Georgia Department of Human Resources

ABD Medicaid Supervisory Review

Worker’s Name _______________________________________________________________ Review Month _________________

Case Name ___________________________________________________________________ Case Number _________________

Type of Case _________________________ Type of Action ____________________________ Date of Action ________________

Standard of Promptness                   Met _______
Unmet _______
Documented if Unmet? ______________

Related Case Number _______________________________________ Referral/Screened:  Yes ________  No ____________

	Supervisory Review
	PIA
	RID
	VDI
	OTHER
	COMMENTS & ACTION NEEDED

	I. BASIC PROGRAM REQUIREMENTS
	
	
	
	
	

	   1. Age/Disability/Blindness
	
	
	
	
	

	   2. Living Arrangement/SSI Status
	
	
	
	
	

	   3. Marital Status/Relative Responsibility
	
	
	
	
	

	   4. Apply for All Other Benefits
	
	
	
	
	

	   5. Citizenship/Alienage/Residency
	
	
	
	
	

	   6. Level of Care
	
	
	
	
	

	   7. Third Party Resources
	
	
	
	
	

	   8. Class of Assistance Requirements
	
	
	
	
	

	   9. Other
	
	
	
	
	

	II. RESOURCES
	
	
	
	
	

	   1. Homeplace Exclusion
	
	
	
	
	

	   2. Burial Exclusion/Designationa
	
	
	
	
	

	   3. Real Property
	
	
	
	
	

	   4. Bank Accounts
	
	
	
	
	

	   5. Life Insurance
	
	
	
	
	

	   6. Other Assets
	
	
	
	
	

	   7. Transferred Assets/Penalty
	
	
	
	
	

	   8. Resources of Spouse
	
	
	
	
	

	   9. Other
	
	
	
	
	

	III. INCOME
	
	
	
	
	

	   1. Earned Income
	
	
	
	
	

	   2. Unearned Income
	
	
	
	
	

	   3. InKind Support and Maintenance (ISM)
	
	
	
	
	

	   4. Deemed Income
	
	
	
	
	

	IV. BUDGET
	
	
	
	
	

	   1. Correct Months/Correct Income Considered
	
	
	
	
	

	   2. Eligibility Budget
	
	
	
	
	

	   3. Liability/Cost Share Budget
	
	
	
	
	

	   4. Spenddown Amount/Speddown Budget
	
	
	
	
	

	V. PROGRAM ADMINISTRATION
	
	
	
	
	

	   1. Authorization Forms
	
	
	
	
	

	   2. Best Source of Information Used
	
	
	
	
	

	   3. Notice Requirements
	
	
	
	
	

	   4. Clearinghouse/IEVS
	
	
	
	
	

	   5. Cont. Medicaid Determination (CMD)
	
	
	
	
	

	   6. Other
	
	
	
	
	


Case Correct     Yes ____    No ____   Undetermined ____

Benefit Error ___________

Follow Up Required 
Yes ________
No ________

Date Due: ______________
Approved: ____________

__________________________________________________

__________________________________________________

                        Supervisor Signature






Date

__________________________________________________

__________________________________________________

                        Caseworker Signature






Date

Error Codes

1. Policy Incorrectly Applied (PIA)


3. Verification/Documentation Incomplete or Insufficient (VDI)

2. Reported Information Disregarded (RID)

4. Other
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