DEEMING WAIVER REQUEST FORM

Name of Applicant:________________________________________________________

Name(s) or parent(s) or

responsible party:_________________________________________________________

Address:________________________________________________________________

For purposes of cost comparison, the name of the medical treatment facility (MTF) that 

would be chosen if institutionalization became necessary is as follows:

Name and address of the physician who will complete Form DMA-6:

Date of trial budget completed by DFCS showing financial ineligibility for SSI:________

Date of SSI application:_________________ Date of SSI denial:___________________

Date of SSI approval:___________________ Date of SSI termination:_______________

CASEWORKER CHECKLIST


Requested

Received

· Form DMA-6




________

________

· Physician’s Referral Form


________

________

· Verification of SSI ineligibility


________

________

· Verification of disability
/SMEU

________

________

submitted


· Estimated cost of MTF of choice

________

________

· Other______________________

________

________

Monthly Medicaid Billing Rate of MTF:

$_________________

Estimated cost of in-home care:


  _________________

Estimated Savings:




$_________________

