Georgia Department of Human Resources

MEDICAID DISABILITY DETERMINATION INQUIRY


	Date:
	     


	TO: Georgia Department of Labor
	FROM:
	     
	(MES Name)

	        Disability Adjudication Services
	
	     
	County DFCS

	        Constituent Services Unit
	
	     

	        P.O. Box 57
	
	     

	        Stone Mountain, GA 30086-9902
	
	     


	Phone:
	     


      e-mail: ^GADDSInquiry@ssa.gov

 

The SSI recipient/applicant identified below has applied for “three months prior” Medicaid coverage.

	Name:
	     
	Social Security Number:
	     

	Address:
	     
	DFCS Case Number:
	     

	
	     
	
	

	According to our information, as SSI application was made
	     
	at the SSA office located at:

	
	
	(Date)
	

	The applicant has applied with the Department of Family and Children Services for Medicaid coverage 

	for
	     
	months prior to the SSI application. Please indicate if DAS has determined disability for

	the months shown below.
	
	
	

	Please e-mail your response to: (e-mail address)
	     
	OR

	fax to:
	     
	ATTN:
	     


	
	DISABILITY ADJUDICATION SECTION

	To be completed by DFCS
	To be completed by DAS Staff

	Month/Year
	Determined Disabled
	Determined Not Disabled
	Not Determined

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	
	
	
	

	 FORMCHECKBOX 

SSI Disability Denied
	     
	,
	therefore 3 months prior disability not determined.

	
	(Date)
	
	

	 FORMCHECKBOX 

This case is in pending status with DAS as of:
	     
	

	
	(Date)
	

	(Signed)
	     

	
	Telephone No.
	     
	Date:
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