DEPARTMENT OF HUMAN RESOURCES

DIVISION OF FAMILY AND CHILDREN SERVICES

MEDICALLY NEEDY OPTION STATEMENT

You have notified the Department of Family and Children Services that you owe a medical bill 

to ___________________________________________ in the amount of $_______________.  

                        (name of medical provider)

You have the two options regarding this unpaid medical bill.  Please choose one of the following:


______
I request that Medicaid pay the above listed bill.  I understand that by

(initial)
choosing this option, this bill cannot be used to meet my ongoing spend-down.

______
I request that this bill be used to meet my ongoing spend-down.  I understand that

(initial)
by choosing this option, Medicaid will not pay this bill and I will remain responsible for the bill.

Please note:  Your decision regarding this bill is final.  Once a bill has been paid or used to meet ongoing spend-down, it cannot be used again for any other Medicaid purpose.

________________________________________________
__________________
Signature – Applicant/Recipient or Personal Representative

Date

________________________________________________
__________________
Applicant/Recipient Name (please print)



Client ID #

________________________________________________
__________________
Signature – Caseworker





Date

________________________________________________
__________________
Caseworker Name (please print)




Caseload Number

