IV-E Eligibility Documentation Sheet

GEORGIA DEPARTMENT OF HUMAN RESOURCES

Check one:

Initial Decision_____
 Review: _____  Interim Change: _____
Child’s Name: _____________________________

AU # _____________________________________________
Medicaid # ________________________________

	Court Order Language:

	Foster Care Placement:

	Age:



	Citizenship/Alienage

	Living with a Specified Relative

& Removal Household

	Parental Deprivation

	Family Resources &

Income (complete Form 239)


	AFDC Relatedness                                           

Criteria Met?                                                       

	Child’s Income &

Resources

(complete IV-E budget)

	Comments

	IV-E Eligibility Month: __________                 IV-E Eligible:    _____YES      _____ NO     _____ IV-E /SSI only   

IV-E Reimbursable:  _____YES  _____NO       Begin Date:_______________   End Date (if applicable)__________________

If not reimbursable, check all that apply:          ____IV-E Language              ____Custody              ____SSI 

 ____Age              ____Unapproved placement              ____Income/resources          ____Deprivation

Medicaid Eligibility:  _____YES  _____NO    Class of Assistance _________________________

MES Signature: ________________________________________________________________ Date: ________________


Note: Court Order Language, Foster Care Placement, Parental Deprivation & Child’s Income/Resources ONLY must be completed at Review

FORM  225 (R. 07/03)                                                                Original – MES                          Fax copy to SSCM or JPPS


