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By the end of this session, participants will be able to

· identify who is eligible for the Transitional Medical Assistance (TMA)
· identify the criteria for continued eligibility for TMA

· apply the eligibility and verification requirements for the Quarterly Report Form

· properly complete the appropriate SUCCESS screens for TMA cases
CMD Order
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PeachCare for Kids
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Medically Needy Pg – P99

Medically Needy Child – F99
TRANSITIONAL MEDICAL ASSISTANCE

SUMMARY OF POINTS OF ELIGIBILITY (MR 2166)

Eligibility Requirements:  Ineligible for LIM due to new or increased earned income of an adult AU member or the loss of $30 or 1/3 deduction.  AU must have correctly received LIM in 3 of the last 6 months prior to the first month of LIM ineligibility.  Eligibility period is potentially 12 months divided into 2 consecutive 6 month periods. The TMA AU is comprised of only the individuals whose needs were included in the LIM AU at the time of LIM ineligibility. 

	TRANSITIONAL MEDICAL ASSISTANCE



	SUCCESS

Screen
	Criterion
	Policy Summary
	Verification Requirement

	ADDR
	Residency

(MR 2225)
	AU must continue to live in Georgia.

	STAT
	Living with a Specified Relative

(MR 2245)
	All children must continue to be related to and living in the home of a specified relative. 

Accept A/R statement.

	DEM1
	Enumeration

(MR 2220)
	Not required if already met under LIM.

	DEM1


	Age 

(MR 2255)
	Children must be under age 18. 
	Accept A/R statement.

	DEM1
	Cooperation with Child Support Services

(MR 2250)
	Not required.

	DEM2
	Citizenship/Alienage/

Identity

(MR 2215)
	Must be a US citizen or lawfully admitted qualified alien. Refer to LIM policy requirements.

	DEM2
	Third Party Resources

(MR 2230)
	Cooperation is required at approval for TMA as well as during both 6-month review periods.

	RES1
	Resources

(MR 2301)
	Not counted.

	ERN1
	Income

(MR 2166 and 2400)
	No income requirements for the initial 6-month extension of TMA. Earned income must be below 185% of the FPL during the additional 6-month extension.  
	Income must be verified by a third party source.


	TRANSITIONAL MEDICAL ASSISTANCE



	SUCCESS

Screen
	Criterion
	Policy Summary
	Verification Requirement

	ERN2
	Budgeting

(MR 2166 and 2667)
	The initial 6-months of TMA eligibility have no budgeting requirements.

In the second 6-months for Quarterly Report Forms returned in the 7th and 10th months:

· Determine actual gross earned income for each month reported on the Quarterly Report Form (QRF), separately.  Do not include unearned income. 

· Determine actual dependent care paid for each month reported on the QRF if the gross countable earned income is greater than the TMA income limit.  No maximum allowable dependent care amount.  Subtract the reported dependent care expense from the gross earned income for each month.

· Compare the average net monthly earnings for each quarter to the TMA income limit for the AU size.

	UINC
	Application for Other Benefits

(MR 2210)
	Not required.


	Criterion


	Processing Standards

Summary of the Policy

	Initial 6-month Extension

(MR 2166)
	Timely Report:  Begin TMA the month after timely notice expires for LIM ineligibility if AU meets criteria.

Untimely Report:  Determine when change should have been effective based on the 10 day reporting requirement (A/R has 10 days to report, Case Manager has 10 days to act, and 14 days for Timely Notice).  Begin TMA the month after Timely Notice should have expired for LIM ineligibility if AU meets criteria.

	Additional        6-month Extension

(MR 2166)
	AU must comply with QRF reporting requirements during the initial 6-month extension and continue to meet the TMA eligibility criteria to begin the additional 6-month extension period.  AU must meet certain requirements to remain eligible for the additional 6-month extension period.


Transitional Medical Assistance (TMA) Examples:
Ms. Mary Barber reports and verifies on 4/15 that she now has a new job. She will begin work on 4/25.  She will earn $1200 gross per month and receive her first paycheck in May.  She has received LIM for herself and her two children, Cindy (15) and Lucy (14) for the past 12 months.  The Case Manager acts on 4/16.

1.
What is the reason for LIM ineligibility?

2.
Has Ms. Barber correctly received LIM in 3 out of the last 6 months prior to the month of LIM ineligibility?

3.
Who will receive Medicaid in May?

4.
For which months will they potentially receive Medicaid under TMA?
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TANF BUDGET SHEET

	Name of Grantee Relative

Mary Barber
	Number in AU

3
	Action Taken:  ( Trial         □  Initial

                        □  Review     ( Change

	AU ID Number

334455661
	Effective Month

May
	C. Standard of Need

Gross Wages

$__________

Less Standard Deduction

$90

$__________

Less Child Care

$__________

$__________

Plus Unearned Income

$__________

$__________

Plus Deemed Income

$__________

$__________

Less Allocation

$__________

$__________

Total

$__________

SON

$__________

Surplus/Deficit

$__________

Eligible for $30 + 1/3?

□  Yes
□  No


	A. Resource Test

[image: image16.wmf]Total Nonexempt Resources   $         0
[image: image17.wmf]Resource Limit                        $       1000

Eligible Based on Resources?  (  Yes        □  No
	

	B. Income Ceiling Test

[image: image18.wmf]Gross Income                   $     1200

(Plus deemed, less allocated income)

[image: image19.wmf][image: image20.wmf]Gross Income Ceiling       $       784

[image: image21.wmf]Surplus/Deficit                  $

Eligible based on ceiling test?  □  Yes   (   No
	

	D. Eligibility/Payment Budget            Ineligible for LIM due to increased earnings

	 1. □   SON                    □  RSM Limit 
	
	
	

	 2. Earned Income
	
	
	

	                                      
	
	
	Eligible for TMA

May - April

	
	
	
	

	Total Earned Income
	
	Subtotals
	

	 3. Less $90
	
	
	

	 4. Less $30                               
	
	
	

	 5. Less 1/3                 
	
	
	

	 6. Less Child Care
	
	
	

	 7. Net Earned Income
	
	
	

	 8. Plus Unearned Income
	
	
	

	 9. Plus Child Support (Less $50 – Medicaid only)
	
	
	

	10. Plus Deemed Income
	
	
	

	11. Less Allocation
	
	
	

	12. Total Countable Income
	
	
	

	13. Surplus/Deficit (SON less line 12)
	
	

	14. Family Maximum                                                                                    

	15.Benefit Amount                                   

	


Form 239 (Rev. 03/2009)

 Determining TMA Eligibility

When Wages Are Reported Untimely
Example #1:  Mr. Roberts has received LIM for himself and two children for seven months.  On 7/3 he reports and verifies new employment which began 5/25; Mr. Roberts received his first check of $350.00 on 6/5 and has received this amount each week since this date.  This is the amount that he expects to continue receiving each week.

Case # 345678900

Refer to the following budget:

1. 
Complete a trial budget based on earnings of $350.00 weekly. The AU is ineligible for LIM ongoing. ($1516.65)

2. 
Determine what should have happened using the 10+10+14 Rule.

3. 
The first month of LIM ineligibility is August based on the 10+10+14 Rule and the financial determination completed for the ongoing month.

4. 
Mr. Roberts has correctly received LIM in 3 of the 6 months preceding August.


5.
His potential 12 months of TMA are August through July.

Georgia Department of Human Resources

[image: image22.wmf]TANF BUDGET SHEET
	Name of Grantee Relative

Mr. Roberts
	Number in AU

3
	Action Taken:  ( Trial         □  Initial

                        □  Review     ( Change

	AU ID Number

345678900
	Effective Month

August
	C. Standard of Need Test

Gross Wages

$__________

Less Standard Deduction

$90

$__________

Less Child Care

$__________

$__________

Plus Unearned Income

$__________

$__________

Plus Deemed Income

$__________

$__________

Less Allocation

$__________

$__________

Total

$__________

SON

$__________

Surplus/Deficit

$__________

Eligible for $30 + 1/3?

□  Yes
□  No


	A. Resource Test

Total Nonexempt Resources   $         0
Resource Limit                        $       1000

Eligible Based on Resources?  (  Yes        □  No
	

	B. Income Ceiling Test

Gross Income                   $     1516.65

(Plus deemed, less allocated income)

Gross Income Ceiling       $       784

Surplus/Deficit                  $

Eligible based on ceiling test?  □  Yes   (   No
	

	D. Eligibility/Payment Budget            Ineligible for LIM due to increased earnings

	 1. □   SON                    □  RSM Limit 
	
	
	

	 2. Earned Income
	
	
	

	                                      
	
	
	$350

x 4.3333

$1516.65

	
	
	
	

	Total Earned Income
	
	Subtotals
	

	 3. Less $90
	
	
	

	 4. Less $30                               
	
	
	

	 5. Less 1/3                 
	
	
	

	 6. Less Child Care
	
	
	

	 7. Net Earned Income
	
	
	

	 8. Plus Unearned Income
	
	
	

	 9. Plus Child Support (Less $50 – Medicaid only)
	
	
	

	10. Plus Deemed Income
	
	
	

	11. Less Allocation
	
	
	

	12. Total Countable Income
	
	
	

	13. Surplus/Deficit (SON less line 12)
	
	

	14. Family Maximum                                                                                    

	15.Benefit Amount                                

	


Form 239 (Rev. 03/2009)

 Determining TMA Eligibility

When Wages Are Reported Untimely

Ms. Mays has received LIM for herself and one child since January 2007.  She has never worked while receiving LIM.  She reports and verifies on 8/3 that she started working in June.  A trial budget is completed for the ongoing month based on earnings of $165.00 weekly.  Employment began 6/15/07, first check received 6/22/07.  Ms. Mays has received $165.00 weekly since her first paycheck.

Case # 123456781

1. 
The Case Manager completes a trial budget based on earnings of $165.00 weekly.  The AU is LIM ineligible ongoing based on gross monthly wages of $714.99.  See budget on next page.

2. 
Determine what should have happened using the 10 + 10 + 14 Rule.  

3.  
First month of LIM ineligibility after a month of LIM eligibility is August, based on the 10+10+14 Rule and the financial determination completed for the ongoing month.

4. 
Ms. Mays has correctly received LIM in 3 of the 6 months preceding August.

5.
 Her potential 12 months of TMA are August through July.

Georgia Department of Human Resources

TANF BUDGET SHEET

	Name of Grantee Relative

Ms. Mays
	Number in AU

2
	Action Taken:  ( Trial         □  Initial

                        □  Review     ( Change

	AU ID Number

123456781
	Effective Month

September
	C. Standard of Need Test

Gross Wages

$__________

Less Standard Deduction

$90

$__________

Less Child Care

$__________

$__________

Plus Unearned Income

$__________

$__________

Plus Deemed Income

$__________

$__________

Less Allocation

$__________

$__________

Total

$__________

SON

$__________

Surplus/Deficit

$__________

Eligible for $30 + 1/3?

□  Yes
□  No


	A. Resource Test

Total Nonexempt Resources   $         0
Resource Limit                        $       1000

Eligible Based on Resources?  (  Yes        □  No
	

	B. Income Ceiling Test

Gross Income                   $     714.99

(Plus deemed, less allocated income)

Gross Income Ceiling       $       659

Surplus/Deficit                  $

Eligible based on ceiling test?  □  Yes   (   No
	

	D. Eligibility/Payment Budget            Ineligible for LIM due to increased earnings

	 1. □   SON                    □  RSM Limit 
	
	
	

	 2. Earned Income
	
	
	

	                                      
	
	
	$165

x 4.3333

$714.99

	
	
	
	

	Total Earned Income
	
	Subtotals
	

	 3. Less $90
	
	
	

	 4. Less $30                               
	
	
	

	 5. Less 1/3                 
	
	
	

	 6. Less Child Care
	
	
	

	 7. Net Earned Income
	
	
	

	 8. Plus Unearned Income
	
	
	

	 9. Plus Child Support (Less $50 – Medicaid only)
	
	
	

	10. Plus Deemed Income
	
	
	

	11. Less Allocation
	
	
	

	12. Total Countable Income
	
	
	

	13. Surplus/Deficit (SON less line 12)
	
	

	14. Family Maximum                                                                                    

	15.Benefit Amount                                   

	


Form 239 (Rev. 03/2009)

Transitional Medical Assistance (TMA) Examples Continued:
Ms. Clara Cook has received LIM for herself and her son David (16) for the past 9 months.  Ms. Cook is employed and earns $525 per month.  Last month (June) was her 4th month of receiving the $30 & 1/3 deduction.

1.
What is the reason for LIM ineligibility?

2.
Has Ms. Cook received LIM in 3 out of the last 6 months prior to the month of LIM ineligibility?

3.
Who will receive Medicaid in July?

4.
For which months will they potentially receive Medicaid under TMA?



Georgia Department of Human Resources

TANF BUDGET SHEET
	Name of Grantee Relative

Clara Cook
	Number in AU

2
	Action Taken:  ( Trial         □  Initial

                        □  Review     ( Change

	AU ID Number

123456789
	Effective Month

July
	C. Standard of Need Test

Gross Wages

$__________

Less Standard Deduction

$90

$__________

Less Child Care

$__________

$__________

Plus Unearned Income

$__________

$__________

Plus Deemed Income

$__________

$__________

Less Allocation

$__________

$__________

Total

$__________

SON

$__________

Surplus/Deficit

$__________

Eligible for $30 + 1/3?

□  Yes
□  No


	A. Resource Test

Total Nonexempt Resources   $         0
Resource Limit                        $       1000

Eligible Based on Resources?  (  Yes        □  No
	

	B. Income Ceiling Test

Gross Income                   $      525

(Plus deemed, less allocated income)

Gross Income Ceiling       $      659

Surplus/Deficit                  $

Eligible based on ceiling test?  (  Yes    □  No
	

	D. Eligibility/Payment Budget            
356

	 1. (   SON                    □  RSM Limit 
	
	
	

	 2. Earned Income/WAGES
	525.00
	
	

	                                      
	
	
	

	
	
	
	

	Total Earned Income
	525.00
	Subtotals
	

	 3. Less $90
	90.00
	435.00
	

	 4. Less $30                               
	30.00
	405.00
	

	 5. Less 1/3                 
	
	
	

	 6. Less Child Care
	
	
	

	 7. Net Earned Income
	
	405.00
	

	 8. Plus Unearned Income
	
	
	

	 9. Plus Child Support (Less $50 – Medicaid only)
	
	
	

	10. Plus Deemed Income
	
	
	

	11. Less Allocation
	
	
	

	12. Total Countable Income
	
	405.00
	405

	13. Surplus/Deficit (SON less line 12)
	
	

	14. Family Maximum             Ineligible for LIM due to the loss of the 1/3 deduction                                                             

	15.Benefit Amount                                   TMA eligible July - June
	


Form 239 (Rev. 03/2009)

Increased Income – Antonio Klein
SUCCESS Case
Background – On October 5th, Mr. Klein calls to report a change.  He has received information today that his hourly wage has increased to $10.00 an hour and he is now working 40 hours a week.

After you congratulate Mr. Klein on his accomplishments, you tell him that you are sending him a form to obtain verification for his case.  Mr. Klein states his General Manager, Mr. Roy Nelson, stated he was faxing a copy of the promotion letter.  You ask him if there are any other changes such as anyone moving in or out of his home, or any other income changes.  He states there are no other changes other than his income.

You check your mail box and there is a fax from Mr. Nelson regarding the increase in pay for Mr. Klein.  

The reported change is entered into SUCCESS.


STAT  A

ERN2


ELIG  A

CAFI  A

MISC  A

MISC ADT

CAFI  A
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TRANSITIONAL MEDICAL ASSISTANCE QUARTERLY REPORT FORM
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________________County Department of Family and Children Services
NAME____________________________      AU ID #____________________________

WORKER NAME___________________      WORKER PHONE #_________________

                                                                           DATE_____________________________

Your caseworker must receive this form by _________________________. Failure to return this form could result in closure of your Medicaid case.

Complete each section below, and provide proof of income. Please provide one of the following:

· Pay stubs for all months listed, OR

· Have the employer sign and complete the earnings section, OR

· Get a signed statement from the employer including all the information listed.

Bring or mail this form and proof of income to the county office. If you need help completing this form, contact the county office.

COMPLETE EACH SECTION BELOW ABOUT THE MONTHS OF _________ THROUGH ___________.

	1
	Did someone move in or out of your home?    (   )Yes        (   ) No                                      If yes, complete the section below

	Name
	Relationship
	Date of Birth
	Social Security Number
	Month Moved

	
	
	
	
	In
	Out

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	2
	Did you or anyone else in your Medicaid case work in the months listed above?

(   )Yes        (   )No   If yes, please complete the boxes on the next page.


	Name of person who worked:__________________________________

Employer:__________________________________________________

Name of person who paid child care:____________________________

Child care provider:__________________________________________

Is the person who worked a full time student?    (   ) Yes       (   ) No

If yes, where is this person in school?____________________________



	Month of:
	Month of:

	Earnings
	Child Care Costs
	Earnings
	Child Care Costs

	Date Paid
	Gross Pay
	Tips
	Date Paid
	Amount
	Date Paid
	Gross Pay
	Tips
	Date Paid
	Amount

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Month of:
	

	Earnings
	Child Care Costs
	Signature of Employer:

____________________________________

Employer Phone Number:

____________________________________

 

	Date Paid
	Gross Pay
	Tips
	Date Paid
	Amount
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


I understand that:

· Information on this report form may stop my Medicaid.

· I must continue to report any changes in my situation within 10 days of knowing about the change.

· If I do not return this report form by the due date, and provide proof where required, my Medicaid may stop.

· If I do not tell the truth, I may be prosecuted for fraud. 

___________________________________  _________________  _________________

Your Signature or Mark                                                 Date                                   Phone Number

__________________________________________  _____________________  ____________________

Signature of Person Helping to Complete Form            Date                                    Phone Number  

Georgia Department of Human Resources

_________________________ County

Department of Family and Children Services

NOTICE OF TERMINATION DUE TO NON-RECEIPT OF QRF

__________________________________

__________________________________

__________________________________                                    AU_________________                   

As a Medicaid recipient under the Transitional Medical Assistance program, you are required to complete and return a form called a QRF every 3 months.  A QRF is a Quarterly Report Form that collects information about your income and child care expenses.    

We did not receive a QRF from you that was mailed on 10/15/08.  Unless you provide us with this necessary information, your benefits will be terminated on 12/31/08.  A second QRF is enclosed.  Please complete it and return it to your County Department of Family Children Service office by 12/16/08, if you have not already done so.                          

If you fail to provide the above information by 12/16/08, your Transitional Medical Assistance will be TERMINATED on 12/31/08 effective 1/1/09.  Let your caseworker know if you had a reason for not reporting this information on time.                                

PeachCare for Kids offers medical assistance similar to Medicaid.  Children under age of 19 may be eligible for PeachCare for Kids, please call 1-877-GAPEACH (427-3224) for application information.  

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

NOTICE OF TRANSITIONAL MEDICAL ASSISTANCE                 

You are receiving Medicaid under the Transitional Medical Assistance program.  This entitles you to free Medicaid services just as you received under Low Income Medicaid.         

To continue receiving Medicaid, you must meet certain requirements. Failure to provide the information requested below by the due date may STOP your Medicaid benefits.                 

For each month listed on the attached report form, you MUST report your family's gross earnings and child care cost BUT you do not have to provide proof of this information.  You MAY complete the attached report form OR call your caseworker and verbally report this information to her/him.             
0058 QRF Form was sent to you on 10/15/08.          

TMA NOTIFICATION AND REPORTING
(MR 2166)
	Month
	SUCCESS
	Case Manager Action
	Information

	1st 
	Sends notice to AU that LIM closed but Medicaid continues.  Sets the extended MA start date for TMA to the ongoing month.  Sends an alert to MMIS.
	
	

	3rd 
	Send the 1st QRF to the AU on the 15th of the month requesting actual gross income and child care expenses paid for months 1, 2 and 3.
	
	All income reported on the QRF must be verified by third party source. Accept A/R statement for child care expense incurred unless questionable.  

	4th 
	If the QRF or QRF information is not received by the 5th calendar day SUCCESS sends a TMA Quarterly Report Follow Up Notice giving the AU until the 21st to provide the completed QRF or QRF information.*  SUCCESS terminates TMA effective the 7th month if QRF information is never reported.  Complete CMD.
	When AU complies with reporting requirements of the 4th month, Case Manager must enter the QRF information on the TMA Income screen.*
	This information (provided or not) has no impact on the 1st six months of TMA.  This reporting criterion is required to establish the 2nd six months of TMA.

	6th 
	Sends QRF to the AU on the 15th of the month requesting actual gross income and child care expenses paid for months 4, 5 and 6.
	
	All income reported on the QRF must be verified by third party source. Accept A/R statement for child care expense incurred unless questionable.  

	7th 
	If the QRF or QRF information is not received by the 5th calendar day SUCCESS sends a TMA Quarterly Report Follow Up Notice giving the AU until the 21st to provide the completed QRF or QRF information.*  SUCCESS terminates TMA effective the 8th month if QRF information is never reported.  Complete CMD.
	When the AU complies with the reporting requirements of the 7th month, Case Manager must enter the QRF information on the TMA Income screen and confirm eligibility for the next three months (3rd quarter).*
	A financial determination will be completed.  The earned income must be equal to or less than the TMA AU limit.  If eligible, coverage extends through next quarter.  If ineligible, SUCCESS terminates TMA and trickles to a lower Medicaid class.  Complete CMD.

	9th 
	Sends QRF to the AU on the 15th of the month requesting actual gross income and child care expenses paid for months 7, 8 and 9.


	
	All income reported on the QRF must be verified by third party source. Accept A/R statement for child care expense incurred unless questionable. 

	10th 
	If the QRF or QRF information is not received by the 5th calendar day SUCCESS sends a TMA Quarterly Report Follow Up Notice giving the AU until the 21st to provide the completed QRF or QRF information.*  SUCCESS terminates TMA effective the 11th month if QRF information is never reported.  Complete CMD.
	When the AU complies with reporting requirements of the 10th month, Case Manager must enter the QRF information on the TMA Income screen and confirm eligibility for the last three months.  (4th quarter).*
	A financial determination will be completed.  The earned income must be equal to or less than the TMA AU limit.  If eligible, TMA coverage continues.  If ineligible, SUCCESS terminates TMA and trickles to a lower Medicaid class. Completes CMD.

	11th
	
	
	

	12th


	CMD is completed by SUCCESS and will trickle to another COA if possible.  Sends information to MMIS for each active A/R in the AU, sends an alert to the Case Manager and a notice to the AU.
	
	


* Refer to MR 2166-8 and 9 if the QRF received is incomplete or Good Cause exists.

Quarterly Report Form

SUCCESS sends the customer the following letter to explain their TMA eligibility:

INQUIRY                      NOTICE CONTENT - NCON                   
    NCON

 Client Name GEORGIA
C CUSTOMER                Client ID 010101010         

0032 -NOTICE OF ELIGIBILITY FOR EXTENDED MEDICAID BENEFITS

You are eligible to receive Medicaid for 6 months under the Transitional Medical Assistance Program, from 11/01/0X through 04/30/0X.  Medicaid will continue for the persons listed below:

GEORGIA C CUSTOMER   010101010P 

 STATE CUSTOMER  20202020P

You may be eligible to receive 6 additional months of Medicaid under this program, from 05/01/0X through 10/31/0X.  If so, a report form will be mailed to you in 01/0X and must be returned by 02/05/0X.  On this form you must report your family's gross earnings and child care cost for the first 3 months that you received Transitional Medical Assistance.  You may either complete the report form or call your caseworker to report this information.  If you do not report by the date shown above, you and your family may not receive the additional months of Medicaid benefits.

NOTE:  Your eligibility for Transitional Medical Assistance will end if any of the following situations occurs:

-      your family moves out of state

-      there is no longer a child under age 18 in your home

-      a court determines that you committed fraud during any

       one of the last six months you received TANF.

INFORMATION ABOUT TRANSITIONAL CHILD CARE

You may be eligible to receive assistance to help pay your child care cost.  To see if you are eligible, contact your caseworker for an application form for the Transitional Child Care program.  If you do not have child care costs now, you may apply for help with child care when you start paying this cost.


The first QRF is sent by SUCCESS in the third month of TMA eligibility and due back by the 5th of the fourth month:

INQUIRY                      NOTICE CONTENT - NCON                      NCON

Client Name GEORGIA C CUSTOMER               Client ID 010101010

0058 - NOTICE OF TRANSITIONAL MEDICAL ASSISTANCE

You are receiving Medicaid under the Transitional Medical Assistance program.  This entitles you to free Medicaid services just as you received under Low Income Medicaid.  

To continue receiving Medicaid, you must meet certain requirements. Failure to provide the information requested below by the due date may STOP your Medicaid benefits.

You may be eligible for an additional six months extension of Transitional Medical Assistance 05/01/0X through 10/31/0X.

For each month listed on the attached report form, you MUST report your family's gross earnings and child care cost BUT you do not have to provide proof of this information.  You MAY complete the attached report form OR call your caseworker and verbally report this information to her/him.

0058 QRF Form was sent to AU 121212121 on 1/15/0X.

SUCCESS sends the following notice if the QRF is not returned or information is not entered on SUCCESS by the 5th of the following month:
INQUIRY                      NOTICE CONTENT - NCON                NCON

Client Name   GEORGIA C CUSTOMER                Client ID 010101010

0053 - NOTICE OF TERMINATION

            DUE TO NON-RECEIPT OF QRF    AU 121212121

As a Medicaid recipient under the Transitional Medical Assistance program, you are required to complete and return a form called a QRF every 3 months.  A QRF is a Quarterly Report Form that collects information about your income and child care expenses.

We did not receive a QRF from you this month, so your benefits will be terminated on 02/28/0X.  A second QRF is being sent to you in another envelope.  Please complete it and return it to your County Department of Family Children Service office as soon as possible if you have not already done so. 

If you fail to provide the above information by 02/21/0X, your Transitional Medical Assistance will be TERMINATED effective 04/30/0X.  Let your caseworker know if you had a reason for not reporting this information on time.

Peachcare for Kids offers medical assistance similar to Medicaid.  Children under age of 19 may be eligible for Peachcare for Kids, please call 1-877-GAPEACH (427-3224) for application information.

The following notice is sent once the QRF is completed in SUCCESS:

INQUIRY                      NOTICE CONTENT - NCON                            NCON

 Client Name GEORGIA C CUSTOMER               Client ID 010101010         

1034 - REVIEW RESULTS                AU 121212121                      

We have completed our review of your case on 02/17/0X and determined that you are still eligible for benefits.  Your period of eligibility is from the first day of 05/0X to the last day of 10/0X.  At the end of that period we will once again review your case.

You are eligible for MEDICAID.  If you are on a medical spenddown, we cannot pay for your medical care until your spenddown is met.  A separate notice will tell you about your spenddown.

You are required to report changes to us within ten days of the change.  A change in your situation may result in a change in the amount of your benefit or in your eligibility.


[image: image4.emf]A.  NAME OF PERSON WHO WORKED:Antonio Klein

EMPLOYER:Home Depot

NAME OF PERSON WHO PAID CHILD CARE:N/A

CHILD CARE PROVIDER:

IS THE PERSON WHO WORKED A FULL TIME STUDENT? NO

IF YES, WHERE IS THIS PERSON IN SCHOOL?

MONTH OF NOVEMBER 2006MONTH OF DECEMBER 2006

EARNINGSCHILDCAREEARNINGSCHILDCARE

DATE PAIDGROSS PAY

TIPSCOSTS

DATE PAIDGROSS PAY

TIPSCOSTS

11/6/2006400011/6/2006012/4/2006400012/4/20060

11/13/2006400011/13/2006012/11/2006400012/11/20060

11/20/2006400011/20/2006012/18/2006400012/18/20060

11/27/2006400011/27/2006012/23/2006400012/23/20060

MONTH OF JANUARY 2007

EARNINGSCHILDCARE

SIGNATURE OF EMPLOYER

DATE PAIDGROSS PAY

TIPSCOSTS

_________________________________________

1/2/200740001/2/20070

PHONE

1/9/200740001/9/20070SIGNATURE OF PERSON PROVIDING CHILD CARE

1/16/200740001/16/20070

_________________________________________

1/23/200740001/23/20070

PHONE

1/30/200740001/30/20070

_________________________________________

Roy Nelson

478-555-1254


TMAI


Karen Nelson
Background – Ms. Karen Nelson’s LIM case trickled to TMA effective 11/06.  A Quarterly Report Form was mailed to Ms. Nelson on 1/15 with a due date of 2/5/07.  Ms. Nelson returned her first QRF on 2/4/07.

Review the earned income and childcare sections of Ms. Nelson’s QRF and enter the information on the manual SUCCESS screen.  

[image: image5.emf]A.  NAME OF PERSON WHO WORKED:Karen Nelson

EMPLOYER:Brooks Self Storage

NAME OF PERSON WHO PAID CHILD CARE:Karen Nelson

CHILD CARE PROVIDER:Little Rascals

IS THE PERSON WHO WORKED A FULL TIME STUDENT? NO

IF YES, WHERE IS THIS PERSON IN SCHOOL?

MONTH OF NOVEMBER 2006MONTH OF DECEMBER 2006

EARNINGSCHILDCAREEARNINGSCHILDCARE

DATE PAIDGROSS PAY

TIPSCOSTS

DATE PAIDGROSS PAY

TIPSCOSTS

11/6/2006550011/6/20063012/4/2006550012/4/200630

11/13/2006550011/13/20063012/11/2006550012/11/200630

11/20/2006550011/20/20063012/18/2006550012/18/200630

11/27/2006550011/27/20063012/23/2006550012/23/200630

MONTH OF JANUARY 2007

EARNINGSCHILDCARE

SIGNATURE OF EMPLOYER

DATE PAIDGROSS PAY

TIPSCOSTS

1/2/200755001/2/200730

PHONE

1/9/200755001/9/200730SIGNATURE OF PERSON PROVIDING CHILD CARE

1/16/200755001/16/200730

_________________________________________

1/23/200755001/23/200730

PHONE

1/30/200755001/30/200730

_________________________________________




1. TMA may be the appropriate COA when an AU becomes ineligible for LIM due to one of the following reasons:

______________________________________________

______________________________________________

______________________________________________
2. The potential time period for TMA eligibility is __________
________.  This time period is divided into ____________ __________ and the _____________________________.

3. In order for TMA to be appropriate, the AU must have correctly received LIM for ____ of the last ______ months.

4. The AU must have included a child under the age of _______.

5. TMA is not the appropriate Medicaid to CMD for a LIM AU that has increased child support income.

True or False
6. SUCCESS sends a Quarterly Report Form to the AU in the following months:

_______________________________________________

_______________________________________________
_______________________________________________
7. AUs are required to submit the completed QRF by the _____ of the following month.

8. If an AU fails to return the first QRF, when will SUCCESS close the TMA case?  







Transitional Medical Assistance
1. 
Ms. Clara Collins currently receives LIM for herself and her daughter Brandi (4).   Ms. Collins reports and verifies on 6/19 that she started a new job on 6/1, earning $8.24/hour for 25 hours/week.  She is paid every Friday and received her first check for $206 on 6/12.  The AU has no other income and no resources.  The Case Manager takes action on 6/19.

Ms. Collins has received LIM for 5 months, but has never worked while receiving assistance. 

Case #345678901

A. 
Compute a trial budget on 6/19 to determine ongoing eligibility for LIM.  The GIC for a family of 2 is $659.
B. 
Effective what month is the new income added to LIM budget?

C. 
Does this AU qualify for TMA?

D. 
If so, what is the first TMA month?  


Georgia Department of Human Resources

TANF BUDGET SHEET

	Name of Grantee Relative


	Number in AU


	Action Taken:  □ Trial         □ Initial

                        □  Review    □  Change

	AU ID Number


	Effective Month


	C. Standard of Need Test

Gross Wages

$__________

Less Standard Deduction

$90

$__________

Less Child Care

$__________

$__________

Plus Unearned Income

$__________

$__________

Plus Deemed Income

$__________

$__________

Less Allocation

$__________

$__________

Total

$__________

SON

$__________

Surplus/Deficit

$__________

Eligible for $30 + 1/3?

□  Yes
□  No


	A. Resource Test

Total Nonexempt Resources   $ 
 
Resource Limit                        $       
Eligible Based on Resources? □   Yes        □  No
	

	B. Income Ceiling Test

Gross Income                   $
 
(Plus deemed, less allocated income)

Gross Income Ceiling       $

Surplus/Deficit                  $

Eligible based on ceiling test? □   Yes        □  No
	

	D. Eligibility/Payment Budget
	
	
	

	 1. □  SON                    □  RSM Limit 
	
	
	

	 2. Earned Income
	
	
	 

	
	
	
	

	
	
	
	

	Total Earned Income
	
	Subtotals
	

	 3. Less $90
	
	
	

	 4. Less $30                     
	
	
	

	 5. Less 1/3
	
	
	

	 6. Less Child Care
	
	
	

	 7. Net Earned Income
	
	
	

	 8. Plus Unearned Income
	
	
	

	 9. Plus Child Support (Less $50 – Medicaid only)
	
	
	

	10. Plus Deemed Income
	
	
	

	11. Less Allocation
	
	
	

	12. Total Countable Income
	
	
	

	13. Surplus/Deficit (SON less line 12)
	
	
	

	14. Family Maximum                                        
	

	15.Benefit Amount                     




Form 239 (Rev. 03/2009)

2. 
Ms. Patricia Parker receives LIM for herself and two children: Monica (4) and James (6).  Ms. Parker verifies on 7/7 that she started a new job on 5/6, and received her first pay check on 5/15 for $205.

A/R provided all pay checks beginning with 5/15.  She has been paid $205 each pay period to present.  She is paid weekly on Fridays.  She has never received $30 & 1/3.  She has received LIM for 2 years. 

Case # 777666555.

A. 
Compute the budget on 7/7 to determine ongoing eligibility for LIM.  The GIC for a family of 3 is $784. 

B. 
Does the AU remain LIM eligible? 

C. 
Effective what month should the wages have been added to the LIM budget?

D. 
Does this AU qualify for TMA? 

E. 
If so, what is the first TMA month?


 

Georgia Department of Human Resources

TANF BUDGET SHEET

	Name of Grantee Relative


	Number in AU


	Action Taken:  □ Trial         □ Initial

                        □  Review    □  Change

	AU ID Number


	Effective Month


	C. Standard of Need Test

Gross Wages

$__________

Less Standard Deduction

$90

$__________

Less Child Care

$__________

$__________

Plus Unearned Income

$__________

$__________

Plus Deemed Income

$__________

$__________

Less Allocation

$__________

$__________

Total

$__________

SON

$__________

Surplus/Deficit

$__________

Eligible for $30 + 1/3?

□  Yes
□  No


	A. Resource Test

Total Nonexempt Resources   $ 
 
Resource Limit                        $       
Eligible Based on Resources? □   Yes        □  No
	

	B. Income Ceiling Test

Gross Income                   $
 
(Plus deemed, less allocated income)

Gross Income Ceiling       $

Surplus/Deficit                  $

Eligible based on ceiling test? □   Yes        □  No
	

	D. Eligibility/Payment Budget
	
	
	

	 1. □  SON                    □  RSM Limit 
	
	
	

	 2. Earned Income
	
	
	 

	
	
	
	

	
	
	
	

	Total Earned Income
	
	Subtotals
	

	 3. Less $90
	
	
	

	 4. Less $30                     
	
	
	

	 5. Less 1/3
	
	
	

	 6. Less Child Care
	
	
	

	 7. Net Earned Income
	
	
	

	 8. Plus Unearned Income
	
	
	

	 9. Plus Child Support (Less $50 – Medicaid only)
	
	
	

	10. Plus Deemed Income
	
	
	

	11. Less Allocation
	
	
	

	12. Total Countable Income
	
	
	

	13. Surplus/Deficit (SON less line 12)
	
	
	

	14. Family Maximum                                        
	

	15.Benefit Amount                     




Form 239 (Rev. 03/2009)


CHANGE           NON-FINANCIAL ELIGIBILITY RESULTS - ELIG          STAT   A 


Month 11 06                                                           01       


                                                                                


 AU ID xxxx00197    Prog MA    Prog Type F    Med COA F01                       


 Confirm Y                                                                      


                                                                                


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


 Stat    Reasons      Date     Date     Date     Date    Type  End Date         


  A                  030506   030206   030106                                   


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


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


 Name   Name         Incl Resp     Date        Date    Date   Date    T  Date   


 ANTONI KLE   SE OT   Y    RE   A 030506      030206                      


 TISHA  KLE   SP OT   Y    RE	  A 030506      030206                      


 KARMEN KLE   CH OT   Y    RE   A 030506      030206                      


 CHARLE KLE   CH OT   Y    RE   A 030506      030206                                           


  





                                                                         


Message                                                                        





CHANGE                   EARNED INCOME 2 - ERN2                   ERN2 01  


Month 11 06                                                           01       


                                                                                


Client Name ANTONIO     KLEIN                Client ID XXXX00292          


                                                                                


Employer Name HOME DEPOT                                                           


                                                                                


                  Avg Hrs 40    Freq WK   Day Week Pd TH   Extra Pay            


                                                                                


Del                                                                            


                                                                                


   Amt 1    V    Amt 2    V    Amt 3    V     Amt 4   V      Extra    V         


  400.00   LE                                                            


  --------------------------   Work Expenses  ----------------------------------


           Type  Amount   Freq  V        Type  Amount   Freq  V                 


                                                                              


                                                                               


                                                                    More Jobs  


Message 0013                                                                   


0013 REQUIRED FIELDS ARE IDENTIFIED BY "?"                                    


               15-lett                        16-evnc          23-alau    24-del








Tell SUCCESS when TMA eligibility should begin





CHANGE             CASH/MA FINANCIAL ELIGIBILITY - CAFI            CAFI    A


Month 11 06                                                                    


AU ID XXXX00197   Prog MA   Prog Type F       Med COA  F07                     


                                   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               Budgeting Method P


Notice Type 0003           Waive Timely Ntc Period           Notice Override  


Review Begin Date 09 06    Review End Date 04 07             Strat 2           


Message                                                                        


                                                                              


  13-note                                                                       





CHANGE              AU NON-FINANCIAL MISCELLANEOUS - MISC            MISC    A 


Month 11 06                     5991   10 05 06                                


                                                                                


 HOH Name ANTONIO        KLEIN                Client ID XXXX00292             


 AU ID XXXX00197    Prog MA                                                     


                                                                                


 Pre    Pre   AU  ATP  ATP  QRF   QRF Pre- Calc Trial Pro Exp SLAM -Extended MA-


 Issn   EBT  Issn Prnt Cyc Status Ctr sump Elig  HH   Ovr Svc  Cd  Start Dt  COA


        Card Mode Cnty Num  Code      Elig Ind   Ind                         Cor


                                                                    11 06     Y 


                                                                                


 ----- Review ----   Auto   Lump Sum                           Delay  QMB   RSM 


 Compl  Mand  Last  Reasgn   Remain                             Rsn   Ovr   Elig


        Std   Type   Ovr     Amount                                         Ovr 


                      Y                                                         


 Sched Interview          QC Penalty End Date                                   


 Del      Unit Number 179502     Inquiry Date 10 05 06       Load ID            


      Next Review A                 Appt Date               Appt Type           


      Appt Begin Time (HH:MM)    :                                              


      Appt End Time (HH:MM)      :           Appt Letter Print Location L       


      L Name/Appt Remarks                                                       


 Message                                                                        


                                                                                


  13-note 14-schd 15-lett                         20-schs       23-alau          














QRF CHNGE                    TMA INCOME - TMAI                       TMAI    A 


Month 02 07                                                                    


                                                                                


 HOH Name ANTONIO      KLEIN                Client ID XXXX00292             


 AU ID XXXX00197                                                                


                                                                                


                                                                                


        Date         QRF        QRF       Unemployed    RSN QRF                 


        QRF         Status      Good      Good Cause   Incomplete               


      Received       Code       Cause                                           


      02 04 07   	C                                                                     


                                                                                


                                                                                


      QRF Months    Gross Inc   V     Dep Care    V                             


                                                                                


                                                                                


       01 07	    2000.00      QR         0      CS                                                           


       12 06	    1600.00      QR         0      CS                                                                        


       11 06	    1600.00      QR         0      CS                                                                       


                                                                                


                                                                                


 Message 0013 01                                                                


 0013 REQUIRED FIELDS ARE IDENTIFIED BY "?"                                     





Joan Smith





QRF CHNGE                    TMA INCOME - TMAI                       TMAI    A 


Month 02 07                                                                    


                                                                                


 HOH Name KAREN        NELSON                Client ID XXXX00024             


 AU ID XXXX00025                                                                


                                                                                


                                                                                


        Date         QRF        QRF       Unemployed    RSN QRF                 


        QRF         Status      Good      Good Cause   Incomplete               


      Received       Code       Cause                                           


       ______       ______                                                               


                                                                                


                                                                                


      QRF Months    Gross Inc   V     Dep Care    V                             


                                                                                


                                                                                


         01 07      ________   ___    _________  ___                                                           


         12 06      ________   ___    _________  ___                                                           


         11 06      ________   ___    _________  ___                                                           


                                                                                                                                                                             


                                                                               


                                                                                


                                                                                


 Message 0013 01                                                                


 0013 REQUIRED FIELDS ARE IDENTIFIED BY "?"                                     





UPDATE                         REMARKS - REMA                        REMA      


                                                                       01       


   ********************************* TMA/F07 *********************************  


   10/05/2006 12:35 PM SUCCESS Training 555-555-5555                           


   For F07, months of eligibility :_11/06____ to :_10/07_______                   


   Document reason for LIM ineligibility:__INCREASED WAGES – AR NOW EARNS  


   $10/HR @ 40 HRS/WK____________________________________________________     


                                                                                


                                                                                


                                                                             


                                                                                


                                                                                


                                                                                


                                                                         More   


 MESSAGE                                                                        


                                                                                


   13-bott                                                                        





CHANGE           NON-FINANCIAL ELIGIBILITY RESULTS - ELIG          ELIG    A 


Month 11 06                                                           01       


                                                                                


 AU ID XXXX00197    Prog MA    Prog Type F    Med COA F07                       


 Confirm Y                                                                      


                                                                                


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


 Stat    Reasons      Date     Date     Date     Date    Type  End Date         


  A                  030506   030206   030106                                   


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


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


 Name   Name         Incl Resp     Date        Date    Date   Date    T  Date   


 ANTONI KLE   SE OT   Y    RE   A 030506      030206  


 TISHA  KLE   SP OT   Y    RE   A 030506      030206  


 KARMEN KLE   CH OT   Y    RE   A 030506      030206  


 CHARLE KLE   CH OT   Y    RE   A 030506      030206  


                                                                                


                                                                                


 








Message                                                                        





                                                                              





SUCCESS trickled to TMA








SUCCESS adjusts the Review End Date to reflect the end of the 12 month coverage period





CHANGE             CASH/MA FINANCIAL ELIGIBILITY - CAFI            CAFI    A


Month 11 06                                                                    


AU ID XXXX00197   Prog MA   Prog Type F       Med COA  F07                     


                                   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               Budgeting Method P


Notice Type 0003           Waive Timely Ntc Period           Notice Override  


Review Begin Date 09 06    Review End Date 10 07             Strat 2           


Message                                                                        


                                                                              


  13-note                                                                       








PAGE  

_1258032714.xls
Sheet1

		A.  NAME OF PERSON WHO WORKED:														Antonio Klein

		EMPLOYER:														Home Depot

		NAME OF PERSON WHO PAID CHILD CARE:														N/A

		CHILD CARE PROVIDER:

		IS THE PERSON WHO WORKED A FULL TIME STUDENT?														NO

		IF YES, WHERE IS THIS PERSON IN SCHOOL?

		MONTH OF NOVEMBER 2006										MONTH OF DECEMBER 2006

		EARNINGS						CHILD		CARE		EARNINGS						CHILD		CARE		CARE

		DATE PAID		GROSS PAY		TIPS		COSTS				DATE PAID		GROSS PAY		TIPS		COSTS

		11/6/06		400		0		11/6/06		0		12/4/06		400		0		12/4/06		0		0

		11/13/06		400		0		11/13/06		0		12/11/06		400		0		12/11/06		0		0

		11/20/06		400		0		11/20/06		0		12/18/06		400		0		12/18/06		0		0

		11/27/06		400		0		11/27/06		0		12/23/06		400		0		12/23/06		0		0

		MONTH OF JANUARY 2007

		EARNINGS						CHILD		CARE		SIGNATURE OF EMPLOYER

		DATE PAID		GROSS PAY		TIPS		COSTS				_________________________________________

		1/2/07		400		0		1/2/07		0		PHONE

		1/9/07		400		0		1/9/07		0		SIGNATURE OF PERSON PROVIDING CHILD CARE

		1/16/07		400		0		1/16/07		0		_________________________________________

		1/23/07		400		0		1/23/07		0		PHONE

		1/30/07		400		0		1/30/07		0		_________________________________________



Roy Nelson

478-555-1254




_1292681388.xls
Sheet1

		A.  NAME OF PERSON WHO WORKED:														Karen Nelson

		EMPLOYER:														Brooks Self Storage

		NAME OF PERSON WHO PAID CHILD CARE:														Karen Nelson

		CHILD CARE PROVIDER:														Little Rascals

		IS THE PERSON WHO WORKED A FULL TIME STUDENT?														NO

		IF YES, WHERE IS THIS PERSON IN SCHOOL?

		MONTH OF NOVEMBER 2006										MONTH OF DECEMBER 2006

		EARNINGS						CHILD		CARE		EARNINGS						CHILD		CARE		CARE

		DATE PAID		GROSS PAY		TIPS		COSTS				DATE PAID		GROSS PAY		TIPS		COSTS

		11/6/06		550		0		11/6/06		30		12/4/06		550		0		12/4/06		30		0

		11/13/06		550		0		11/13/06		30		12/11/06		550		0		12/11/06		30		0

		11/20/06		550		0		11/20/06		30		12/18/06		550		0		12/18/06		30		0

		11/27/06		550		0		11/27/06		30		12/23/06		550		0		12/23/06		30		0

		MONTH OF JANUARY 2007

		EARNINGS						CHILD		CARE		SIGNATURE OF EMPLOYER

		DATE PAID		GROSS PAY		TIPS		COSTS

		1/2/07		550		0		1/2/07		30		PHONE

		1/9/07		550		0		1/9/07		30		SIGNATURE OF PERSON PROVIDING CHILD CARE

		1/16/07		550		0		1/16/07		30		_________________________________________

		1/23/07		550		0		1/23/07		30		PHONE

		1/30/07		550		0		1/30/07		30		_________________________________________






