Georgia Department of Human Resources

Division of Family and Children Services


Allowance for Non-covered Services (Medicaid) 

Incurred Medical Expense Verification Form

	(Name of Recipient)
	(Medicaid ID Number or Social Security #)



	

	Information for the Recipient:

If you pay for or owe for a medical service because Medicaid would not pay for this service, you may ask that Medicaid allow you to keep some of your income to cover the cost of the service.  If you owe for this medical service, then you can pay the medical care provider for the service if you are allowed.

This only applies to a medical service that is known as a non-Medicaid covered service.  Your medical care provider can tell you if this expense is known as a non-covered service.

Ask your medical care provider to complete this form for you.  You should return the completed form to your county Department of Family and Children Services by _________________(MM/DD/YY).

	

	Information for the Medical Care Provider:

If you provide a medical service to this recipient and you know that the service is a non-Medicaid covered service, you should know that Medicaid may allow this recipient to keep some extra income to cover the cost of some or all of this service.  If the recipient owes you for this service, you will be responsible for seeing that the recipient pays you if Medicaid allows this recipient to keep the extra income.  Please note that it can take up to four (4) months before this recipient would have the extra income available.

Please provide the information requested below describing the non-covered service that was provided to this recipient.

Note: If you are a nursing home provider, all services covered under the Medicaid reimbursement rate, including 

          over-the-counter drugs, are considered covered services.  If you are a pharmacy provider, multi-source drugs are 

         considered a covered service.  This form should not be completed if you provide this recipient with a Medicaid 

         covered service.



	

	(Name of Person Receiving Service)
	(Date Service was Rendered)
	(Cost of Service Rendered or Item Purchased)

$

	Type of Service
	Drugs

	
	Number of 

Tablets:
	Number of Capsules:

	
	
	

	
	Number of 

Grams:
	Number of Millimeters:

	
	
	

	Was the above service or item prescribed or ordered in writing by a physician?      □  Yes     □  No    

Is the above identified service a Medicaid covered service or item?                          □  Yes     □  No    



	

	(Name of Person Legally Obligated to Pay for the Above Services)



	(Name of Medical Care Provider)


	(Medicaid Provider Number)

	(Signature of Medical Care Provider)


	(Date)


Form 942 (R. 04/04)


