arrive with a clear task-based list often move faster because the care team can 

immediately map the request to an assessment plan. Michigan touchpoints frequently include VA Ann 

Arbor, VA Detroit, and VA Battle Creek. Which facility you interface with may influence workflow 

details, but the core logic remains similar. 

6.2 Step 2 — Assessment and plan-of-care logic 

The assessment is not just a box-check. It is the step where the VA translates real life into an operational 

plan. The care team is trying to determine: which tasks are unsafe, what support stabilizes function, and 

what visit pattern can realistically be delivered. 

Expect practical questions. The care team may ask which ADLs are unsafe alone, when the 

highest-risk moments occur, whether there have been falls, how the bathroom routine works, and what 

happens on the Veteran’s “bad days.” They may also ask about the home setup—stairs, grab bars, 

mobility devices. Answer in short, concrete statements. Overly long narratives can bury the core risks. 

6.3 Step 3 — Where Community Care fits (CCN Region 2 via Optum) 



In many cases, H/HHA is delivered by a community agency rather than directly by the VA facility. 

When that happens, the delivery pathway is often routed through VA Community Care. 

Community Care is the contract mechanism the VA uses to purchase care from community providers 

when appropriate and available. Operationally, the most important distinction is this: the VA still 

authorizes the care, but the community agency handles staffing, scheduling, and visit documentation 

under Community Care requirements. 

Michigan falls under Community Care Network (CCN) Region 2, and Regions 1–3 are 

administered through Optum for Community Care operations. In practice, this is why Michigan 

families may hear CCN language even when their day-to-day experience looks like a normal home 

care agency scheduling visits. 

6.4 Step 4 — What an authorization actually means 

An authorization is essentially the written definition of the service that will be paid for and tracked. It 

usually includes: the approved service type (H/HHA), the approved hours or visit pattern, the effective 

dates (authorization window), and documentation requirements. 

Families experience the authorization as limits and structure: which tasks can be performed, how often 

visits occur, and what happens when a visit is missed or rescheduled. When expectations are not 

aligned with the authorization, the first month often becomes unstable. 

6.5 Step 5 — Start-of-care timing and the first-week reality 

Start-of-care is rarely instant. Even after authorization, the agency needs to confirm coverage 

area, staffing availability, the home address and access instructions, and the Veteran’s schedule 

constraints. 

First-week schedules can shift as the agency tries to match staff to the authorized pattern. A practical 

first-week approach: treat scheduling as a coordination project. Confirm who the agency contacts for 

schedule changes, provide a short written task list, and keep a simple visit log. 



In Michigan, weather and travel time can disrupt start-of-care and early visits. Families should 

plan a backup coverage plan for the most safety-critical ADL windows, especially during winter. 

Sam’s Admin Tip: Use the "Task-Trigger-Risk" Framework. 

Don’t just ask for “more help.” To get an authorizable plan that works, explicitly 

connect the dots for the VA team: 

1.  The Task: (e.g., Showering) 
2.  The Trigger: (e.g., Dizziness upon standing / Unsteady gait) 
3.  The Risk: (e.g., High risk of falls on wet surfaces) 

This framework translates a family’s “need” into “clinical logic” that fits VA 

regulations. 

6.6 If the authorization doesn’t match the real need 

If the authorized plan does not match the Veteran’s reality, the most effective response is to ask for 

clarification and reassessment—not to escalate emotionally. 

Start by identifying the mismatch in operational terms: which tasks are missing, which risk windows are 

uncovered, and what safety outcomes have occurred (falls, toileting accidents, missed hygiene). Then 

ask a simple question: “What is the process to reassess and update the plan-of-care?” Keep records 

factual and brief. After hospitalizations, significant functional decline, or major caregiver changes, 

prompt updates are often necessary. 

7. Hours, Scheduling, and Continuity: What Michigan Families Usually 
Experience 

7.1 How authorized hours translate into shifts 

Authorized hours are usually delivered as a visit pattern—short shifts on specific days and times— 

rather than a block of time the family can redeploy freely. Many plans concentrate coverage around 

high-risk ADL windows, such as morning hygiene routines or evening toileting safety. 

Coverage gaps are common. They can occur because the authorization is limited, because staffing 

cannot cover every preferred hour, or because geography increases travel time. The 



Home logistics: parking, entry instructions, pets, supplies location, laundry/bathroom storage. • 

• Safety first: fall risks, bathroom setup, transfer method, mobility devices, and “do not do” notes. 

• Daily routine priorities: which ADLs must happen during the visit and in what order. 

• Cueing notes: if prompts are needed (memory, fatigue), include the wording that works best. 

safest planning approach is to identify which routines are most risky and ensure those routines are 

prioritized within the authorized schedule. 

7.2 Weekends, holidays, and staffing variability 

Weekends and holidays tend to be the most variable scheduling periods. Staffing may be tighter, 

and last-minute call-offs are more likely. Michigan weather can amplify this, especially when 

travel conditions are poor. 

Families should treat this variability as normal operational risk and plan a contingency routine for 

the highest-risk tasks. The goal is not to replace every hour. The goal is to prevent falls, unsafe 

bathroom routines, and avoidable crises when the schedule shifts. 

7.3 Continuity of aides (why it varies and how to stabilize it) 

Aide consistency can vary due to staffing constraints, turnover, and scheduling needs. Even strong 

agencies may need to rotate staff to fill authorized hours. This can feel disruptive, especially when the 

Veteran relies on routine and familiarity. 

The most effective stabilizers are practical: a written routine sheet, consistent home setup, and a 

prioritized task list. When a new aide arrives, the goal is to make the first visit succeed by reducing 

ambiguity about safety notes and the routine sequence. 

7.4 The one-page home care brief (a family tool that prevents drift) 

A simple one-page “home care brief” can reduce miscommunication across the VA team, the agency, 

and rotating aides. It should be short enough that anyone can use it within a minute. 

Suggested sections for the one-page brief: 



• Escalation plan: who to call for schedule issues, who to call for safety concerns, and emergency 

contacts. 

This tool is not “extra paperwork.” It is a coordination aid that reduces preventable 

misunderstandings and helps maintain continuity when staffing changes. 

8. Renewals, Reassessments, Reductions, and Discontinuations 

8.1 Authorization periods and renewals 

H/HHA services are typically authorized for a defined period and reviewed periodically. Renewals are 

the moment when documentation and consistency become most visible. 

If the care plan drifted away from real life—or if the family’s situation changed but was never 

communicated—renewal decisions become harder and disruptions become more likely. A practical 

renewal mindset: treat the last month of an authorization period as a time to summarize what happened 

—what tasks were delivered consistently, what changed in function, and what disruptions occurred. 

8.2 Common reasons hours may be reduced, paused, or changed 

Hours can change for many operational reasons. The most common categories include: 

• Functional change: improvement or decline that changes which tasks are appropriate and how often. 
• Hospitalization or facility stay: temporary pauses or restarts after discharge planning. 

• Local capacity constraints: staffing shortages, travel limits, or inability to cover certain time windows. 

• Documentation mismatches: recorded tasks not aligning with authorization or inconsistent visit 

verification. 

Families do not control every factor, especially capacity constraints. But they can control clarity: keep 

routines consistent, communicate changes early, and keep a simple log so the plan can be updated 

based on facts. 

8.3 How to respond operationally 

When hours are reduced or the schedule becomes unstable, the most productive response is to 

communicate in facts: “Here is what changed,” “here is the risk,” and “here is what is no 



longer safe without support.” Avoid long narratives and avoid mixing unrelated benefit programs 

into the same conversation. 

If a reassessment is needed, use your home log and task framework to summarize the most 

safety-relevant issues. After hospitalizations or major declines, request plan updates promptly so the 

authorization does not lag behind reality. 

9. Documentation Expectations (Keep It Simple, Verifiable, and Consistent) 

9.1 What matters most 

Documentation matters most when the system needs to verify that the authorized plan is being 

delivered as intended. The simplest operational principle is consistency between (1) what was 

authorized, (2) what was actually done, and (3) what was recorded. 

When those three drift apart, problems tend to show up during renewal, after a disruption, or when a 

schedule is restarted after hospitalization. 

9.2 Family-side documentation habits (a simple home log) 

Families do not need a complicated system. A simple home log is enough to preserve clarity during 

scheduling disruptions and renewals. Keep it brief and repeatable. 

• Date and time: scheduled vs actual arrival/departure (if known). 
• Aide present: yes/no; if no, reason (call-off, no-show, weather). 
• Tasks completed: 3–6 short items aligned to the plan-of-care. 
• Exceptions: refusal, safety incident, new symptoms, or changes in mobility. 

This log is for coordination, not conflict. It helps the family summarize reality clearly if 

reassessment is needed. 

9.3 Provider-side documentation awareness 

Families do not control agency charting or VA documentation rules. What they can influence is the 

stability of routines and the clarity of task expectations. When the home setup is consistent and the task 

list is clear, documentation is more likely to match what the VA authorized. 



If you notice recurring mismatches—tasks documented that were not performed, or important tasks 

omitted—flag it early and calmly. Early correction is easier than rebuilding clarity at renewal. 

10. Common Disruptions in Michigan—and How Families Reduce Them 

10.1 Authorization and plan mismatch 

Mismatch is the most common disruption: the aide arrives, but the tasks the family expects are not the 

tasks on the authorization. Or the plan is too narrow to cover the Veteran’s highest-risk routines. 

Prevention is simple and operational: confirm the authorized task list before start-of-care, provide a 

one-page routine sheet, and give early feedback during the first week if critical needs are uncovered. 

10.2 Scheduling disruptions (transportation, weather, staffing) 

Michigan scheduling disruptions are often logistical: winter storms, travel distance, road 

conditions, and local staffing availability. These issues are more visible outside dense urban 

corridors and during peak winter periods. 

The best family strategy is a contingency plan for critical ADL windows. Decide which tasks must 

happen even if a visit is missed (toileting safety, transfer assistance, bathing) and which tasks can be 

deferred (light housekeeping). That prioritization keeps safety stable when schedules shift. 

10.3 Communication drift 

Communication drift happens when updates are shared with one party but not another. The family tells 

the aide about a new fall, but the VA care team never hears it. Or the VA team updates the plan, but the 

agency schedule keeps running on old assumptions. 

A practical fix is “one source of truth”: one designated family contact, one written routine sheet, and 

one consistent method for reporting changes. Keep updates brief and factual so they are easy to 

transmit across teams. 

11. Michigan-Specific Context (Ann Arbor / Detroit / Battle Creek) 



11.1 Where Michigan Veterans typically interface with the VA system 

Michigan Veterans commonly interface with large VA medical centers such as VA Ann Arbor, VA 

Detroit, and VA Battle Creek. These facilities are frequent starting points for care coordination, 

referrals, and assessment workflows related to home-based services. 

This guide does not function as a facility directory. The practical takeaway is that facility workflows 

can influence timing and communication routes, so families should clarify who their primary point of 

contact is on the VA side. 

11.2 CCN Region 2 footprint and why it matters 

Michigan is within Community Care Network (CCN) Region 2. When H/HHA services are 

delivered through community agencies, CCN mechanics influence who schedules, how documentation 

is submitted, and how authorizations are administered. 

For families, the key is not the contract name. The key is the workflow: VA authorization remains 

central, but delivery and coordination may run through Community Care operations. This is why your 

calls may involve both VA contacts and agency coordinators. 

11.3 A practical Michigan planning note 

Plan for winter disruptions, travel time gaps, and the possibility that an agency’s local 

capacity may not match your preferred schedule immediately. Early confirmation of coverage 

area and backup plans for critical ADL windows reduce surprises. 

12. Where VA Respite Care Fits (Brief, Scope-Limited Context Only) 

12.1 One-paragraph definition 

VA Respite Care is designed to provide *temporary relief for caregivers*. It is a distinct benefit pathway that 

can be delivered in different settings depending on eligibility and local operations. 

Because respite is a separate vertical with its own rules, this guide covers it only as context. In some 

cases, caregiver relief can be supported through home-based services, but families should treat Respite 

as its own program and not assume that H/HHA automatically functions as respite coverage. 



Need detailed Respite info? 

If you are looking for caregiver relief specifically (rather than ongoing daily task 

support), please refer to the VA Respite Care – Michigan Guide. 

12.2 What this guide will not do 

This guide will not provide a deep dive on Respite Care eligibility, settings, or duration limits. A 

separate VA Respite Care – Michigan Guide will cover those details as a standalone resource. 

13. Practical Preparation Toolkit (Non-promotional, Family-facing) 

13.1 The 10-minute readiness checklist 

Before requesting or renewing H/HHA, gather a few pieces of information that make the 

assessment conversation faster and clearer: 

• ADL limitations list: which tasks are unsafe or not reliably completed. 
• Fall and safety concerns: recent falls, near-falls, bathroom risks, transfer risks. 
• Weekly schedule reality: when help is most needed and when caregivers are available. 
• Caregiver coverage map: who covers mornings, evenings, weekends; where gaps exist. 

• Financial Data (if applicable): Have your 2026 asset information ready (CSRA: $162,660) if spousal 

protections apply. 

13.2 Six questions families should ask the VA team or agency 

Short, practical questions reduce misunderstandings. Consider asking: 

• What tasks are authorized under H/HHA for this Veteran? 
• What is the expected visit pattern (days/times/shift length) and how flexible is it? 
• How are schedule changes communicated and who is the family point of contact? 
• What triggers reassessment and how does the renewal timeline work? 
• Who is the VA-side coordinator vs the agency-side coordinator for day-to-day issues? 

• What home documentation is recommended (if any) to support coordination and renewal clarity? 

13.3 Home setup basics that reduce disruptions 



CSRA (Community Spouse Resource Allowance): The amount of assets a spouse can keep 

($162,660 in 2026) while the Veteran receives certain benefits. 

• 

• Homemaker/Home Health Aide (H/HHA): Non-skilled in-home support authorized by VA to 

help eligible Veterans with ADLs and safety-oriented daily routines so they can live independently at 

home. 

• Activities of Daily Living (ADLs): Core self-care tasks such as bathing, dressing, eating, toileting, 

and transferring; functional limitations in ADLs commonly drive home-care planning. 

• Authorization: The VA-approved definition of services: service type, visit 

pattern/hours, effective dates, and required documentation. 

• Plan of Care: A structured description of tasks, frequency, and safety goals that guides how H/HHA 

visits are delivered and documented. 

• VA Community Care: A VA pathway that allows eligible Veterans to receive authorized care from 

community providers under VA rules and contracts. 

• Community Care Network (CCN): The contract network used by VA to purchase 

community-provider care through regional networks. 

• CCN Region 2: The CCN region that includes Michigan; regional structure affects administrative 

workflows and community-provider coordination. 

A few simple home setup steps can reduce the chance of canceled visits and improve safety during 

authorized tasks: 

• Clear pathways: remove loose rugs and trip hazards in high-traffic areas. 

• Bathroom readiness: supplies staged, stable footing, grab bars if available, towels accessible. 

• Transfer and mobility setup: mobility aids accessible; chair/bed height consistent; safe lighting. 

• Task supplies: keep hygiene supplies, laundry supplies, and meal prep basics in consistent locations. 

The goal is not “inspection.” The goal is to make it easy for aides to deliver the authorized plan safely 

and consistently. 

14. Key Terms (Glossary) 



• Renewal / Reassessment: Periodic review of need and delivery that can result in continuation, 

modification, reduction, or discontinuation of authorized services. 

15. Summary 

If you want VA H/HHA to run smoothly, focus on three alignment points: (1) tasks, (2) time windows, 

and (3) documentation. When those three match what the VA authorized, scheduling becomes easier 

and renewals are less disruptive. 

Most Michigan families run into trouble for predictable reasons—needs are described too broadly, the 

authorization is narrower than expected, and then the schedule can’t cover the highest-risk moments. 

The fix is rarely “more talking.” It is clearer task language, an early confirmation of the authorized task 

list, and a short home log that stays consistent week to week. 

Next steps for Michigan families (quick, practical): 

• Identify your VA point of contact (primary care, social work, care coordination). 
• Prepare a task-and-risk list focused on ADLs and the specific moments that are unsafe. 
• Confirm authorization details (tasks, visit pattern, effective dates) before start-of-care. 
• Create a one-page home care brief to reduce drift across teams. 

• Be realistic about local capacity: Plan contingencies for winter disruptions and the most 

critical ADL windows. 

16. FAQ 

Q1: How do we request VA H/HHA services in Michigan? 

A: Start with the Veteran’s VA care team. In many cases, the entry point is primary care, 

geriatrics, social work, or care coordination. The first goal is to clarify the functional situation and 

determine whether an assessment for in-home support is appropriate. 

Q2: Is H/HHA the same as skilled home health? 

A: No. H/HHA is non-skilled support focused on daily living routines and safety. Skilled home 

health involves clinical services such as nursing care, therapy, wound care, or other licensed 

interventions. 



Q3: What tasks are most commonly authorized under H/HHA? 

A: Most H/HHA plans concentrate on ADL support: bathing routines, dressing assistance, 

toileting safety, safe transfers, and meal-related support where functional limitations make eating or 

basic preparation difficult. 

Q4: How are hours determined, and how often are they reviewed? 

A: Hours are typically determined through the assessment and plan-of-care process. 

The care team translates functional limitations and safety risks into tasks, frequency, and a visit pattern 

that can realistically be delivered by local agencies. 

Q5: What if the schedule is inconsistent or aides change frequently? 

A: Scheduling variability can happen due to staffing constraints, travel distances, and 

last-minute call-offs. Aide changes can also occur because agencies rotate staff to cover 

authorized hours. Use a one-page routine sheet to help new aides stabilize the service quickly. 

Q6: Does Community Care (CCN) change eligibility rules? 

A: No, it changes delivery mechanics. The VA remains responsible for determining whether 

H/HHA is appropriate and what is authorized. When services are delivered by a community 

agency, the agency manages staffing, scheduling, and documentation under Community Care 

requirements. 

Q7: Can H/HHA be used for respite at home? 

A: H/HHA provides ongoing task support, not just caregiver breaks. VA Respite Care is 

a distinct benefit pathway designed specifically for caregiver relief. If caregiver burnout is the issue, ask 

for Respite specifically. 

Q8: What should we do after a hospitalization or major functional decline? 

A: Do not assume the existing plan fits. Notify the VA care team and the agency 

coordinator promptly. Use a short summary: what changed, which tasks are now unsafe, and what 

time-of-day windows are highest risk. 



Q9: Are there copays for H/HHA? 

A: Copays may apply. Note that for 2026 financial assessments involving a spouse, the CSRA 

limit is $162,660. Confirm your specific copay status with the VA care team. 

Q10: Which VA facilities commonly serve Michigan Veterans for this pathway? 

A: Common interfaces include VA Ann Arbor, VA Detroit, and VA Battle Creek. This 

guide is not a facility directory, but knowing your facility helps you identify the correct care 

coordination workflow. 

17. About the Expert (Sam Noor) 

Sam Noor is the CEO of Care Plan Inc., a Michigan home care agency. His team serves 

Veterans and older adults through a mix of VA-authorized care, Medicaid, Medicare-certified 

services, and private-pay support. 

In practice, Sam focuses on the operational side of keeping care stable: clear task scopes, clean 

scheduling ownership, and documentation that stays consistent across assessments, staffing changes, 

and renewals. 

This guide reflects that operational lens, with Michigan-specific context and practical steps families 

can use immediately. 

18. Disclaimer (Educational; Non-legal; Non-medical) 

This guide is educational and provides plain-English operational context for how VA 

Homemaker/Home Health Aide (H/HHA) services may run in Michigan. It is not medical 

advice, not legal advice, and not benefits advocacy guidance. 

VA eligibility determinations, authorizations, and scheduling mechanics can vary by facility, clinical 

assessment, local capacity, and community-delivery arrangements. VA also notes that services may 

vary by location and that a copay may be charged depending on service-connected disability 

status and VA rules. 



Important: Service delivery is subject to staffing availability. Authorization does not guarantee 

that a local agency has immediate capacity to staff every requested hour, especially in high-demand or 

rural Michigan areas. 

*2026 Financial Figures (CSRA $162,660) are based on projections and standards available at 

the time of writing; always confirm current figures with VA officials.* 


