GEORGIA DEPARTMENT OF HUMAN RESOURCES

Contact Letter and Information/Verification Checklist for Family Medicaid

________________________________                                                ____________________                                     

                                                                                                                County Department of         

______________________________________                                                           Family & Children Services

______________________________________                                                                                                                                                         

We received your Medicaid application/review.  In order to make an eligibility determination on your case the following must be completed by ____________.

Failure to do so will result in closure of your case or denial of your application.

______  A face to face interview  IS NOT necessary, but if you decide you would like to schedule an appointment to come in, please contact me at the phone number below by ___________.   I may be contacted between the hours of __________and _____________,_______________.(days available)  Failure to come in or contact us for an interview will result in closure/denial of your case.

______  We need the following information to make a determination.  We can accept your statement by          

              phone, mail, or in person.  We must have the information by _____________.

___ Amount of monthly gross earnings for: _________________________________________________

___ Age of:__________________________________________________________________________           

___ Social Security Number(s) for:_____________________________________________________ __ 

___Amount in savings, checking, certificates   

___Amount of any unearned income such as UCB, RSDI, SSI, Child Support, Workmen’s Compensation for:

      _________________________________________

___Name, address, or any other information on the absent parent(s)

___Amount of Child Care Expenses                                         

___Information on vehicles, life insurance, or other items of value

___ Other ________________________________________________________________________________

_________________________________________________________________________________________     

_______ We need the following verification.

___ Proof of pregnancy

___ Proof of alien status

___ Medical bills

___ Other

COMMENTS:_________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_________________________________________________     ________________    _______________________________________________ 

Caseworker Name                                                                         Caseload ID                Direct Phone Number 
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