GEORGIA DEPARTMENT OF HUMAN RESOURES

DIVISION OF FAMILY AND CHILDREN SERVICES


INCURRED MEDICAL EXPENSE (IME) FORM

ALLOWANCE FOR NON-COVERED SERVICES

	(Name of Medicaid Member)


	(Medicaid ID#) 


	Information for Medicaid Member

If you pay or owe for a medical service that Medicaid does not cover, you may ask that you be allowed to keep more of your income to help you with the cost of the non-covered service.  If you are allowed to keep more of your income and you have not paid your medical care provider, then you are to pay the provider promptly.  

Ask your medical care provider to complete this form for you.  Once completed by the provider, promptly return this form to your county Department of Family and Children Services for them to determine if you are allowed to keep more of your income.



	Information for Medical Care Provider
If you provided a non-Medicaid covered service to this Medicaid member, we may allow this member to keep some extra income to either pay you for the debt owed or to keep if there is no debt to you.  If you are owed payment for your service, you must collect payment directly from the member.

  

	Note to Pharmacist
 Drugs that were denied for payment when the prior approval request was made or drugs that were denied for payment due to program requirements (exceeds age or quantity limit, non-rebate drug, DESI drug, etc) are not allowed through the Incurred Medical Expense program.  The doctor may prescribe an equivalent drug that would be paid by Medicaid, or the doctor may appeal a denial of payment for reconsideration of payment by Medicaid.



	Please provide the information requested below.

	Name of Customer
	Date of Service
	Cost of Service

	
	
	

	Description of Services
         Give NDC# for Drugs
	Drugs

	
	# of Tablets
	# of Capsules



	
	# of Grams


	# of Milliliters



	Was this service prescribed or ordered in writing by a doctor?        Yes    No 

Is the customer financially obligated to pay for the above service?  Yes   No 

Are you a Medicaid-participating provider?


      Yes    No 

	If the above service is a drug, please respond “yes” or “no” to the following:

1.
Is this a legend cough and cold medication?  Yes   No 

2. Is this a prescribed OTC drug or vitamin/mineral supplement?  Yes   No 

3.
Was this drug denied for Medicaid payment after you requested prior approval?  

 
Yes    No 

4.
Was this drug denied for payment either because a generic was available for the prescribed brand (multi-source drug) or because the drug is a non-rebate drug or because it is a DESI drug or because it exceeds age or quantity limits?  Yes   No 



	(Name of Medical Care Provider)
	(Medicaid Provider Number)



	(Signature of Provider)


 


	(Date)
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