Georgia Department of Human Resources


	FAMILY MEDICAID ACCURACY REVIEW GUIDE

	 
	 
	 
	 
	 

	County:  ______________  Caseworker: ________________________  Reviewer: _________________________

	 
	
	
	
	 

	HOH Name: ______________________________  AU #: ___________________________   COA: ___________

	 
	
	
	
	 

	Appl     Redet     Int Ch     /     1st level     2nd level            Date of Review: ___________________________      

	 
	 
	 
	 
	      (CIRCLE ONE)

	C
	E
	D
	N/A
	MEDICAID ACCURACY REVIEW GUIDE CRITERION

	 
	 
	 
	 
	I.     CASE RECORD

	 
	 
	 
	 
	Application / 297A

	 
	 
	 
	 
	Review Form / 297A

	 
	 
	 
	 
	II.    PRIOR MONTHS   

	 
	 
	 
	 
	Retroactive Medicaid

	 
	 
	 
	 
	III.   TMAI SCREEN

	 
	 
	 
	 
	QRF Processing

	 
	 
	 
	 
	IV.  ADDR SCREEN

	 
	 
	 
	 
	Alerts

	 
	 
	 
	 
	Narrative Screen

	 
	 
	 
	 
	V.   STAT SCREEN

	 
	 
	 
	 
	SOP

	 
	 
	 
	 
	AU Comp

	 
	 
	 
	 
	BG Comp

	 
	 
	 
	 
	Living with Specified Relative

	 
	 
	 
	 
	Responsibility Budget

	 
	 
	 
	 
	VI.   DEM1 SCREEN

	 
	 
	 
	 
	Enumeration

	 
	 
	 
	 
	Residency

	 
	 
	 
	 
	CSE

	 
	 
	 
	 
	VII.  DEM2 SCREEN

	 
	 
	 
	 
	Citizenship / Alienage

	 
	 
	 
	 
	TPR

	 
	 
	 
	 
	EMA

	 
	 
	 
	 
	VIII.  RES SCREENS

	 
	 
	 
	 
	Calculations

	 
	 
	 
	 
	Application of Policy

	 
	 
	 
	 
	IX.    ERN / UINC SCREENS

	 
	 
	 
	 
	Calculations

	 
	 
	 
	 
	Application of Policy

	 
	 
	 
	 
	Deductions

	 
	 
	 
	 
	X.     UINC SCREEN

	 
	 
	 
	 
	Application for other Benefits

	 
	 
	 
	 
	XI.    STAT SCREEN

	 
	 
	 
	 
	Order of Eligibility

	 
	 
	 
	 
	 

	 
	 
	 
	 
	SUBTOTAL
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1

	FAMILY MEDICAID ACCURACY REVIEW GUIDE

	 
	 
	 
	 
	SUBTOTAL

	C
	E
	D
	N/A
	MEDICAID ACCURACY REVIEW GUIDE CRITERION

	 
	 
	 
	 
	XII.   CAFI SCREEN

	 
	 
	 
	 
	Period of Eligibility

	 
	 
	 
	 
	Elig Budget

	 
	 
	 
	 
	XIII.  DISPOSITION

	 
	 
	 
	 
	Denial / Termination Reason

	 
	 
	 
	 
	CMD

	 
	 
	 
	 
	 

	 
	 
	 
	 
	TOTAL

	 
	 
	 
	 
	 

	
	
	
	
	

	Deficiencies

	_____   No, see Accuracy Review Findings

	_____   Yes, Follow up required - date due ______________________________________

	 
	 
	 
	 
	 

	Accuracy Review Findings

	_____   Correct Case

	 
	
	
	
	                                             ____  Ineligible

	 
	
	
	
	                                             ____  Eligible with Ineligible Services

	_____   Error Case
	Case - Check One             ____  Invalid Decision

	 
	
	
	
	                                             ____  Eligible with Ineligible Member

	 
	
	
	
	 

	Action to be Taken: ____________________________________________________________

	_____________________________________________________  Date Due: _____________

	 
	 
	 
	 
	 

	
	
	
	
	

	Comments:
	 

	
	
	
	
	

	 
	 
	 
	 
	 

	
	
	
	
	

	 
	 
	 
	 
	 

	
	
	
	
	

	 
	 
	 
	 
	 

	
	
	
	
	

	 
	 
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	Supervisor Signature                                                                                 Date

	
	
	
	
	

	
	
	
	
	

	Caseworker Signature                                                                               Date
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