Georgia Department of Human Resources


______________________Count Department of Family and Children Services

Nursing Facility Information Request

Name of A/R: ______________________________________

Facility Name: _____________________________________

Medicaid Number: __________________________________

The following information is needed in order to determine Medicaid eligibility:

To be Completed by Facility where checked

□
Name and most recent address of Responsible Party:
____________________________________










____________________________________










____________________________________

□
Balance in patient fund account as of the FIRST DAY of the month(s) indicated:

	Month
	Amount

	1. __________________
	__________________

	2. __________________
	___________________

	3. __________________
	___________________

	4. __________________
	___________________


□
Is your facility holding a pre-payment or deposit for this month? 
□ Yes
□ No


$ _________ Amount

To whom will it be returned? ____________________________________

□
Were any deposits made to the patient fund account in the following months?

	Month
	Amount
	Source

	1. __________________
	__________________
	_________________________________

	2. __________________
	___________________
	_________________________________

	3. __________________
	___________________
	_________________________________

	4. __________________
	___________________
	_________________________________


□
Do facility records list a funeral home? 
□ Yes
□ No
If yes, name of funeral home?

            ____________________________________________________________________________________

□
Is any contribution made to the facility above the Medicaid billing rate? 
□ Yes
□ No

□
Has your facility opened a bank account for this patient?
 □ Yes
□ No


If yes, Bank: ____________________________________
Account Number: _____________________

Signature









Title



Date
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