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MEDICAID ELIGIRILITY AUTHORIZATION LETTER

PURPOSE: -

Te provide an alternative care child and his/her alternative care
provider with an official notice of Medicaid eligibility when:

® The alternative care child has not received a Medicaid card:
or .
& The Medicaid card has been lost.

Note: This form may be issned menthly as the ONLY ACCEPTABLE
replacement for a lost, stolen or destroyed Medicaid card.

NUMBER OF COPIES AND DISTRIBUTION:

The C3W completes two (2) coples., The original is given %o the
alternative care provider and a copy is placed in the child’s
Case record. '

INSTRUCTIQNS FOR COMPT.ETTON:

From

Caseworkeér Name: Enter the name of the CSW completing the form.
Telephons Number: Enter the DFS County Office telephone nunker.

Date: Enter the date the Fform is mailed or given to the alterna-
tive care parsnt{s).

Address:  Enter the street address, city, state and zip code of
the DFS County Office.

Ia

Enter the alternative care parent’s full name.

Address: Enter the street address, city, state and zip code of
the alteinative care parent(s).

Re
Case Name: Enter the child’s full name.
Casé Number: Enter the chiid’s DCN.
This Form is Replacing a Lost Card/Letter: Cchildren’s Services

staff will use this form primarily when a Medicaild card is lcst
or has not vet been received. Check R o o



m"not® if appropriate to indicate if the form is replacing a
1ost Medicaid card. Indicate ¥Yno", if this letter is to suffice
until the first identificaticn card is recelived.

Note: The following are not applicable for a foster child:
niock-In,” "General Rellef Case," and "Quallfied Medicaid

Beneficiary (QMB.}"
"Hospice Case®™ : The c¢hild may be receiving Hospice Care in rare

instances when (s)he is terminally ili. TIf the child receives
hospice care as indicated by the Division of Medical Services

{DMS), enter Yyes. "

QMB: ILeave blank.

Name: Enter the child’s full name.
Emergency Room/Qutpatient Restriction: Leave blank.
Five-Prescription Limit: Leave blank.
Medicaid Number: Enter the child’s DCN.

Period of Coverage:
From -~ Enter the date of the first day of the month or the
child’s birthdate if a newborn’s birthday is in the current
month. The beginning date of Medicaid cannot precede the
child’s date of bhirth.
To - Fnter the fourth day of the next month.

Hospice Information: Complete this section as requested only if

the child is eligible for hospice care due to a terminal illness.

Fnter the child’s name and the name and address of the contractor
providing hospice care. '

Medicaid Lock=In Program: Leave hlank.

Third Party Liability: When issuing this form for an alternative
care child with Third Party insurance coverage, indicate that
insurance information on the form. Enter the full name of the

child and the name of the insurance company. Enter the sane
insurance code as in Field 16 of Form TPL-1.

Ccaseworker Signaturse: The CSW signs the form.

INSTRUCTIONS FQR RETENTION

Retain this form in the child’s case rscord for one (1) year.
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