
[image: image1.emf]PHYSICIAN’S STATEMENT  

FOR 

EMERGENCY MEDICAL ASSISTANCE  

 

 

Patient’s Name: ____________________________________________  DOB: ____________ 

 

Patient’s Address: __________________________________________  

                     

        ____________________________ ______________ 

 

Patient’s Telephone #: _______________________________________  

 

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency 

Medical Assistance (EMA).  EMA provides payment for  the treatment of emergency when such care and 

services are necessary for the treatment of an emergency medical condition of the alien, provided such care 

and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An 

emergency is defined as: 

 

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical 

attention could reasonably be expected to result in:   

 Placing the patient’s health in serious jeopardy;  

 Serious impairment to bodily fu nctions; or 

 Serious dysfunction of any bodily organ or part”  

 

The individual will have to be determined eligible for Emergency Medical Assistance under one of the 

Department’s existing regular Medicaid coverage groups:  

 Aged, blind or disabled; 

 Pregnant women; 

 Children under 19 years of age; or  

 Parents in families with very low income.  

 

This form should be completed and s igned by the provider after the Emergency has occurred.  Forms 

containing future dates of service are invalid.  

____________________________ __________________________________________________  

 

I provided EMERGENCY medical services on     _________________  through  

       (Date of onset) 

________________________________________      for the individual listed above .                 

 (Not to exceed 30 days from condition onset date)     

 

 

________________________________________  _________________________________  

 (Provider’s Name)       (Provider or Authorized Designee’s Signature)  

 

 

________________________________________   _______________________ ___________ 

(Provider’s Address)     (Date) 
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[image: image3.emf]PHYSICIAN’S STATEMENT  

FOR 

EMERGENCY MEDICAL ASSISTANCE  

 

 

Patient’s Name: ____________________________________________  DOB: ____________ 

 

Patient’s Address: __________________________________________  

                     

        ____________________________ ______________ 

 

Patient’s Telephone #: _______________________________________  

 

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency 

Medical Assistance (EMA).  EMA provides payment for  the treatment of emergency when such care and 

services are necessary for the treatment of an emergency medical condition of the alien, provided such care 

and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An 

emergency is defined as: 

 

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical 

attention could reasonably be expected to result in:   

 Placing the patient’s health in serious jeopardy;  

 Serious impairment to bodily fu nctions; or 

 Serious dysfunction of any bodily organ or part”  

 

The individual will have to be determined eligible for Emergency Medical Assistance under one of the 

Department’s existing regular Medicaid coverage groups:  

 Aged, blind or disabled; 

 Pregnant women; 

 Children under 19 years of age; or  

 Parents in families with very low income.  

 

This form should be completed and s igned by the provider after the Emergency has occurred.  Forms 

containing future dates of service are invalid.  

____________________________ __________________________________________________  

 

I provided EMERGENCY medical services on     _________________  through  

       (Date of onset) 

________________________________________      for the individual listed above .                 

 (Not to exceed 30 days from condition onset date)     

 

 

________________________________________  _________________________________  

 (Provider’s Name)       (Provider or Authorized Designee’s Signature)  

 

 

________________________________________   _______________________ ___________ 

(Provider’s Address)     (Date) 
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By the end of this session, participants will be able to

· identify applicants who meet the criteria for EMA
· identify medical treatments that are considered emergency services
· identify the correct SOP for an application processed through EMA
· identify the appropriate EMA coverage period
· identify the steps to approve an EMA application
· enter basic information on SUCCESS for an EMA application
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VII. Conclusion
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EMA EXAMPLES

Example 1:

Ms. Maria Lena applies for Medicaid April 22, 2009.  She delivered her baby, Tony Lena, on April 18, 2009.  Ms. Lena is not a U.S. citizen or lawfully admitted qualified alien.  Ms. Lena’s application Form 94 indicates she does not have any resources or income.  
Refer to Ms. Lena’s Form 526.

A.
Under which COA is Ms. Lena potentially eligible?


B.
What is the SOP for Ms. Lena’s application?

C.
Does Ms. Lena meet the basic non-financial criteria required to determine eligibility?  If no, what requirements are not met?  Can she still potentially receive Medicaid?  

D.
What is Ms. Lena’s Medicaid coverage period?


E.
If Ms. Lena is approved for Medicaid through EMA, will she automatically receive the 60-day transition coverage?

F. Is Tony eligible to receive Medicaid? 

PHYSICIAN’S STATEMENT

FOR

EMERGENCY MEDICAL ASSISTANCE

Patient’s Name:  
Maria Lena
 DOB: 
02/15/86

Patient’s Address:  
1210 Darling Drive


     
   Buford, GA 30068


Patient’s Telephone #: 
404-333-1234

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency Medical Assistance (EMA).  EMA provides payment for the treatment of emergency when such care and services are necessary for the treatment of an emergency medical condition of the alien, provided such care and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An emergency is defined as:

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:


· Placing the patient’s health in serious jeopardy;

· Serious impairment to bodily functions; or

· Serious dysfunction of any bodily organ or part”

The individual will have to be determined eligible for Emergency Medical Assistance under one of the Department’s existing regular Medicaid coverage groups:

· Aged, blind or disabled;

· Pregnant women;

· Children under 19 years of age; or

· Parents in families with very low income.

This form should be completed and signed by the provider after the Emergency has occurred.  Forms containing future dates of service are invalid.

_________________________________________________________________________________

I provided EMERGENCY medical services on    
04/18/09
  through 








(Date of onset)


04/18/09
      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    


Southside Health Center


Sarah Jones, LPN


 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)


512 Hillside Street


04/19/09


(Provider’s Address)




(Date)

DMA – Form 526 (Revised December 2005)
Notification of Eligibility –

Emergency Medicaid Assistance Program

Important information:

You have applied for Emergency Medicaid Assistance (EMA) benefits.  If you are determined to be eligible, you will receive an approval letter which includes your Medicaid certification for the dates Medicaid coverage was granted for the emergency service(s).  The dates of certification were determined during the eligibility process from information provided by your attending medical provider.  It is important to note that final determination of whether a medical service meets the definition of emergency care is made by the Georgia Medical Care Foundation (GMCF). 

Emergency services are those that are:

· Medically necessary, and

· Result from the sudden onset of a health condition with acute symptoms (including emergency labor and delivery), and

· Which, in the absence of immediate medical attention, are reasonably likely to result in at least one of the following:

· Placing the individuals health in serious jeopardy, or

· Serious impairment to bodily functions, or

· Serious dysfunction of any bodily organ or part.

Only services that fully meet the federal definition of an emergency medical condition will be covered beginning January 1, 2006.  Not all services that are medically necessary meet this definition.  Certain types of care provided to chronically ill persons are beyond the intent of federal law and are not considered emergency services.  Such care includes alternate level of care in a hospital, nursing facility services, home care and personal care.  

Only emergency services determined to meet the Federal definition of an emergency as determined by GMCF are covered.  Any services provided after the emergency condition is stabilized are not payable.  Your provider can bill you for services which are not determined to be emergencies. 

All the information that I have provided is true and complete as far as I know.

By signing this form below, I acknowledge that I understand that only those claims which meet the Federal definition of an Emergency as determined by the Georgia Medical Care Foundation may be paid by the Medicaid program.

    Maria Lena                                              4/22/09

Signature                                                                                          Date
Example 2:

Ms. Nona Nuday applies for Medicaid on February 27, 2009.  She is pregnant and her EDD is September 20, 2009.  Ms. Nuday is not a U.S. citizen or lawfully admitted qualified alien.  Ms. Nuday’s application indicates she lives with her boyfriend, Ian.  Ms. Nuday reports she does not have any resources or income, but Ian earns $3200.00 per month.
Refer to Ms. Nuday’s Form 526.

A. Under which COA is Ms. Nuday potentially eligible?   

B. What is the SOP for Ms. Nuday’s application? 
C.
What is Ms. Nuday’s Medicaid coverage period?
D. Is a faxed Form 526 acceptable?



PHYSICIAN’S STATEMENT

FOR

EMERGENCY MEDICAL ASSISTANCE

Patient’s Name:  
Nona Nuday
 DOB: 
07/17/89

Patient’s Address:  
10 Palms Street


     
   Atlanta, GA 30303


Patient’s Telephone #: 
678-623-4567

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency Medical Assistance (EMA).  EMA provides payment for the treatment of emergency when such care and services are necessary for the treatment of an emergency medical condition of the alien, provided such care and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An emergency is defined as:

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:


· Placing the patient’s health in serious jeopardy;

· Serious impairment to bodily functions; or

· Serious dysfunction of any bodily organ or part”

The individual will have to be determined eligible for Emergency Medical Assistance under one of the Department’s existing regular Medicaid coverage groups:

· Aged, blind or disabled;

· Pregnant women;

· Children under 19 years of age; or

· Parents in families with very low income.

This form should be completed and signed by the provider after the Emergency has occurred.  Forms containing future dates of service are invalid.

_________________________________________________________________________________

I provided EMERGENCY medical services on    
02/10/09
  through 








(Date of onset)


02/25/09
      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    


Grady Health Systems


Andy Richards, OB/GYN


 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)


80 Jessie Hill Jr. Drive


02/26/09


(Provider’s Address)




(Date)

DMA – Form 526 (Revised December 2005)
Notification of Eligibility –

Emergency Medicaid Assistance Program

Important information:

You have applied for Emergency Medicaid Assistance (EMA) benefits.  If you are determined to be eligible, you will receive an approval letter which includes your Medicaid certification for the dates Medicaid coverage was granted for the emergency service(s).  The dates of certification were determined during the eligibility process from information provided by your attending medical provider.  It is important to note that final determination of whether a medical service meets the definition of emergency care is made by the Georgia Medical Care Foundation (GMCF). 

Emergency services are those that are:

· Medically necessary, and

· Result from the sudden onset of a health condition with acute symptoms (including emergency labor and delivery), and

· Which, in the absence of immediate medical attention, are reasonably likely to result in at least one of the following:

· Placing the individuals health in serious jeopardy, or

· Serious impairment to bodily functions, or

· Serious dysfunction of any bodily organ or part.

Only services that fully meet the federal definition of an emergency medical condition will be covered beginning January 1, 2006.  Not all services that are medically necessary meet this definition.  Certain types of care provided to chronically ill persons are beyond the intent of federal law and are not considered emergency services.  Such care includes alternate level of care in a hospital, nursing facility services, home care and personal care.  

Only emergency services determined to meet the Federal definition of an emergency as determined by GMCF are covered.  Any services provided after the emergency condition is stabilized are not payable.  Your provider can bill you for services which are not determined to be emergencies. 

All the information that I have provided is true and complete as far as I know.

By signing this form below, I acknowledge that I understand that only those claims which meet the Federal definition of an Emergency as determined by the Georgia Medical Care Foundation may be paid by the Medicaid program.

    Nona Nuday                                              2/27/09
Signature                                                                                          Date
EMA Application – Inid Kruschev
Walk Through
Background
Ms. Inid Kruschev is pregnant and applies for Medicaid.  Her Form 94 and Form 526 were received in the county office on 10/2/06.  Attached to her application is a doctor’s statement verifying her pregnancy.  According to the statement, she is expecting one child on 5/9/07.  Her application was screened and registered upon receipt.  

You contact Ms. Kruschev by phone to clarify the information provided on her forms.  During your conversation with Ms. Kruschev, you discover that she speaks limited English.  Therefore, you contact your Limited English Proficiency and Sensory Impairment (LEPSI) Coordinator to provide a translator for your interview with Ms. Kruschev.  Ms. Kruschev’s primary language is Russian.  

Assignment

· Review Ms. Kruschev’s forms before beginning her eligibility determination.  

· Ms. Kruschev’s AU ID number is XXXX00192.

· Interview, process and finalize her application.
Interview

AMEN

· Select O

ADDR

· Primary language is Russian

· Access NARR to enter documentation

STAT

· Ms. Kruschev is an applicant

· Resides with her mother, Greita Kruschev

· Access ADT to enter documentation

DEM1 – Inid Kruschev

· Enter G in SSA/SSN Appl For field

· Never married

· Lives at home

· Does not receive SSI

· Enter pregnancy data

· Access REMA to enter documentation

DEM2 – Inid Kruschev

· Undocumented alien; verified by AR’s statement

· Agrees to cooperate with TPL

· Access ADT to enter documentation

ALAS

· Country of Origin is Russia


RES1 – DONE

· Refer to Form 94 
Process

AMEN

· Select P

APP1

· Select 10/06

ADDR

· Fastpath to ALAS

ALAS
· Refer to Form 526

· Enter Y in Emergency Medical Indicator 

· Enter Emergency Medical Begin and End Dates

· Access REMA to enter documentation

· Fastpath to DONE


DONE
· Commit to the database

APP1

· Return to AMEN

Finalize

AMEN

· Select Q

APP2

· Press ENTER

ELIG – 10/06

· If correct, confirm the data


CAFI – 10/06

· If correct, confirm the data


ELIG – 11/06

· If correct, confirm the data


CAFI – 11/06

· If correct, confirm the data


APP2

· Finalize the application

Congratulations!  

You’ve completed an EMA application!

EMA Application – Elaine D’Agostino
Independent Study
Background 
Ms. Elaine D’Agostino is pregnant and applies for Medicaid.  Her Form 94 and Form 526 were received in the county on 10/5/06.  Attached to her application is a doctor’s statement verifying her pregnancy.  The doctor’s statement confirms she is pregnant with one child and her EDD is 1/12/07.  Her application was screened and registered upon receipt.

A telephone call to Ms. D’Agostino confirms that she is not married, lives alone and does not have any income or any resources.  She states she does not have any TPL, but agrees to cooperate with TPL.  Ms. D’Agostino is an undocumented alien from Mexico.  Though she is bilingual, she would like to receive her notices in Spanish.  

Assignment

· Review Ms. D’Agostino’s forms before beginning her eligibility determination.

· Ms. D’Agostino’s AU ID number is XXXX00193.

· During the interview process, correct her ethnicity code by pressing PF16 to access CRS and update the demographic data.

· Process and finalize her application.

Emergency Medical Assistance

Indicate whether the following statements are True (T) or False (F).

1. ____
EMA is for acute care as well as chronic care.

2. ____ 
A physician must determine the need for an emergency medical service by completing DMA-Form 526 or other written statement.

3. ____ 
EMA is a type of Family Medicaid class of assistance.

4. ____ 
A DMA-Form 526 faxed from a physician’s office is acceptable if the signature was original.

5. ____ 
Citizenship/alienage is the only criterion waived for an applicant to be eligible through Emergency Medical Assistance.

6. ____ 
Approval for EMA is limited to a service that was provided prior to the date of application.

7. ____ 
A DMA-Form 526 that has a physician’s stamped signature is acceptable.

8. ____ 
The SOP for EMA is 45 calendar days.

 9.
____ 
The period of emergency medical services indicated on a DMA- Form 526 should not exceed 30 days from the condition onset date.

10.
____ 
A valid DMA-Form 526 must have both a begin date and an end date for the services provided and the date(s) of services must be prior to the date the form is signed by the physician. 

11.
____ 
A child born to a woman approved for EMA for her delivery is eligible for Newborn Medicaid.

12.     ____ 
A CMD is required upon termination of EMA.

13.
Ms. Maria Hernandez applies for Medicaid on 9/10/09.  She is pregnant and her EDD is 4/2/10.  Ms. Hernandez is not a U.S. citizen or lawfully admitted qualified alien.  Her application indicates she does not have any resources or income.  Refer to Ms. Hernandez’s Form 526.

A. Under which COA is Ms. Hernandez potentially eligible?

B. What is the SOP for Ms. Hernandez’s application?

C. What is Ms. Hernandez’s Medicaid coverage period?

PHYSICIAN’S STATEMENT

FOR

EMERGENCY MEDICAL ASSISTANCE

Patient’s Name:  
Maria Hernandez
 DOB: 
12/01/87

Patient’s Address:  
789 Cliff Valley Drive


     
   Atlanta, GA 30303


Patient’s Telephone #: 
678-324-5811

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency Medical Assistance (EMA).  EMA provides payment for the treatment of emergency when such care and services are necessary for the treatment of an emergency medical condition of the alien, provided such care and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An emergency is defined as:

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:


· Placing the patient’s health in serious jeopardy;

· Serious impairment to bodily functions; or

· Serious dysfunction of any bodily organ or part”

The individual will have to be determined eligible for Emergency Medical Assistance under one of the Department’s existing regular Medicaid coverage groups:

· Aged, blind or disabled;

· Pregnant women;

· Children under 19 years of age; or

· Parents in families with very low income.

This form should be completed and signed by the provider after the Emergency has occurred.  Forms containing future dates of service are invalid.

_________________________________________________________________________________

I provided EMERGENCY medical services on    
09/08/09
  through 








(Date of onset)


09/28/09
      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    


Northside Hospital


Sharon Brown, RN


 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)


1000 Johnson Ferry Road


09/30/09


(Provider’s Address)




(Date)

DMA – Form 526 (Revised December 2005)
14.
Ms. Wanda Perez applies for Medicaid on 7/20/09.  She delivered her baby Sadie on 7/16.  Ms. Perez is not a U.S. citizen or lawfully admitted qualified alien. Ms. Perez’s application Form 94 indicates she does not have any resources or income.  Refer to Ms. Perez’s Form 526.

A. Under which COA is Ms. Perez potentially eligible?

B. What is the SOP for Ms. Perez’s application?

C. What is Ms. Perez’s Medicaid coverage period?

D. If Ms. Perez is approved for Medicaid through EMA, will she automatically receive the 60 day transition coverage?

E. What is the appropriate COA for Sadie?

PHYSICIAN’S STATEMENT

FOR

EMERGENCY MEDICAL ASSISTANCE

Patient’s Name:  
Wanda Perez
 DOB: 
10/02/89

Patient’s Address:  
412 Delmont Road


     
   Macon, GA 31478


Patient’s Telephone #: 
478-575-0774

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency Medical Assistance (EMA).  EMA provides payment for the treatment of emergency when such care and services are necessary for the treatment of an emergency medical condition of the alien, provided such care and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An emergency is defined as:

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:


· Placing the patient’s health in serious jeopardy;

· Serious impairment to bodily functions; or

· Serious dysfunction of any bodily organ or part”

The individual will have to be determined eligible for Emergency Medical Assistance under one of the Department’s existing regular Medicaid coverage groups:

· Aged, blind or disabled;

· Pregnant women;

· Children under 19 years of age; or

· Parents in families with very low income.

This form should be completed and signed by the provider after the Emergency has occurred.  Forms containing future dates of service are invalid.

_________________________________________________________________________________

I provided EMERGENCY medical services on    
7/12/09
  through 








(Date of onset)


7/16/09
      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    


Middle Georgia Medical Center


Alex Monroe, M.D.


 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)


211 Hemlock Drive


7/17/09


(Provider’s Address)




(Date)

DMA – Form 526 (Revised December 2005)
15.
Ms. Shao Rong applies for Medicaid on 8/10/09.  She delivered her baby, 
Julie Rong on 8/3.  Ms. Rong is not a U.S. citizen or lawfully admitted 
qualified alien.  Ms. Rong does not report any resources or income on her 
application Form 94.  Refer to Ms. Rong’s Form 526.
A. Under which COA is Ms. Rong potentially eligible?

B. What is the SOP for Ms. Rong’s application?

C. What is Ms. Rong’s Medicaid coverage period?

D. If Ms. Rong is approved for Medicaid through EMA, will she automatically receive the 60-day transition coverage?

E. For what COA(s) is Julie potentially eligible?

PHYSICIAN’S STATEMENT

FOR

EMERGENCY MEDICAL ASSISTANCE

Patient’s Name:  
Shao Rong
 DOB: 
09/11/87

Patient’s Address:  
329 Copper Trail


     
   Atlanta, GA

Patient’s Telephone #: 
770-327-9559

Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency Medical Assistance (EMA).  EMA provides payment for the treatment of emergency when such care and services are necessary for the treatment of an emergency medical condition of the alien, provided such care and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An emergency is defined as:

“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:


· Placing the patient’s health in serious jeopardy;

· Serious impairment to bodily functions; or

· Serious dysfunction of any bodily organ or part”

The individual will have to be determined eligible for Emergency Medical Assistance under one of the Department’s existing regular Medicaid coverage groups:

· Aged, blind or disabled;

· Pregnant women;

· Children under 19 years of age; or

· Parents in families with very low income.

This form should be completed and signed by the provider after the Emergency has occurred.  Forms containing future dates of service are invalid.

_________________________________________________________________________________

I provided EMERGENCY medical services on    
8/03/09
  through 








(Date of onset)


8/03/09
      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    


Grady Health Systems

          Dave Pierce. M. D.


 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)


80 Jesse Hill Jr. Drive

                   8/07/09



(Provider’s Address)




(Date)

DMA – Form 526 (Revised December 2005)


INTERVIEW                 ALIENS AND STUDENTS - ALAS                 ALAS 01   


Month 11 06                     0002   10 02 06                                


                                                                                


 Client Name INID           KRUSCHEV              Client ID XXXXXXXXX           


                                       Permanent                                


 Citiz  Elig V   Doc  Spons  Country   Entry Date  INS      -- Emergency Med ---


        Stat     Type Alien  of Origin (MM YYYY)  Number   Ind  Beg Dt   End Dt 


   U                            RU                                              


                                                                                


                                                                                


                                                                                


 INS Auth To Work     Refugee Resettlement Agency                               


                                                                                


                                                                                


 Student Educ      School Name       Dep Care   Grad Date    Meals    20 Hr/Wk  


 Status  Level                       Respon      (MM YY)    Provided  Work Rqmt 


                                                                                


                                                                                


 School Attend Cd                                                               


                                                                                


                                                                                


 Message 0013      2123                                                         


 0013 REQUIRED FIELDS ARE IDENTIFIED BY "?"                                     


                 15-lett                                                        





CHANGE                    ALIENS AND STUDENTS - ALAS                 ALAS 01   


Month 10 06                     6991   10 05 06                                


                                                                                


 Client Name INID           KRUSCHEV              Client ID XXXXXXXXX           


                                       Permanent                                


 Citiz  Elig V   Doc  Spons  Country   Entry Date  INS      -- Emergency Med ---


        Stat     Type Alien  of Origin (MM YYYY)  Number   Ind  Beg Dt   End Dt 


   U                            RU                          Y  10 01 06 10 01 06


                                                                                


                                                                                


                                                                                


 INS Auth To Work     Refugee Resettlement Agency                               


                                                                                


                                                                                


 Student Educ      School Name       Dep Care   Grad Date    Meals    20 Hr/Wk  


 Status  Level                       Respon      (MM YY)    Provided  Work Rqmt 


                                                                                


                                                                                


 School Attend Cd                                                               


                                                                                


                                                                                


 Message                                                                        


                                                                                


                 15-lett                                                        





FINALIZE           NON-FINANCIAL ELIGIBILITY RESULTS - ELIG          ELIG    A 


Month 10 06                                                           01       


                                                                                


 AU ID XXXX00192    Prog MA    Prog Type P    Med COA P01                       


 Confirm Y                                                                      


                                                                                


  AU    AU Status   AU Stat    Appl    Begin    Pd Thru  ---Penalty---          


 Stat    Reasons      Date     Date     Date     Date    Type  End Date         


  A                  100506   100206   100106                                   


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


 First  Last  Rel V  Mand Finl  --Stat-- Rsn   Appl   Begin  Pd Thru  Penalty   


 Name   Name         Incl Resp     Date        Date    Date   Date    T  Date   


 INID   KRU   SE OT   Y    RE   A 100506 295  100206  100106 10012006   

















Message      





FINALIZE             CASH/MA FINANCIAL ELIGIBILITY - CAFI            CAFI    A 


Month 10 06                                                                    


 AU ID XXXX00192   Prog MA   Prog Type P       Med COA  P01                     


                                   Net Income Test (cont)                       


 Resources                           Standard - 30 1/3          .00             


   Resource Limit              .00   Dependent Care             .00             


   Total Resources             .00   Net Earned Income          .00             


 Gross Income Test                   Net Unearned Income        .00             


   Gross Income Limit          .00   Deemed Income              .00             


   Gross Earned Income         .00   Allocated Income           .00             


   Net Unearned Income         .00   Net Income                 .00             


   Deemed Income               .00   Grant Amount               .00             


   Allocated Income            .00   Recoupment Amount          .00             


 Total Gross Income            .00   Benefit Amount             .00             


 Net Income Test                     Previous Benefit           .00             


   Net Income Limit        2200.00   Spenddown Amount                           


   Gross Earned Income         .00   Medical Expense Amt                        


   Self Employ Work Exp        .00   Net Spenddown Amt                          


 Bnft Eff Date 100506  Bnft Confirm Y   Reasons               Budgeting Method P


 Notice Type 0003           Waive Timely Ntc Period           Notice Override   


  Review Begin Date 10 06    Review End Date 99 99             Strat 2           


 Message                                                                        


                                                                                


  13-note                                                                       





  FINALIZE           NON-FINANCIAL ELIGIBILITY RESULTS - ELIG          ELIG    A 


  Month 11 06                                                           01       


                                                                                


 AU ID XXXX00192    Prog MA    Prog Type P    Med COA P01                       


 Confirm Y                                                                      


                                                                                


  AU    AU Status   AU Stat    Appl    Begin    Pd Thru  ---Penalty---          


 Stat    Reasons      Date     Date     Date     Date    Type  End Date         


  D    245           100506   100206                                            


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


 First  Last  Rel V  Mand Finl  --Stat-- Rsn   Appl   Begin  Pd Thru  Penalty   


 Name   Name         Incl Resp     Date        Date    Date   Date    T  Date   


 INID   KRU   SE OT   Y    RE   D 100506 202  100206                            


                      





                                                          


                                                                                


Message                                                                        





FINALIZE             CASH/MA FINANCIAL ELIGIBILITY - CAFI            CAFI    A 


Month 11 06                                                                    


 AU ID XXXX00192   Prog MA   Prog Type P       Med COA  P01                     


                                   Net Income Test (cont)                       


 Resources                           Standard - 30 1/3          .00             


   Resource Limit              .00   Dependent Care             .00             


   Total Resources             .00   Net Earned Income          .00             


 Gross Income Test                   Net Unearned Income        .00             


   Gross Income Limit          .00   Deemed Income              .00             


   Gross Earned Income         .00   Allocated Income           .00             


   Net Unearned Income         .00   Net Income                 .00             


   Deemed Income               .00   Grant Amount               .00             


   Allocated Income            .00   Recoupment Amount          .00             


 Total Gross Income            .00   Benefit Amount             .00             


 Net Income Test                     Previous Benefit           .00             


   Net Income Limit            .00   Spenddown Amount                           


   Gross Earned Income         .00   Medical Expense Amt                        


   Self Employ Work Exp        .00   Net Spenddown Amt                          


 Bnft Eff Date 100506  Bnft Confirm Y   Reasons 245           Budgeting Method  


 Notice Type 0005           Waive Timely Ntc Period           Notice Override   


  Review Begin Date 10 06    Review End Date 11 06             Strat             
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PHYSICIAN’S STATEMENT


FOR


EMERGENCY MEDICAL ASSISTANCE


Patient’s Name: ____________________________________________ DOB: ____________

Patient’s Address: __________________________________________




      __________________________________________


Patient’s Telephone #: _______________________________________


Individuals who do not meet Medicaid citizenship/alienage requirements may be eligible for Emergency Medical Assistance (EMA).  EMA provides payment for the treatment of emergency when such care and services are necessary for the treatment of an emergency medical condition of the alien, provided such care and services are not related to either an organ transplant procedure or routine prenatal or postpartum care.  An emergency is defined as:


“Acute symptoms” of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:



· Placing the patient’s health in serious jeopardy;


· Serious impairment to bodily functions; or


· Serious dysfunction of any bodily organ or part”


The individual will have to be determined eligible for Emergency Medical Assistance under one of the Department’s existing regular Medicaid coverage groups:


· Aged, blind or disabled;


· Pregnant women;


· Children under 19 years of age; or


· Parents in families with very low income.


This form should be completed and signed by the provider after the Emergency has occurred.  Forms containing future dates of service are invalid.

______________________________________________________________________________


I provided EMERGENCY medical services on    _________________  through 








(Date of onset)


________________________________________      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    

________________________________________
_________________________________


 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)


________________________________________ 
__________________________________


(Provider’s Address)




(Date)
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