Family Medicaid EMA













               August 31, 2009
[image: image1.emf]We will consider this application without regard to race, 

color, sex, age, disability, religion, national origin or 

political belief. 

         MEDICAID APPLICATION  

          Pregnant Woman        Families w/Children – LIM 

FOR COUNTY USE ONLY: 

Date Received in County Dept  

     10/2/06 

     Check block(s) that    Child(ren) Only – RSM   Chafee Independence Program Medicaid 

  apply to you:            Women’s Health Medicaid   Were you in foster care on your 18

th

 birthday? ⁭ Yes   No                            

                                                                                In which state? ___________ Month, year of 18

th

 birthday: _____________ 

PLEASE NOTE: A Face to Face interview is not required for Medicaid applications.  Please answer  all questions as completely and accurately as possible. If you cannot understand or complete this application,  

please notify DFCS staff and assistance will be provided free of charge.  

Your Name: (Please Print) FIRST                                       M .I.                         Last                                                Maiden (if applicable)  

 

Inid                                                                                              Kruschev 

Today’s Date: 

 

10/2/06 

Mailing Address: 

 

181 Oak Lane 

City: 

 

Decatur 

State: 

 

GA 

Zip Code: 

 

30030 

Residence Address (if different from Mailing Address): 

 

 

Phone Number(s): 

 

404-565-7755 

E-mail Address: 

 

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

Inid  Kruschev  W F 12/5/80 Self   N  N  N 

               

               

 

 

              

 

 

              

Please list all persons living with you for whom you DON’T 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 pr ocess your child’s application.  We will NOT share your 

information with the Department of Homeland Security (formerly the INS).  

 

Greita 

 

 

Kruschev 

 

 

W 

 

F 

 

8/21/61 

 

Mother 

  

 

N 

 

 

N 

 

 

N 

 

 

              

 

 

              

Is anyone in the household pregnant?  Yes    No If yes, who is pregnant?     Inid    Due Date:    5/9/07   Please attach verification of pregnancy if available. 

Do you have any unpaid medical bills from the past three months?  Yes    No  If yes, which months?                         

Does anyone in your household have Health Insurance?  Yes    No     If yes, list Insurance Company and policy number:  

 

Form 94 (08/09) 

Special Request Training
                            


[image: image2.emf]INCOME, RESOURCES and DAYCARE 

List all income received by persons on page 1 of this application.  Be sure to show the amount before deductions.  Attach an extra sheet if necessary.  We will decide, based on the type of Medicaid, whose 

income must be counted and whose may be excluded.  If you are applying for Children Only or Pregnant Woman Medicaid, you do not have to complete the Resources/Vehicles sections below.  

Income 

Gross Amount per 

Pay Check 

(amount before 

deductions) 

How Often? 

(weekly, every 2-

weeks, monthly, 

etc.?) 

Name of Person Receiving 

 

Resources 

Amount in 

Account/Value 

Who Owns 

Resource? 

Wages/Earnings 

   

 

 

Cash 

  

Current 

Employer: 

 

 

 

Checking Account 

  

Wages/Earnings 

   

 

 

Savings Account 

  

Current 

Employer: 

 

 

 

Credit Union 

  

Social Security 

Income/SSI 

   

 

401K/Retirement 

Account 

  

Worker’s 

Compensation 

   

 

 

Other 

  

Pensions or 

Retirement 

Benefits 

   

 

Vehicle(s): Cars, trucks, motorcycles (licensed) 

Child Support/ 

Contributions 

   

 

Make Model Year 

Amount 

Owed? 

Unemployment 

Benefits 

   

 

    

Other Income, 

please specify: 

   

     

Do you pay for childcare (or care for an adult who cannot care for himself/herself) so that someone in your household can work?  

Name of Parent who works Name of child or adult cared for Name of care provider Amount of Payment 

How Often? (weekly, 2-weeks, 

monthly, etc) 

 

 

   

 

 

 

 

    

If you are applying for Medicaid for children and one or both of their parents are not in the home, please provide the following information:  

Child’s Name Absent Parent’s Name (Mother/Father) 

Do they have Medical Coverage on the Child? 

Yes/No 

If Yes to Medical Coverage, please list name 

of insurance company & group number 

     

    

I certify that the information I have provided on this application is true and correct to the best of m y knowledge.  I understand that this information may need to be verified to determine 

eligibility.  I understand wage and salary information supplied by the Georgia Department of Labor may be obtained to verify and determine eligibility for Medicaid.  I  agree to assign to 

the state all rights to medical support and third party support payments (hospital and medical benefits). I agree to give the State the right to require an absent parent provide medical 

insurance, if available. I understand I must get medical support from the absent parent if it is available and must cooperate with the Office of Child Support Services in obtaining this 

support. If I do not cooperate, I understand I may lose my Medicaid benefits, and only my children will receive benefits un less good cause is established. 

I understand that I must report changes in my income and circumstances within ten (10) days of becoming aware of the change.  

 

Signature of Self, Parent or Guardian (Required): _____________  Inid Kruschev______________________ Date: ___10/2/06__________________ 


[image: image3.emf]We will consider this application without regard to race, 

color, sex, age, disability, religion, national origin or 

political belief. 

         MEDICAID APPLICATION  

          Pregnant Woman        Families w/Children – LIM 

FOR COUNTY USE ONLY: 

Date Received in County Dept  

     10/2/06 

     Check block(s) that    Child(ren) Only – RSM   Chafee Independence Program Medicaid 

  apply to you:            Women’s Health Medicaid   Were you in foster care on your 18

th

 birthday? ⁭ Yes   No                            

                                                                                In which state? ___________ Month, year of 18

th

 birthday: _____________ 

PLEASE NOTE: A Face to Face interview is not required for Medicaid applications.  Please answer  all questions as completely and accurately as possible. If you cannot understand or complete this application,  

please notify DFCS staff and assistance will be provided free of charge.  

Your Name: (Please Print) FIRST                                       M .I.                         Last                                                Maiden (if applicable)  

 

Inid                                                                                              Kruschev 

Today’s Date: 

 

10/2/06 

Mailing Address: 

 

181 Oak Lane 

City: 

 

Decatur 

State: 

 

GA 

Zip Code: 

 

30030 

Residence Address (if different from Mailing Address): 

 

 

Phone Number(s): 

 

404-565-7755 

E-mail Address: 

 

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

Inid  Kruschev  W F 12/5/80 Self   N  N  N 

               

               

 

 

              

 

 

              

Please list all persons living with you for whom you DON’T 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 pr ocess your child’s application.  We will NOT share your 

information with the Department of Homeland Security (formerly the INS).  

 

Greita 

 

 

Kruschev 

 

 

W 

 

F 

 

8/21/61 

 

Mother 

  

 

N 

 

 

N 

 

 

N 

 

 

              

 

 

              

Is anyone in the household pregnant?  Yes    No If yes, who is pregnant?     Inid    Due Date:    5/9/07   Please attach verification of pregnancy if available. 

Do you have any unpaid medical bills from the past three months?  Yes    No  If yes, which months?                         

Does anyone in your household have Health Insurance?  Yes    No     If yes, list Insurance Company and policy number:  

 

Form 94 (08/09) 

[image: image4.emf]INCOME, RESOURCES and DAYCARE 

List all income received by persons on page 1 of this application.  Be sure to show the amount before deductions.  Attach an extra sheet if necessary.  We will decide, based on the type of Medicaid, whose 

income must be counted and whose may be excluded.  If you are applying for Children Only or Pregnant Woman Medicaid, you do not have to complete the Resources/Vehicles sections below.  

Income 

Gross Amount per 

Pay Check 

(amount before 

deductions) 

How Often? 

(weekly, every 2-

weeks, monthly, 

etc.?) 

Name of Person Receiving 

 

Resources 

Amount in 

Account/Value 

Who Owns 

Resource? 

Wages/Earnings 

   

 

 

Cash 

  

Current 

Employer: 

 

 

 

Checking Account 

  

Wages/Earnings 

   

 

 

Savings Account 

  

Current 

Employer: 

 

 

 

Credit Union 

  

Social Security 

Income/SSI 

   

 

401K/Retirement 

Account 

  

Worker’s 

Compensation 

   

 

 

Other 

  

Pensions or 

Retirement 

Benefits 

   

 

Vehicle(s): Cars, trucks, motorcycles (licensed) 

Child Support/ 

Contributions 

   

 

Make Model Year 

Amount 

Owed? 

Unemployment 

Benefits 

   

 

    

Other Income, 

please specify: 

   

     

Do you pay for childcare (or care for an adult who cannot care for himself/herself) so that someone in your household can work?  

Name of Parent who works Name of child or adult cared for Name of care provider Amount of Payment 

How Often? (weekly, 2-weeks, 

monthly, etc) 

 

 

   

 

 

 

 

    

If you are applying for Medicaid for children and one or both of their parents are not in the home, please provide the following information:  

Child’s Name Absent Parent’s Name (Mother/Father) 

Do they have Medical Coverage on the Child? 

Yes/No 

If Yes to Medical Coverage, please list name 

of insurance company & group number 

     

    

I certify that the information I have provided on this application is true and correct to the best of m y knowledge.  I understand that this information may need to be verified to determine 

eligibility.  I understand wage and salary information supplied by the Georgia Department of Labor may be obtained to verify and determine eligibility for Medicaid.  I  agree to assign to 

the state all rights to medical support and third party support payments (hospital and medical benefits). I agree to give the State the right to require an absent parent provide medical 

insurance, if available. I understand I must get medical support from the absent parent if it is available and must cooperate with the Office of Child Support Services in obtaining this 

support. If I do not cooperate, I understand I may lose my Medicaid benefits, and only my children will receive benefits un less good cause is established. 

I understand that I must report changes in my income and circumstances within ten (10) days of becoming aware of the change.  

 

Signature of Self, Parent or Guardian (Required): _____________  Inid Kruschev______________________ Date: ___10/2/06__________________ 








PHYSICIAN’S STATEMENT

FOR EMERGENCY MEDICAL ASSISTANCE

Patient’s Name: ____Inid Kruschev_____________________________ DOB: _12/5/80_____

Patient’s Address: ___181 Oak Lane_______________________________________



      ___Decatur, GA 30030___________________________________

Patient’s Telephone #: ___404-565-7755____________________________________

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    _10/1/06____________  through 








(Date of onset)

__________10/1/06__________________________      for the individual listed above.                

 (Not to exceed 30 days from condition onset date)    

_Grady Health Care System_________________
__Herbert Wilson, M.D.  ______________

 (Provider’s Name)




  (Provider or Authorized Designee’s Signature)

_80 Jesse Hill Jr. Drive_____________________ 
__10/2/06___________________________

(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.

Inid Kruschev                                                                                      10/2/06
Signature                                                                                          Date
GRADY HEALTH CARE SYSTEM 80 JESSE HILL JR. DRIVE, ATLANTA, GA 30303 404-655-5000(Billing)

Name:  Inid Kruschev

DOB:  12/5/80   Age:  25 yrs   Sex:  F

PCP:  Wilson MD, Michael R.

Address:  181 Oak Lane

SSN:  None



Rendering:  Wilson MD, Michael R.
City, State, Zip:


Chart Number:  03258


Visit Type: Emergency

Decatur, GA 30030


Visit Number:  2355556


Ins 1:  None

Home Phone:  (404) 565-7755
Time:  11:00 A



Ins 2:  None

Work Phone:  None


Appt Date:  10/1/06



Patient Balance:  $275.00
	OFFICE VISIT CPT-N 
	CPT·E 
	 MOD 
	DX 
	FEE 
	 LABORATORY 
	 CPT 
	 MOD 
	DX 
	 FEE
	LABORATORY
	CPT 
	MOD 
	DX 
	  FEE

	LEVEL l 
	99201 
	99211 
	
	
	
	DRAWING FEE 
	36415 
	
	
	 
	PANEL COMP METAB  
	80053 
	
	
	

	LEVEL II 
	99202 
	 99212 
	
	
	
	SPECIMEN HANDLING 
	99000 
	
	
	
	PANEL ELECTROLYTE 
	80051 
	
	
	 

	LEVEL Ill 
	99203 
	99213 
	 
	
	
	24hr PROTEIN URINE 
	84155 
	
	
	
	PANEL HEPATITIS Acute 
	80074 
	
	
	

	LEVEL IV 
	99204 
	99214 
	
	
	
	24hr CREATNINE Clr 
	82575 
	
	
	
	PANEL LIPID 
	80061 
	
	
	

	LEVEL V 
	99205 
	99215 
	
	
	
	ANA 
	86038 
	
	
	
	PANEL LIVER 
	80076 
	
	
	

	Well Woman
	90769 
	
	V723 
	
	ALT 
	84460 
	
	
	
	PANEL RENAL 
	80069 
	
	
	

	Preventive PEX 
	
	
	
	
	AMYLASE 
	82150 
	 
	
	
	PAP SMEAR 
	88164 
	
	
	

	18· 39 yrs old 99385 
	99395 
	
	V700 
	
	BUN 
	84520 
	
	
	
	PAP, THIN PREP 
	88142 
	
	
	

	40-64 yrs old 99386 
	99396 
	
	V700 
	
	CALCIUM 
	82310 
	
	
	
	PREG SERUM QUAL 
	84703 
	
	
	

	64+yrsold 
	99387 
	99397 
	
	V700 
	
	CBC plt-auto, w/o diff 
	85027 
	
	
	
	PREG SERUM QUANT 
	84702 
	
	
	

	OFFICE CONSULTS 
	N&E 
	
	
	
	CBC w/diff, plt-auto 
	85025 
	
	
	
	PREG, URINE QUAL 
	81025 
	
	
	Pos

	LEVEL II-IV 

 
	99242-45 
	
	 
	CBC, in house 
	85024 
	
	
	
	PROTIME 
	85610 
	
	
	

	
	
	
	
	
	CHOLESTEROL, Tot 
	82465 
	
	
	
	PSA 
	84153 
	
	
	

	DR NAME: 
	
	
	
	
	CPK - TOTAL 
	82550 
	
	
	
	RBC FOLATE 
	82747 
	
	
	

	PROCEDURES 
	CPT 
	 MOD 
	OX 
	FEE 
	CREATININE, SERUM 
	82565 
	
	
	
	RHEUMATOID FACTOR 
	86430 
	
	
	

	INJ MINOR JOINT* 
	20605 
	
	
	
	DIGOXIN 
	80162 
	
	
	
	RPR 
	86592 
	
	
	

	INJ MAJOR JOINT* 
	20610 
	
	
	
	DILANTIN 
	80185 
	
	
	
	RUBELLA 
	86762 
	
	
	

	Dest Lesion l* 
	17000 
	
	
	
	CULT. HERPES 
	87252 
	
	
	
	SED RATE 
	85651 
	
	
	

	Dest lesions>2.<14* 
	17003 
	
	
	
	CULT. ROUTINE 
	87070 
	
	
	
	STOOL CI difficile 
	87230 
	
	
	

	EAR IRRIGATION* 
	69210 
	
	
	
	CULT STOOL 
	87045 
	
	
	
	STOOL O& P 
	87177 
	
	
	

	 EKG 
	93000 
	
	
	
	CULT. THROAT 
	87071 
	
	
	
	STOOL OCCULT BLD (1-3) 
	82270 
	
	
	

	 FLEX, SIG.* 
	45330 
	
	
	
	CULT URINE 
	87086 
	
	
	
	STREP SCREEN 
	87880 
	
	
	

	I & D ABSCESS* 
	10060 
	
	
	
	DNA PROBE-CHL 
	87490 
	
	
	
	T-4. TOTAL 
	84436 
	
	
	

	INHALATION THERAPY 
	94664 
	
	
	
	DNA PROBE-GC 
	87590 
	
	
	
	T-4, FREE 
	84439 
	
	
	

	PULSE OXIMETRY 
	94760 
	
	
	
	FERRITIN 
	82728 
	
	
	
	T-3 FREE 
	84481 
	
	
	

	WITH EXERCISE 
	94761 
	
	
	
	FSH 
	83001 
	
	
	
	TSH 
	84443 
	
	
	

	SPIROMETRY'*
	94010 
	
	
	
	GGT 
	82977 
	
	
	
	TESTOSTERONE,TOT 
	84403 
	
	
	

	UNUSTED PROCEDURES AND LABS 
	
	
	GLUCOSE STRIP 
	82962 
	
	
	
	U/A-dipstick only 
	81002 
	
	
	

	 
	
	
	
	
	GLUCOSE, SERUM 
	82947 
	
	
	
	U/A-w/micro 
	81000 
	
	
	

	1.
	
	
	
	
	Hepatitis B surface AB
	86706 
	
	
	
	URIC ACID 
	84550 
	
	
	

	 
	
	
	
	
	HgbA1C 
	83036 

 
	
	
	 
	VITAMIN B12 
	82607 
	
	
	

	2.
	
	
	
	
	HIV SCREEN 
	86703
	
	
	
	WET PREP 
	87210 
	
	
	

	 
	
	
	
	
	IRON 
	83540 
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	IRON and IBC 
	83550 
	
	
	
	RADIOLOGY 
	
	
	
	

	INJECTlONS/IV 
	CPT 
	 MOD 
	DX 
	FEE 
	KOH PREP 
	87220 
	
	
	
	ABD-KUB 
	74000 
	
	
	

	IVF (UP TO 1Hr) 
	90780 
	
	
	
	LDH 
	83615 
	
	
	
	ABD,Flat Plate and Up 
	74020 
	
	
	

	IVF (EACH hr, 1-8) 
	90781 
	
	
	
	MAGNESIUM 
	83735 
	
	
	
	CHEST, PA-LAT 
	71020 
	
	
	

	Medication/Dosage 
	 
	
	
	
	MCROALB/CREAT RAT 
	84633 
	
	
	
	HAND 3V   L          R 
	73130 
	
	
	

	
	
	
	
	
	MONO TEST 
	86308 
	
	
	
	KNEE 3V   L          R 
	73562 
	
	
	

	
	
	
	
	
	PANEL ARTHRITIS 
	80072 
	
	
	
	SPINE, LUMBAR 3V 
	72100 
	
	
	

	
	
	
	
	
	PANEL BASIC METAB 
	80048 
	
	
	
	ANKLE 3 VIEW   L         R 
	73610 
	
	
	

	
	
	
	
	
	DIAGNOSIS 
	
	
	
	
	
	
	
	

	Methotrexate 5mg# 
	J9250 
	
	
	
	DX1
	
	
	
	
	
	
	
	

	Therapeutic /1M (No OV) 
	90782 
	
	
	
	DX2
	
	
	
	
	
	
	
	

	 Antibiotic 
	90788 
	
	
	
	DX3
	
	
	
	
	
	
	
	

	PPD {skin test) 
	86580 
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	DX4
	
	
	
	
	
	
	
	

	IMMUNIZATIONS 
	
	
	
	
	
	
	
	
	
	
	
	
	

	FLU VACCINE 
	90658 
	
	
	
	DX5
	
	REASON:  EDD 5/9/07  1 fetus

	HEPATITIS A VAX 
	90632 
	
	
	
	
	
	

	HEPATITIS B VAX (20+) 
	90746 
	
	
	
	
	
	

	MMR (LIVE VAX 
	90707 
	
	
	
	DX6 

 
	
	Return Visit: 
	Dav(s) 
	Week(s) 
	Month(s) 

	TETANUS DIPHTH=:RIA 
	90718 
	
	
	
	
	
	
	

	IMMUN ADMIN, SINGLE 
	90471 
	
	
	
	10/2/06
	CURRENT CHARGES 
	$ 275.00

	IMMUN ADMIN, 2+ 
	90472 
	
	
	
	
	
	
	

	 PNEUMQVAX 
	90732 
	
	
	
	
	Payment/Co-Pay 
	
	$ 

	Dr. Herbert Wilson
	
	Check # 
	Cash $ 
	Credit Card:       V    MC    A 

	
	
	Total Number of Procedures: 



PHYSICIAN'S SIGNATURE                                                                                       DATE 
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Inid























Greita
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1

_1313237274.doc
		We will consider this application without regard to race, color, sex, age, disability, religion, national origin or political belief.

		         MEDICAID APPLICATION


         ( Pregnant Woman       ٱ Families w/Children – LIM

		FOR COUNTY USE ONLY:


Date Received in County Dept 


     10/2/06










Check block(s) that   ٱ Child(ren) Only – RSM  ٱ Chafee Independence Program Medicaid


  apply to you:           ٱ Women’s Health Medicaid   Were you in foster care on your 18th birthday? ⁭ Yes  ( No  
                         
                                                                               In which state? ___________ Month, year of 18th birthday: _____________

PLEASE NOTE: A Face to Face interview is not required for Medicaid applications.  Please answer all questions as completely and accurately as possible. If you cannot understand or complete this application,  please notify DFCS staff and assistance will be provided free of charge.

		Your Name: (Please Print) FIRST                                       M.I.                         Last                                                Maiden (if applicable)


Inid                                                                                             Kruschev

		Today’s Date:


10/2/06



		Mailing Address:


181 Oak Lane

		City:


Decatur

		State:


GA

		Zip Code:


30030



		Residence Address (if different from Mailing Address):




		Phone Number(s):


404-565-7755

		E-mail Address:





		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)



		Inid

		

		Kruschev

		

		W

		F

		12/5/80

		Self

		

		

		N

		

		N

		

		N



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		





Please list all persons living with you for whom you DON’T 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).


		Greita

		

		Kruschev

		

		W

		F

		8/21/61

		Mother

		

		

		N

		

		N

		

		N



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		





Is anyone in the household pregnant? ( Yes  ٱ  No If yes, who is pregnant?     Inid

  Due Date:    5/9/07

 Please attach verification of pregnancy if available.


Do you have any unpaid medical bills from the past three months? ٱYes   ( No  If yes, which months?                









Does anyone in your household have Health Insurance? ٱ Yes   ( No     If yes, list Insurance Company and policy number: 


Form 94 (08/09)


_1310376696.doc
INCOME, RESOURCES and DAYCARE


List all income received by persons on page 1 of this application.  Be sure to show the amount before deductions.  Attach an extra sheet if necessary.  We will decide, based on the type of Medicaid, whose income must be counted and whose may be excluded.  If you are applying for Children Only or Pregnant Woman Medicaid, you do not have to complete the Resources/Vehicles sections below.


		Income

		Gross Amount per Pay Check


(amount before deductions)

		How Often?


(weekly, every 2-weeks, monthly, etc.?)

		Name of Person Receiving

		

		Resources

		Amount in Account/Value

		Who Owns Resource?



		Wages/Earnings

		

		

		

		

		Cash

		

		



		Current Employer:

		

		

		Checking Account

		

		



		Wages/Earnings

		

		

		

		

		Savings Account

		

		



		Current Employer:

		

		

		Credit Union

		

		



		Social Security Income/SSI

		

		

		

		

		401K/Retirement Account

		

		



		Worker’s Compensation

		

		

		

		

		Other

		

		



		Pensions or Retirement Benefits

		

		

		

		

		Vehicle(s): Cars, trucks, motorcycles (licensed)



		Child Support/ Contributions

		

		

		

		

		Make

		Model

		Year

		Amount Owed?



		Unemployment


Benefits

		

		

		

		

		

		

		

		



		Other Income, please specify:

		

		

		

		

		

		

		

		





Do you pay for childcare (or care for an adult who cannot care for himself/herself) so that someone in your household can work?


		Name of Parent who works

		Name of child or adult cared for

		Name of care provider

		Amount of Payment

		How Often? (weekly, 2-weeks, monthly, etc)



		

		

		

		

		



		

		

		

		

		





If you are applying for Medicaid for children and one or both of their parents are not in the home, please provide the following information:


		Child’s Name

		Absent Parent’s Name (Mother/Father)

		Do they have Medical Coverage on the Child? Yes/No

		If Yes to Medical Coverage, please list name of insurance company & group number



		

		

		

		



		

		

		

		





I certify that the information I have provided on this application is true and correct to the best of my knowledge.  I understand that this information may need to be verified to determine eligibility.  I understand wage and salary information supplied by the Georgia Department of Labor may be obtained to verify and determine eligibility for Medicaid.  I agree to assign to the state all rights to medical support and third party support payments (hospital and medical benefits). I agree to give the State the right to require an absent parent provide medical insurance, if available. I understand I must get medical support from the absent parent if it is available and must cooperate with the Office of Child Support Services in obtaining this support. If I do not cooperate, I understand I may lose my Medicaid benefits, and only my children will receive benefits unless good cause is established.

I understand that I must report changes in my income and circumstances within ten (10) days of becoming aware of the change.


Signature of Self, Parent or Guardian (Required): _____________ Inid Kruschev______________________
Date: ___10/2/06__________________


