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All questions must be answered and proof provided, if required.  The answers on this form will be used to see if your household’s benefits continue or change.  If you do not return this form with all questions answered, your Medicaid benefits may stop effective __________________.  Please mail or bring this form to the local county Department of Family and Children Services.  For help, call your caseworker.

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

1. Have you moved?
( Yes  ( No  

If YES, when? ____________________________________________________________________

    What is your new address? ____________________________________________________________________________________________

    Phone number where you can be reached? ______________________

2. Has anyone moved in or out of your home? 
( Yes  ( No  

    If YES, when? ________________________
Who? ____________________________________________________________________

	Please list all persons living with you for whom you want Medicaid.  List yourself if you want Medicaid for yourself.

	First Name
	MI
	Last Name
	Suffix (Jr.)
	Race
	Sex M/F
	Date of Birth
	Relationship to You
	Social Security Number
	Is this person a U.S. Citizen? (Y/N)

You may qualify for Medicaid even if you answer No.
	Does the Father of this child live in your home? (Y/N)
	Does the Mother of this child live in your home? (Y/N)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Please list all persons living with you for whom you DO NOT want Medicaid.  List yourself if you don’t want Medicaid.  You do not have to provide a SSN or immigration status information for any person who is not asking for Medicaid.  If provided, we will use the SSN for computer matches with other agencies and it may help us process your child’s application.  We will NOT share your information with the Department of Homeland Security (formerly the INS).

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


3. Do you want to name a personal representative who can assist with your reviews, discuss your case and receive copies of your eligibility notices?  If yes, please answer the following questions about your personal representative:

Name: _______________________________
Relationship to you: ______________________
Daytime Phone # _____________

Address: ___________________________________________________________________________________________________________

4. Is anyone in your household pregnant? ( Yes  ( No  If yes, complete the following:

	Name
	Name and Address of Father of unborn child
	Date the baby is due

	
	
	

	
	
	


5. Has there been a change in your health insurance coverage (other than Medicaid)?  If there is new health insurance, please send a copy of the insurance card.

	Name of those covered
	Name of Insurance Company
	Policy Number

	
	
	

	
	
	


6. Does anyone in your household have any of the following?

	Type of Resource
	Yes
	No
	Who Owns it?
	What is it worth?
	Do not write in this block: for Caseworker documentation

	CASH


	
	
	
	
	

	CHECKING ACCOUNT


	
	
	
	
	

	SAVINGS ACCOUNT


	
	
	
	
	

	PATIENT FUND ACCOUNT 


	
	
	
	
	

	TRUST FUND


	
	
	
	
	

	CERTIFICATES/STOCKS/BONDS/NOTES


	
	
	
	
	

	FARM EQUIPMENT


	
	
	
	
	

	MACHINERY


	
	
	
	
	

	CAR/TRUCK:

MAKE

YEAR
	
	
	
	
	

	CAR/TRUCK:

MAKE

YEAR
	
	
	
	
	

	LAND OR PROPERTY OTHER THAN WHERE YOU LIVE NOW
	
	
	
	
	

	HOMPLACE


	
	
	
	
	

	BURIAL CONTRACTS/BURIAL PLOTS


	
	
	
	
	

	IRA/401K


	
	
	
	
	

	LIFE INSURANCE

POLICY NUMBER(S)
	
	
	
	
	

	Other Resources:
	
	
	
	
	


7. Does anyone in your household work? ( Yes  ( No
If YES, complete information below for every person who is working:

	Person who works: _____________________________________

Employer: ____________________________________________

Day of the week paid: ___________________________________

How often paid? _______________________________________

Pay per hour: __________________________________________

Hours of work per week: _________________________________

If new job, when did you get your first pay? _________________
	Person who works: _____________________________________

Employer: ____________________________________________

Day of the week paid: ___________________________________

How often paid? _______________________________________

Pay per hour: __________________________________________

Hours of work per week: _________________________________

If new job, when did you get your first pay? _________________


8. Does anyone pay child care or dependent care costs? ( Yes  ( No
If YES, complete information below:

	Person who requires care
	Name of child care/dependent care provider
	Amount paid
	How often paid
	Day of the week paid
	Reason needed

	
	
	
	
	
	

	
	
	
	
	
	


9. Does anyone in the household pay child support for children not living with you? ( Yes  ( No

    Paid to whom? ____________________________________________________  Amount paid $_______ per ___________

10. Does anyone in your household have income from any of the following?

	Type of Income
	Yes
	No
	Who Receives it?
	Monthly Amount
	Do not write in this block: for Caseworker documentation

	PART-TIME WORK (BABYSITTING, YARD WORK, ETC.)
	
	
	
	
	

	RENTAL PROPERTY
	
	
	
	
	

	ROOMERS OR BOARDERS
	
	
	
	
	

	SELF-EMPLOYMENT 
	
	
	
	
	

	TANF
	
	
	
	
	

	GENERAL ASSISTANCE
	
	
	
	
	

	Child Support from Child Support Enforcement
	
	
	
	
	

	Child Support directly from the Non-Custodial Parent
	
	
	
	
	

	ALIMONY
	
	
	
	
	

	MONEY FROM FRIENDS OR OTHER
	
	
	
	
	

	UNEMPLOYMENT COMPENSATION
	
	
	
	
	

	RETIREMENT/PENSION
	
	
	
	
	

	SOCIAL SECURITY
	
	
	
	
	

	SSI
	
	
	
	
	

	DISABILITY/SICK PAY
	
	
	
	
	

	RAIL ROAD RETIREMENT
	
	
	
	
	

	IRA/401K PAYMENTS
	
	
	
	
	

	VETERANS BENEFITS
	
	
	
	
	

	MILITARY ALLOTMENT
	
	
	
	
	

	JOB CORPS/TRAINING
	
	
	
	
	

	WORKERS COMPENSATION
	
	
	
	
	

	HUD OR UTILITY PAYMENTS
	
	
	
	
	

	INTEREST/DIVIDENDS
	
	
	
	
	

	STRIKE BENEFITS
	
	
	
	
	

	EDUCATIONAL GRANTS, LOANS, SCHOLARSHIPS
	
	
	
	
	

	MONEY RECEIVED FROM LOANS
	
	
	
	
	

	ANY OTHER INCOME
	
	
	
	
	


11. Check Yes or No blocks below to show if you have any of these expenses.  (for Aged – over 65 or Disabled Medicaid Recipients only)

	Type of Expense
	Yes
	No
	Amount?
	How often are you billed?
	Do not write in this block: for Caseworker documentation

	RENT
	
	
	
	
	

	MORTGAGE
	
	
	
	
	

	PROPERTY TAXES
	
	
	
	
	

	PROPERTY INSURANCE
	
	
	
	
	

	ELECTRICITY
	
	
	
	
	

	GAS
	
	
	
	
	

	FUEL/OIL/KEROSENE
	
	
	
	
	

	WATER
	
	
	
	
	

	SEWAGE
	
	
	
	
	

	TRASH
	
	
	
	
	

	TELEPHONE
	
	
	
	
	

	FOOD
	
	
	
	
	

	OTHER BILL
	
	
	
	
	


Does anyone pay any of these expenses for you?  ( Yes  ( No

If YES, which expenses are paid? ____________________________________
Who pays it? _______________________________________

To whom is it paid? _______________________________________________

12. Have you transferred any assets or property in the past year? ( Yes  ( No

      If YES, explain: __________________________________________________________________________________________________

13. If you are requesting or are receiving the ABD Medically Needy program, attach all medical bills that you have not already submitted.

14. Is any change in household circumstances expected in the near future? ( Yes  ( No

      If YES, explain: __________________________________________________________________________________________________

IMPORTANT: Before we change your benefits we will send you a notice explaining what will happen.  If you do not agree with our decision, you can request a fair hearing.

· I understand that if I am not satisfied with the action taken on my case, I have the right to a fair hearing.  I understand that I can ask for a fair hearing by getting in touch with the county office where I applied.

· I understand that any lump sum or “windfall” payment that any person in my Medicaid case receives must be budgeted, along with any other income that we might have, to determine eligibility. 

· I agree to provide the county and/or representative of the Department of Human Resources information necessary for verifying any statement given on this form and hereby give permission to the same to obtain verification of such information if needed.  This permission includes verification of bank and/or other financial records.

PENALTY WARNING

I understand that:

If I give false information or withhold information that I may be prosecuted for fraud

I must also report all changes in my situation within 10 days of becoming aware of a change.

TO THE BEST OF MY KNOWLEDGE, I SWEAR OR AFFIRM THAT THE STATEMENTS ON THIS FORM ARE TRUE AND CORRECT.

SIGN, DATE AND RETURN THIS FORM BY THE DUE DATE ON THE FRONT OF THE FORM

YOUR SIGNATURE OR MARK: __________________________________________ 
___________ ________________












   Date               Phone Number

YOUR SPOUSE’S SIGNATURE OR MARK: _____________________________________
DATE: _____________________

SIGNATURE OF PERSON HELPING TO COMPLETE THIS FORM: ___________________________
DATE: ____________

CASEWORKER SIGNATURE: _____________________________________________________________
DATE: ____________
Form 222 (Rev 01/04)








