Georgia Department of Human Services

Division of Family and Children Services










Date: _____________________________

To: State Medical Eligibility Unit (SMEU)

       Division of Family and Children Services

       2 Peachtree Street, NW, Suite 21-482

       Atlanta, Georgia 30303

From: __________________________________, Director, _______________________County DFCS

           __________________________________, MES Supervisor

           __________________________________, Medicaid Eligibility Specialist (MES)

Re:     __________________________________                  __________________________________

                        (Client Name)                                                                                                               (AU Number)

     _______________________________

                                       (SSN)



Your assistance is requested in making a disability determination for the above named client.  Supporting documents relevant to the application are attached.

I. Type of Application (check applicable category):
    Application Date: _______________
ٱ   Community Care
ٱ   ABD Medically Needy
ٱ   Deeming Waiver
ٱ  Other _______________

ٱ    Three Months prior to application for
 _____________________
______________________







        (Category of Assistance)                         (Date of Application)

If for SSI, has SSI been ٱ Approved or ٱ Denied   ٱ 
In Appeal Status, Appeal Date: __________________
Months for which determination is needed:

___________________    ___________________    ___________________


ٱ    Other ________________________________________________________________________

      



                           (Please specify)

II. Form 71 sent to Disability Adjudication Section (DAS) on approved SSI only:

ٱ Yes, ____________________
ٱ No

ٱ Not Applicable
                     (Date)

III. Are You Awaiting Medical Information Requested from DAS?

ٱ Yes, Date of Request: _____________________________

ٱ No


IV. Remarks: 

	

	

	

	

	

	


Enclosures:

(   ) Pertinent Medical Information



______________________________________________________

(   ) Form 188







(Signature/DFCS Title)

Form 245 (Rev. 01/04)


