PART I

POLICIES AND PROCEDURES
AFFORDABLE CARE ACT FOR
PRESUMPTIVE ELIGIBILITY
PREGNANT WOMEN MEDICAID

——*+

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

DIVISION OF MEDICAID

Revised: July 1, 2016

Presumptive Eligibility Revised July 1, 2016



Policy Revisions record

Part Il Policies and Procedures Manual for
Presumptive Eligibility 2016

REVISION | SECTION REVISION DESCRIPTION REVISION | CITATION
DATE TYPE
A=Added (Revision
D=Deleted required by
M=Modified Regulation,
Legislation, etc.)
1/1/2016 | Cover Page Revisions to Cover Page Template M
4/1/2016 | Sec 602 -V1-2 PGW 2016 FPL Increase M
7/1/2016 | 602 — VI-2 Added statement about RSDI for tax A
dependent/child
7/1/2016 | Appendix E - Example of RSDI for tax dependent/child A
Examples
7/1/2016 | Appendix I - Updated Appendix I-Treatment of Income A
Income
7/1/2016 | Appendix M - Added MEMO dated August 21, 2014 A
MEMO regarding RSDI of Tax Dependents for

MAGI based Medicaid and PeachCare for
Kids determinations

Presumptive Eligibility Revised July 1, 2016




CHAPTER 100

CHAPTER 200

CHAPTER 300

CHAPTER 400

CHAPTER 500

PART Il- POLICIES AND PROCEDURES
AFFORDABLE CARE ACT

FOR PRESUMPTIVE ELIGIBILITY PREGNANT

WOMEN MEDICAID CONTENTS

INTRODUCTION

Section 101

Goal of Presumptive Eligibility

OVERVIEW OF PRESUMPTIVE ELIGIBILITY

Section 201

Section 202
Section 203
Section 204
Section 205

Definition and Description of
Presumptive Eligibility Option
Summary of Process

Certification Process and Liability
Responsibilities of a Qualified Provider
Services and Provider Population

GENERAL PROGRAM REQUIREMENTS

Section 301
Section 302
Section 303
Section 304
Section 305
Section 307

Right to Apply

Confidentiality

Non-discrimination

Notice and Informing

Fair Hearing Rights

Planning for Healthy Babies (P4HB)

APPLICATION AND ENROLLMENT PROCESS

Section 401

Procedural Responsibilities of
Qualified Providers

NONFINANCIAL ELIGIBILITY REQUIREMENTS

Section 501
Section 502

Determination of Budget Unit
Citizenship/Legal Immigration Status

Presumptive Eligibility Revised July 1, 2016



CHAPTER 600 FINANCIAL ELIGIBILITY REQUIREMENTS

Section 601
Section 602
Section 603
Section 604
Section 605

Income

Non Taxable Income

Income Eligibility Limits
Determination of Taxable Income
Taxable Earned Income

CHAPTER 700 PROCEDURES FOR PROCESSING APPLICATIONS

APPENDIX

Section 701
Section 701.1
Section 702
Section 703

On-Line Procedures
Approvals

Manual Approvals
Denied Applications

Section A Questions & Answers
Section C Class of Assistance (COA)
Section E Examples

Section F Forms

Section G GAMMIS

Section | Income

Section M MEMO

Section R Resources

Section X (Intentionally Left Blank)

Presumptive Eligibility Revised July 1, 2016



CHAPTER 100 INTRODUCTION

101 Goal of Presumptive Eligibility (PE)

The goal of the Presumptive Eligibility (PE) program is to provide Medicaid
coverage during the application processing period and remove barriers to
the availability of prenatal care critical in positively affecting the birth
outcome and the health of the mother.

The Department of Community Health (DCH) is committed to providing the
individuals responsible for determining a pregnant woman’s PE with clear
and practical guidelines to:

Understand Medicaid coverage available to pregnant women.
Understand the application process for PE.

Understand the eligibility requirements to be used in making PE
determinations.

Be able to compute a PE budget using a PE pregnancy application
form DMA 632.

To screen on Georgia Medicaid Management Information System
(GAMMIS) to prevent multiple Member ID numbers being issued.

To correctly perform on-line entry of the approved PE
application.

Understand procedures for processing PE applications.
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CHAPTER 200 OVERVIEW OF PRESUMPTIVE ELIGIBILITY

201 Definition and Description of Presumptive Eligibility (PE) Option
8435.907 Application/SPA S28-2; S28-3; S28-4; S94-1

The federal legislation, which gives states the authority to cover pregnant
women, infants and children under federal poverty level income limits, also
contains a provision for providing ambulatory prenatal care to pregnant
women during the time period that a formal Medicaid application is pending
with the eligibility agency. Beginning January 1, 1993, the Division of
Medical Assistance (DMA), a division within the Department of Community
Health (DCH), implemented this Presumptive Eligibility (PE) program for
pregnant women.

PE is a determination performed by the Qualified Provider (QP)/Qualified
Hospital (QH). Coverage is available prior to a formal determination of
eligibility by the local Right from the Start Medicaid (RSM) Project or the
county Division of Family and Children Services (DFCS).

PE is an expedited process of enrolling eligible pregnant applicants in the
Medicaid program. It allows certain providers, designated as Qualified
Provider (QP)/Qualified Hospital (QH), to make a preliminary Medicaid
eligibility determination on behalf of a pregnant applicant. Medicaid
coverage may be granted to the pregnant applicant whose net taxable
income does not exceed 220% of the federal poverty level. PE consists of
an income comparison test using the applicant’s statements to establish
gross taxable income and pregnancy.

PE period begins on the day of the month in which the QP/QH determines
the applicant eligible. PE ends when RSM or DFCS determines eligibility or
ineligibility for Medicaid, but no later than at the end of the following month
of the PE approval. PE Medicaid does not cover inpatient hospital and
delivery services only ambulatory prenatal care services are covered during
the presumptive period.

The PE period begins on the date the Qualified Provider/Qualified Hospital
determines the applicant eligible. PE period ends when RSM/DFCS
determines eligibility or ineligibility for Medicaid, but no later than at the end
of the following the month of the PE approval. *The web portal has been
updated and coverage no longer reverts to the beginning of the month for
Presumptive Eligibility.

-1
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If the applicant is determined eligible for the program, she receives a
temporary Medicaid certificate her first month of eligibility. If the eligibility
continues, she receives the plastic Medicaid member identification card for
newly approved beneficiaries. If a beneficiary was previously issued a
Medicaid member identification card, she will not automatically be mailed a
replacement card. Replacement cards are requested by the beneficiary via
online through GAMMIS or by calling HP at 1-866-211-0950.

This number will remain the same throughout the member’s eligibility

These temporary Medicaid benefits are available only to applicants that
state they are pregnant. PE determinations can be completed by QP/QH
only. RSM and DFCS are not included in the legislation as qualified
providers/qualified hospitals; the regulations do not allow all providers to be
certified as qualified providers/qualified hospitals.

After the PE process is completed, the QP/QH will obtain a signed, Health
Coverage Medicaid application (per the applicant’s request); a declaration of
citizenship/qualified immigrant form; and a HIPAA form 5460. These forms,
along with a copy of the PE application form DMA 632, will be forwarded to
the local RSM/ DFCS office for a formal determination of Medicaid eligibility.
Procedures for routing forms and communicating information between the
QP/QH and the local RSM or DFCS office should be worked out at the
county level.

The completed PE Pregnant Women Medicaid packet must be received at
the RSM/ DFCS office within five (5) working days after the PE application is
taken. If at all possible, the application package should be forwarded to the
RSM/ DFCS office daily to assure a fast turnaround on the formal
application. The later in the pregnancy the beneficiary is, the more critical
expedient application processing becomes.

-2
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202 Summary of Process

The PE process involves the Qualified Provider (QP) or the Qualified
Hospital (QH), the Department of Community Health (DCH), the Georgia
Medicaid Management Information System (GAMMIS), and the county
Division of Family and Children Services (DFCS) or Right from the Start
Medicaid (RSM) Project. The QP/QH determines eligibility for the
presumptive period, the county DFCS office or local RSM outreach worker
determines eligibility for ongoing and retroactive Medicaid and
DCH/GAMMIS issues the Medicaid member identification card, thereby,
providing reimbursement to participating providers for Medicaid approved
services.

The process begins when the applicant enters the QP’s/QH’s office and
requests Medicaid coverage. The QP/QH obtains enough information to
determine income and pregnancy eligibility based on the applicant’s
statements. After the PE Pregnant Women Medicaid determination is
completed, the QP/QH assists the applicant with the Health Coverage
application form 94A for ongoing and retroactive Medicaid eligibility at the
applicant’s request.

After the PE Pregnant Women Medicaid is approved, the beneficiary is given
atemporary Medicaid certificate. The QP/QH sends the completed
PE Pregnant Women Medicaid packet to the local RSM/DFCS office. Upon
receipt of the PE package, the local DFCS or RSM office registers the
Medicaid application, if completed by the applicant, and determines eligibility
for ongoing months, as well as, the retroactive months. Notice is given to the
beneficiary regarding the eligibility finding, and the results of the
determination are forwarded to the DCH/GAMMIS for appropriate
processing.

When DCH/GAMMIS receives the eligibility information, an open record is
established on the history file (member data base) for payment of claims.
When the DCH/GAMMIS is notified by the local RSM/DFCS office of the
results of the Medicaid determination, the record is continued as an active
Medicaid record if eligible or closed if ineligible. Subsequent changes of
address should be reported by the beneficiary to the DFCS Call Center 1-
877-423-4746. Loss of their Medicaid card and/or change of address should
be reported by the beneficiary to the HP Member Contact Center at 1-866-

211-0950.
-3
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203 Certification Process and Liability

Providers who meet the requirements of participation will be given the
opportunity to become Qualified Providers (QP)/Qualified Hospital (QH).
The training requirement is met by attending a presumptive workshop and
satisfactorily performing the training exercises.

Upon completion of the training, each provider certifies that all QP/QH
requirements have been met by completing the QP/QH enroliment form.
Upon receipt of the enrollment form, the DCH Provider Enrollment Unit will
add the QP/QH specialty code to the provider’s file and issue an approval
notice to the provider showing the effective begin date for performing QP/QH
activities.

A provider interested in becoming a QP should contact:

HP Provider Enroliment

P.O. Box 105201
Tucker, GA 30085-5201

Call toll free 1-800-766-4456 or on line at www.mmis.georgia.gov

Enrollment Wizard

Providers use this page to complete an enroliment application to become a participating provider in the Georgia Medicaid program. The application
uses a wizard to guide applicants through the enroliment farm. An in-progress application can be saved and completed at a later time.

Please reference the Part |, Policies and Procedures for Medicaid/PeachCare for Kids® manual, for general requirements that apply to all provider
types when enrolling as a Georgia Medicaid provider. Applicants must meet all the provider requirements and gualifications and their practices must
be fully operational before they can be enrolled as Medicaid providers.

Specific qualifications for each provider type are contained in chapter 600 of the program specific policy manual(s).

The Enroliment Wizard will assist with the completion of an application. Required documents, as stipulated in the applicable policy manual sections,
may be uploaded with the application.

A scanned or faxed copy of the Power of Attorney for Payee will be accepted providing that:
1. The submitted Power of Attorney for Payee reflects the raised notary seal and all signatures can clearly be seen via a scanned or faxed copy.
2. Ifthe notary seal is an ink seal it can be clearly seen via a scanned or faxed copy.
3. Ifthe notary seal and all signatures are unclear or illegible when the document is scanned or faxed, the faxed or scanned Power of Attorney for
Payee will be returned to the sender and an original Power of Attorney for Payee will have to be submitted.
The Department reserves the right to reject a scanned or faxed copy of a Power of Attorney for Payee.
To begin, click on the Provider Enroliment Application link below and provide the information requested. If you have any questions regarding

completion of the wizard or status of an application, you may contact the Provider Enroliment Unit for assistance.

Provider Enroliment Application
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204 Responsibilities of a Qualified Provider/Qualified Hospital

e Make correct determinations of PE;

¢ Notify county RSM/DFCS office and the DCH/GAMMIS within 5 working
days of PE determination results (preference is daily);

« Inform the applicant in writing of the results of the PE determination;

e After the completion of the PE determination and requested by the
applicant, obtains a signed Health Coverage application.

DCH Member Services and Policy Unit will be used in support of activities to
provide follow-up training to providers who are in need of additional training.
Additionally, these staff will review a sample of PE applications, form DMA
632, monthly to identify areas of the procedural process needing
modification.

2015 PE Pregnancy VICS Training Schedule
New training schedule for 2016 to be announced.

You may contact pecorrections@dch.ga.gov if you have any additional questions about training.

All state QPs agencies such as Department of Public Health (DPH),
Federally Qualified Health Centers (FQHC) and Rural Health Centers
(RHC) can contact their local DPH office to see if they can attend the
VICS training at that office. QHs may also contact DPH to reserve
seating for the VICS training.

All other QPs/QHs will need to email pecorrections@dch.ga.gov to make
arrangements to attend the training at the DCH State office in Atlanta.

I1-5
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Participants should have PE Pregnant Women Medicaid knowledge before
participating in training which includes, but not limited to:

PE Pregnant Women Medicaid manual review

PE Pregnant Women Medicaid forms review

The PE Pregnant Women Medicaid process/procedures for your office
Non-financial eligibility criteria (Citizenship/Immigration status; residency)
Financial eligibility criteria (Taxable Income; deductions; FPL)

Basic Budget Groups understanding

« Basic P4HB understanding

205 Services and Provider Population

PE provides Medicaid reimbursement for ambulatory prenatal care during
the application processing period. Because a healthy outcome to pregnancy
Is affected by many factors including regular prenatal care and continuing
good health of the pregnant woman; PE does not cover inpatient hospital
and delivery services. Inpatient hospital services, and delivery procedures,
are not included because they do not meet the definition of ambulatory
prenatal care services as defined in the Medicaid state plan.

All limitations to services and other special requirements, such as prior
approval, must be met for the service to be reimbursable. Claims must be
submitted according to the directions of DCH policy within the time frames
specified. Any questions regarding billing procedures should be directed to
the DCH's fiscal agent, Hewlett Packard.

While only certain providers can be certified as Qualified Providers/Qualified
Hospitals, any enrolled provider may render service and seek reimbursement
from the Department of Community Health (DCH) approved services
rendered during the PE period. By allowing all enrolled providers to give
services during the PE period, the goal of improving health care availability is
met.

11-6
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CHAPTER 300 GENERAL PROGRAM REQUIREMENTS

301 Right to Apply
§435.906 Opportunity to apply.

Any applicant will be given the opportunity to apply for Medicaid benefits
without delay.

A PE application may be made at any time during a pregnancy, even if
there is a Medicaid application pending at the county DFCS office.
However, a PE application cannot be taken after the pregnancy has
ended.

If the applicant is already active on another Medicaid class of assistance
(COA), inform the applicant she is already active. Refer her to her DFCS
case manager to have her case updated with her pregnancy information.
PE is a temporary Medicaid; therefore, do not complete a PE application
when the applicant is already active on full Medicaid except for Planning
for Healthy Babies (P4HB) aid categories 180-181, and any Q-Track aid
category 660-662. Refer to appendix C for a brief overview of the COA.

If the beneficiary is active on Planning for Healthy Babies (P4HB) 180-181
complete the PE application and GAMMIS will update the system. Do not
refer these beneficiaries back to DFCS.

If the beneficiary is active on Q-Track complete the PE application and
GAMMIS will show the member as dually eligible. Do not refer these
beneficiaries back to DFCS.

All other active Medicaid beneficiaries are to be referred back to DFCS
with their pregnancy information; except for those beneficiaries receiving
Women'’s Health Medicaid (WHM) aid category 245. Please contact
MORROW directly regarding pregnancy either by fax 770 359 1813, or
emailing at womenshealth@dch.ga.gov

PeachCare for Kids® beneficiaries are not automatically given PE
Medicaid when she states she is pregnant under the Affordable Care Act
(ACA). When they remain PeachCare for Kids® eligible they need to
report their pregnancy to PeachCare for Kids® at 877-GA-PEACH (877-
427-3224).
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The applicant is the primary source of information regarding PE. The
QP/QH will make the determination of eligibility based solely on the
information obtained in the interview and will not require any verification or
documentation of the applicant’s statements. The applicant’s statement
regarding pregnancy is all that is required, medical verification of
pregnancy is not. Under the Affordable Care Act (ACA) medical
verification cannot be required prior to processing the PE application.

PE policy does not allow for Emergency Medical Assistance (EMA) to be
approved as PE. An applicant may not be screened out if they are not a
United States citizen; have not been naturalized; have not resided in the
United States for at least 5 years per the Department of Homeland Security
(DHS). These applicants will be given an application form DMA 632 and
informed that their PE application will be denied initially; however, the
Health Coverage application (if completed) will be reviewed by the
RSM/DFCS team and the applicant will be notified of the final disposition
of the Medicaid application for EMA.

302 Confidentiality

Any information regarding the applicant, obtained for the purpose of
determining PE, is considered confidential, including the name, address
and benefits provided, and may not be disclosed to any persons or
agencies other than those directly related to the administration of Medicaid
known as covered entities.

DCH, RSM/MORROW, DFCS, QP/QH and MAXIMUS are covered entities.
Who is affected by HIPAA?

If you answer yes to the questions below, you are a covered entity and are
required to be HIPAA compliant:

. Are you a health plan or health care clearinghouse?

. Are you a health care provider who sends or receives health
information (such as claims, remittance advice, eligibility, claim
status, prior authorization, enrollment, premium payment or
coordination of benefits) electronically?

. Do you store, have access to or maintain health information?
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More information on covered entities can be found at:
http://www.cms.gov/HIPAAGenInfo/Downloads/CoveredEntitycharts.pdf

Health Information Portability and Accountability Act (HIPAA, Public Law 104-
191) and safeguarding Protected Health Information (PHI) must be
enforced at all times.

Covered entities may use and share only the minimum amount of
protected information necessary to accomplish a particular purpose.

The minimum necessary standard, a key protection of the HIPAA Privacy
Rule, is based on protected health information will not be used or disclosed
when it is not necessary to satisfy a particular purpose or carry out a
function. The minimum necessary standard requires covered entities to
evaluate their practices and enhance safeguards as needed to limit
unnecessary or inappropriate access to and disclosure of protected health
information.

The Privacy Rule requires covered entities to take reasonable steps to limit
the use or disclosure of, and requests for, protected health information to
the minimum necessary to accomplish the intended purpose. The
minimum necessary standard does not apply to the following:

e Disclosures to or requests by a health care provider for treatment
purposes.

e Disclosures to the individual who is the subject of the information.

e Uses or disclosures made pursuant to an individual's authorization.

e Uses or disclosures required for compliance with the Health
Insurance Portability and Accountability Act (HIPAA) Administrative
Simplification Rules.

e Disclosures to the Department of Health and Human Services (HHS)
when disclosure of information is required under the Privacy Rule for
enforcement purposes.

e Uses or disclosures that are required by other law.

Each applicant will receive the Notice of Privacy Practices Form 5460.

HIPAA resource information can be found at: http://dch.georgia.gov/hipaa-
privacy-notices
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303 Non-Discrimination

Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation
Act of 1973, and the Age of Discrimination Act of 1975 prohibit
discrimination on the grounds of race, color, sex, age, religion, national
origin, political affiliation or handicap in the administration of federally
funded programs, including the Medicaid program.

The Department of Community Health (DCH) does not allow any applicant
to be denied PE subjected to discrimination.

304 Notice and Informing
8435.913 Notice of agency's decision concerning eligibility.

An applicant is entitled to adequate notice of the results of the PE
determination. She must receive notice that her Health Coverage
application has been forwarded to the county DFCS/RSM office for a
formal determination of eligibility when the applicant request to complete
the Health Coverage application after the PE determination was
completed.

Follow the process lined out in Chapter 700 and Appendix F for approvals
or denials.

305 Fair Hearing Rights
8431.205 Provision of hearing system.

An applicant is entitled to a fair hearing when the county DFCS/RSM office
makes a decision on her application for Medicaid benefits.

PE is a temporary time limited Medicaid coverage, there are no hearing
rights available at the time of the determination of PE or at the time the PE
coverage ends.

Per the Affordable Care Act (ACA), a pregnant applicant may only be
determined PE Pregnant Women Medicaid eligible once per the same
pregnancy. If the applicant has already been determined eligible for PE
Pregnant Women Medicaid during her same pregnancy, the QP/QH must
deny the new PE Pregnant Women Medicaid application and forward the
PE Pregnant Women Packet to RSM/DFCS. QP/QH are to notify DCH of
the beneficiaries that were medically verified to not be pregnant after the
PE approval by forwarding the entire PE Pregnant Women Packet by email
only to pecorrections@dch.ga.gov .
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307 Planning for Healthy Babies (P4HB)

The Planning for Healthy Babies (P4HB) waiver covers Family Planning
services to women ages 18 through 44 who are at or below 200 percent of
the federal poverty level (FPL), who are not covered by insurance including
Medicare and not otherwise receiving benefits under another Medicaid
program. P4HB covers Inter-Pregnancy Care (IPC) services, including
primary care case management, for eligible women who have delivered a
very low birth weight baby (VLBW). Women, actively receiving Medicaid,
that have delivered a very low birth weight baby, may receive services in
the Resource Mother component of P4AHB. P4HB is a three year term
demonstration waiver that began on January 1, 2011.

The primary goals of the P4AHB program are to reduce: Georgia’s low birth
weight (birth weight less than 2500 grams) and very low birth weight (birth
weight less than 1500 grams) rates; the number of unintended and high
risk pregnancies in Georgia; and Georgia’s Medicaid costs by reducing the
number of unintended pregnancies.

There are three levels of service under P4AHB — Family Planning Services,
Inter-Pregnancy Care Services, and Resource Mother Services.

See P4HB MEMO in Appendix M, and P4HB application, post card and
poster located in Appendix R.

All applicants for PE should be informed about P4HB regardless if they are
approved or denied.

On October 4, 2011 the P4HB program vendor implemented the new
citizenship and identity verification process. This new process is a result of
the amended Social Security Act allowing applicants declaring to be U.S.
citizens or nationals to use this process in lieu of requiring the applicant to
present satisfactory documentary evidence of citizenship/nationality and
identity as specified in 8435.407. The act provides the utilization of the
State Verification Exchange System (SVES). SVES allows a State to
submit to the Social Security Administration (SSA) an applicant’s name,
Social Security Number (SSN), and date of birth (DOB) for comparison with
information that SSA has in its Master file of SSN Holders (Numident). A
response from SSA that confirms the data submitted by the State is
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consistent with the SSA data, including citizenship or nationality, meets the
citizenship and identity verification requirements.

Effective October 2012, DFCS implemented the use of SVES.

AUTO ENROLLMENT

Effective November 2011, Medicaid women beneficiaries who meet the
IPC component of P4HB eligibility requirements, but their Medicaid
eligibility ends at the end of the current month, will be auto enrolled into the
IPC P4HB the first of the following month. A letter explaining the IPC
P4HB program; explaining the option of not being auto enrolled; informing
the beneficiary they will kept their same Care Management Organization
(CMO) but have an option to select a new CMO within thirty (30) days, will
be mailed to the beneficiaries two to three (2-3) months prior to their
scheduled Medicaid closure month.

Services for P4HB do not begin until the member is enrolled in a CMO; the
CMO is listed as Managed Care Health Babies (MCHB) on the web portal.

All beneficiaries should be directed back to their MCHB for any questions
regarding P4HB services.

DUALLY ELIGIBLE

When their PE or full Pregnancy Medicaid is approved the beneficiary will
have two (2) aid categories active for the same eligibility span on GAMMIS,;
during this period the beneficiary is considered dually eligible.

Providers should file all PE related services claims as fee for service; do
not file them with the MCHB listed. More information can be obtained from
the HP Provider Contact Center and/or from the Provider Representatives
at 1-800-766-4456.

MATERIAL
Applicants will need to apply on line, www.p4hb.org, for P4HB if QP/QHs

do not have any paper applications on hand. Applications, postcards and
posters are no longer being printed for distribution.
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CHAPTER 400 APPLICATION AND ENROLLMENT PROCESS

401 Procedural Responsibilities of Qualified Providers (QP)/Qualified

Hospitals (QH) §8435.1103 Presumptive eligibility for other individuals/SPA
S94-1; S28-1; S28-2; S28-3; S28-4

The PE process involves several steps from the point of application with
the QP/QH through the final disposition of the applicant’s Health
Coverage application by the DFCS/RSM county office.

1. The QP/QH shall conduct an interview with the applicant at which
time the provider shall:

¢ advise the applicant she may be eligible for Medicaid benefits as a
presumptively eligible pregnant woman and for ongoing and
retroactive Pregnancy Medicaid coverage;

+ obtain adequate information from the applicant to complete the PE
application form DMA 632, the declaration of citizenship (form 216
or included in form 94A), and the HIPAA form 5460;

+ determine if the applicant meets the PE eligibility criteria; statement of
income and pregnancy are accepted verification is not to be
requested.

2. For any applicant determined presumptively eligible, the QP/QH
shall:

¢ perform on-line entry of the application, or forward a copy of the
completed PE application form DMA 632 to HP the same day the PE
application was completed, for data entry when a QP/QH does not
have internet access to GAMMIS;

e provide a temporary Medicaid certification, or form DMA 634 Approval
Notice of Action if the certificate cannot be printed;

o inform the beneficiary of the PE time limit and the services covered,

e provide the beneficiary with a copy of the Medicaid Guide and fact
sheet, “Quick Guide on Medicaid for Pregnant Women”, which
explains the program and covered services;
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Inform the beneficiary about Planning for Healthy Babies (P4HB);
Give the beneficiary a copy of the Understanding Medicaid Booklet;

Assist the beneficiary with completing the Health Coverage
application and obtain the applicant’s signature. If the beneficiary
has proof of identity and/or citizenship/immigration status obtain a
copy for the Health Coverage application. Write “viewed and copied”
on each copy, stickers may be used. Refer to section 502 for the
complete list of acceptable identity and/or citizenship/immigration
documents.

NOTE: The only part of the Health Coverage application that is
required after the completion of a PE application is the applicant’s
name, contact information, and sign and date the application form
94A. All other information was obtained during the PE application
process and any other information needed will be obtained during
the post eligibility process by RSM/DFCS. The Health Coverage
application is the point the applicant can request any prior month(s)
coverage.

provide the beneficiary with the address and telephone number of the
local RSM/DFCS office where her application has been sent;

forward a copy of the completed PE application form DMA 632, the
signed, Health Coverage application form 94A (if completed),
Declaration of Citizenship/Immigration Status included in form 94A,
form 5460 HIPAA to the local RSM/DFCS within five (5) working days,
or sooner, if possible.

3. For any applicant determined not eligible for presumptive

coverage, the QP/QH shall:

v" inform the applicant verbally and in writing via form DMA 634 Denial

that she is not presumptively eligible;

v’ advise the applicant that if her circumstances change, she may have

another determination of PE performed by a QP;

v" inform the applicant that her application for Health Coverage has

been forwarded to the local RSM/DFCS office for a formal
determination of eligibility (if completed);
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v' forward a copy of the completed PE application form DMA 632, the
signed, Health Coverage application form 94A (if completed),
Declaration of Citizenship/Immigration Status included in form 94A,
form 5460 HIPAA to the local RSM/DFCS within five (5) working days,
or sooner, if possible.

v provide the applicant with the address and telephone number of her
local RSM/DFCS office;

¢ inform the applicant about Planning for Healthy Babies (P4HB);

APPROVED PE BENEFICIARIES REPORTED CHANGES

For any certified presumptively eligible beneficiary who reports a change of
address, the QP/QH shall:

» advise the beneficiary to contact the DFCS Call Center
(1-877-423-4746) OR report all changes at www.compass.ga.gov

For any certified presumptively eligible beneficiary who reports a
lost/stolen card and/or a change of address, the QP/QH shall:

» advise the beneficiary to contact HP Contact Center
(1-866-211-0950)

Correct addresses are needed so beneficiaries can obtain Medicaid
notifications, Medicaid cards, their Care Management Organization (CMO)
choice selection and ongoing information, and for NET (non-emergency
transportation), etc.

The reported change information is included in the Quick Guide form to be
given to all approved PE applicants. QP/QH should clearly go over this
information.

Approved PE beneficiaries will be required to choose a CMO (WellCare,
Amerigroup or Peach State). Inform them to talk to providers regarding
which Medicaid they accept so they know which CMO to choose. The
CMO information is included in the Quick Guide form to be given to all
approved PE applicants. QP/QH should clearly go over this information.
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CHAPTER 500 NON-FINANCIAL ELIGIBILITY REQUIREMENTS

8435.603 Application of modified adjusted gross income (MAGI); 8435.403 State residence/SPA S89-
1; S89-2; S89-3; S28-3.

Non-income requirements for PE include the declaration of
Citizenship/Immigration Status; Georgia Residency; and pregnancy
statement.

In order to determine income eligibility for PE Medicaid coverage, it is
necessary to determine who is included in the budget group. The budget
group is comprised of those members of the household whose needs and
net taxable income are included and compared to the net taxable income
limit. The budget group size determines the income limit used and how
much net taxable income is used in the comparison to the income limit.

All household members will not necessarily be members of the budget
group. In order to be included in the budget group, there must be a tax filer
or non-tax filer relationship.

APPLICANT- an individual who is seeking a PE Medicaid determination for
herself through a PE Medicaid application submission.

BENEFICIARY- an individual who has been determined eligible and is
currently receiving Medicaid.

TAX FILER- an individual who states they expect to file a tax return for the
taxable year.

NON TAX FILER- an individual who state they do not expect to file a tax
return, or does not expect to be claimed as a tax dependent by someone
for the taxable year.

PARENT- natural/biological, adoptive or step.
CARETAKER RELATIVE- any nonparent adult that a child is living with
and who assumes primary responsibility for the dependent child’s care (as

may, but is not required to, be indicated by claiming the child as a tax
dependent for Federal income tax purposes).
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DEPENDENT CHILD- a child (natural/biological, adoptive, or step) who
meets both of the following criteria:

(1)Is under the age of 19;

(2)Is deprived of parental support by reason of the death, absence from
the home, physical or mental incapacity, or unemployment of at
least one parent. A parent is considered to be unemployed if he or
she is working less than 100 hours per month.

SIBLING- natural/biological, adoptive or step.

NON-APPLICANT- an individual who is not seeking an eligibility
determination for himself or herself but is included in an applicant's or
beneficiary's budget group.

BUDGET GROUP- the number of persons counted as members of an
individual's household. This is based on either a tax filer household or a
non tax filer household. The number in the budget group will determine
what income limit is used.

TAX FILER HOUSEHOLD- the household consists of the taxpayer and all
their tax dependents. All members of the tax filer's household are included
in the budget group.

NON TAX FILER HOUSEHOLD- the household consists of individuals who
live together, do not expect to file a Federal tax return, and do not expect to
be claimed as a tax dependent for the taxable year. Must include in the
budget group:
- The individual's spouse;
- The individual's natural/biological, adopted and step children under
the age of 19; and
- The natural/biological, adoptive and step siblings, under the age of
19, of those children.

TAX DEPENDENT- an individual expected to be claimed as a dependent
by someone else for a taxable year. Tax dependents can only be claimed
once per taxable year.

INDIVIDUALS CLAIMED AS A TAX DEPENDENT- an individual who
expects to be claimed as a tax dependent by a taxpayer for the taxable
year. The tax dependents are included in the tax filer's household.
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Three (3) exceptions for claimed tax dependents:

- Individual(s) being claimed as a tax dependent by someone other than
a spouse; or is not the tax filer’'s natural/biological, adopted, or step
child, are to be separated from the tax filer's budget group when
ineligible for a Modified Adjusted Gross Income (MAGI) Medicaid
together.

- Child(ren) living with both parents, expected to be claimed by only one
parent as a tax dependent because the parents are not filing a joint tax
return.

- Child(ren) claimed as a tax dependent by a non-custodial parent. A
court order or binding separation, divorce, or custody agreement
establishing physical custody controls; or if there is no such order or
agreement or in the event of a shared custody agreement, the
custodial parent is the parent with whom the child spends most nights.

Note: If a taxpayer cannot reasonably establish that another individual is a
tax dependent of a taxpayer for the tax year in which Medicaid is sought,
the inclusion of such individual in the household of the taxpayer is
determined. This is not the same as refusing to acknowledge what their tax
status is.

MARRIED COUPLES- married couples living together; each spouse will be
included in the household of the other spouse, regardless of whether they
expect to file a joint tax return or whether one spouse expects to be
claimed as a tax dependent by the other spouse.

On June 26, 2015, the Supreme Court, in United States v. Obergefell ET AL. v. Hodges, Director,
Ohio Department of Health, ET AL. held: The Fourteenth Amendment requires a State to license a
marriage between two people of the same sex and to recognize a marriage between two people of
the same sex when their marriage was lawfully licensed and performed out of state. As of June 26,
2015 Georgia recognizes same sex marriage for the Medicaid and PeachCare for Kids® programs.
For Medicaid Modified Adjusted Gross Income (MAGI), Non-MAGI and PeachCare for Kids®
programs the treatment of income and resources will be the same for same sex married couples
and married couples of the opposite sex.

Pregnant Woman- each expected child is included in the budget group for
PE Medicaid; pregnancy, and number of expected children, is based on the
applicant’s statement only. Only Pregnancy Medicaid and Presumptive
Eligible (PE) Pregnancy Medicaid allow multiple expected births to be
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included without medical verification of the number expected. All other
Modified Adjusted Gross Income (MAGI) COAs need medical verification of

multiple births; otherwise count a pregnant woman in the budget group as
two (her and one unborn child).

502 Citizenship/Immigration Status

8435.406 Citizenship and alienage/SPA ATTACHMENT 2.6-A Page 2; S28-3;
S89-1; S89-2; S89-3.

Policy

Citizenship/Immigrant status requirements are part of the PE program.
Only U.S. citizens and qualified immigrants may qualify for PE Medicaid.
Qualified immigrants that may qualify for Medicaid are:

1. Lawfully admitted immigrants who arrived in the United States before
August 22, 1996, if they are:

a) asylees, refugees, or have been granted parole in the U.S. for at least
one year or have had their deportation withheld.

b) lawful permanent residents.

c) honorably discharged U.S. veterans or active duty military personnel,
their spouses, or their unmarried dependent children.

2. Lawfully admitted immigrants who arrived in the United States on or
after August 22, 1996, if they are:

a) asylees, refugees, or have been paroled in the U.S. for at least one
year, or if their deportation is being withheld.

b) lawful permanent residents who have been credited forty (40)
guarters of employment (10 years) under the U.S. Social Security
system and have not received any federal means tested benefits
during that time. (The employment test may be met also by the
individual’s spouse or parent.)

c) honorably discharged U.S. military veterans or active duty military
personnel, their spouses, or unmarried dependent children.
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d) individuals whose immigration status is in accordance with the
Victims of Trafficking and Violence and Protection Act or 2000 (Public
Law 106-386).

3. Lawfully admitted immigrants that entered the United States on or
after August 22, 1996, and have been legal resident immigrant for
five (5) years or more.

The term “refugee” is used when referring to refugees, asylees, Cuban
Parolees/Haitian entrants, Amerasians, victims of trafficking and Special
Immigrants from Afghanistan and Irag.

Definition

Refugee - (a) any person outside his or her country of nationality or
residence who is unable or unwilling to return to that country because
of persecution or a well-founded fear of persecution on account of
race, religion or political opinion or (b) any person within his or her
country of nationality or residence who is persecuted or has a well-
founded fear of persecution on account of race, religion or political
opinion.

Procedures

QP/QH must have all applicants complete a Declaration of Citizenship/
Immigrant Status included in form 94A (Appendix F), as part of the PE
application process. As with income, the applicant’s statement of
citizenship/ immigrant status is acceptable. Verification of
citizenship/immigrant status is not required; however, if the applicant
does present proof of status at the PE interview, copies should be made
and one retained in the PE file and one sent to the RSM/DFCS office with
the PE packet.

If the applicant has proof of identity and/or citizenship obtain a copy for the
Health Coverage application. Write “viewed and copied” on each copy,
stickers may be used.

Acceptable citizenship/qualified immigrant and/or identity documents:
8435.407 Types of acceptable documentary evidence of citizenship

No ldentity Required on these Citizenship Verifications:
e US Passport (not limited passports)
e Certificate of Naturalization (N-550 or N-570)
e Certificate of Citizenship (N-560 or N-561)
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Identity Required with these Citizenship Verifications:

US Public Birth Record showing birth in one of the 50 states; District
of Columbia; American Territories; or Guam

US birth certificate or data match with a State Vital Statistic Agency
Certification of Report of Birth (DS-1350)

Consular Report of Birth Abroad of a Citizen of the U.S.(FS-240)
Certification of Birth Abroad (FS-545)

United States Citizen Identification Card (I-197 or the prior version I-
179)

American Indian Card (I-872) with the classification “KIC” (Issued by
DHS to identify U.S. citizen members of the Texas Band of Kickapoos
living near the U.S./Mexican border.

Collective Naturalization document/Northern Mariana Identification
Card (1-873)

Final Adoption Decree

Evidence of civil service employment by the US government

Official Military record
Federal or State census record showing US citizenship indicating a
US place of birth
Tribal census record for Seneca Indian tribe or from Bureau of Indian
Affairs
Statement signed by the physician or midwife who was in attendance
at the time of birth
One of the following documents created at least 5 years before the
application for Medicaid showing a US place of birth :
o Extract of hospital record on hospital letterhead established at
the time of person’s birth
o Life, health or other insurance record
o An amended US public birth record
o Medical clinic, doctor or hospital record indicating a US place of
birth
o Institutional admission papers from nursing home, skilled
nursing care facility or other institution

Acceptable Verification of Identity:

State Driver’s license bearing the individual’'s picture or Georgia
Identification Card
Certificate of Indian Blood; US American/Alaska Native tribal

Presumptive Eligibility Revised July 1, 2016 V-6



document; or Native American Tribal Document

« US Military Card or draft record; Military dependent’s ID card with
photograph; US Coast Guard Merchant Mariner Card

 ldentification card issued by federal, state or local government
agencies or entities with photo or identifying information

» School Identification card with a photograph

» US passport issued with Limitations

« Data matches or documents from law enforcement or corrections
agencies such as police or sheriff’'s departments, parole office, DJJ
and Youth Detention Centers

Applicants should not be denied PE, or the right to apply for the program,
because they cannot provide proof of citizenship/immigrant status. The
application should be denied when the applicant verbally states or form
94A indicates that the applicant is not a U.S. Citizen/Naturalized or is not a
gualified immigrant. An affirmative entry on the form meets the criteria for
citizenship/ immigrant status. If one of these items is completed, the
individual will be determined presumptively eligible provided that they are
pregnant (per applicant’s statement); the budget group’s net taxable income
Is at or below 220% of the federal poverty level (FPL) income limit; and
they are GA residents.

The approved and denied PE applications will be reviewed by the
RSM/DFCS team to determine possible eligibility for Emergency Medical
Assistance (EMA) for the applicant when the applicant completes the
healthcare coverage application. EMA cannot be completed in PE.

A lawfully admitted immigrant who entered the U.S. for permanent lawful
residence prior to August 22, 1996; or who entered the U.S. for permanent
lawful residence after August 22, 1996, and who has lived in the U.S. for at
least 5 years, per the Department of Homeland Security, meets the
citizenship/qualified immigrant criteria for PE. These applications will be
completed by the QP/QH, and should be approved if they meet the PE
eligibility requirements.

If the applicant is verbally unable to confirm citizenship or that they are not
a qualified immigrant then the QP/QH will deny the PE applicant and give
the PE packet to the RSM/DFCS office. QP/QH will follow the procedures
outlined in Chapter 703.
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The applicant must be afforded the full opportunity to apply for PE
Medicaid. This means all forms normally given during the course of the
application process must be completed. The applicant cannot be given
just the form 94A to complete and denied in the event she does not meet
the citizenship/ immigrant status requirements.

Visitors, tourists, foreign students and diplomats are not eligible.

Copies of the form 94A, in English and Spanish, are contained in Appendix
F. Ample copies should be kept on hand.

The day the applicant moves to GA, she is considered a Georgia resident.
She does not have to have a fixed GA dwelling. A mailing address is
required for applicants to receive Medicaid notifications, Medicaid cards,
CMO information, and NET (non-emergency transportation), etc. If she is
unable to provide a mailing address inform her the local DFCS office will be
assigned as her address and she can obtain her mail at their office.
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CHAPTER 600 FINANCIAL ELIGIBILITY REQUIREMENTS

601 Income
8435.603 Application of modified adjusted gross income (MAGI)/SPA
Attachment 2.5-A Page 12; S28-2; S10-1; S10-2

Income is money received by the budget unit from any source. Money
received may be earned or unearned. Earned income is compensation
received in exchange for services rendered. It may be in the form of
wages, salaries, commissions, or self-employment. Unearned income is
money received for reasons other than for services rendered. It may be in
the form of pensions, contributions, gifts, child-support, strike benefits, or
interest payments. Only taxable income is used in the PE Pregnancy
budget.

Income may be received weekly, bi-weekly, semi-monthly, monthly, or
some other payment schedule. Income received other than monthly must
be converted to a monthly amount in order to perform the income
comparison test for PE. The following table shows the conversion factor to
use when determining monthly income. This table also appears in
Appendix | — Income as part of the income limits table.

IF PAID THEN MULTIPLY BY

HOURLY Number of hours worked per
week x (times) the hourly wage
x 4.3333 weeks.

WEEKLY Weekly gross income x 4.3333

BI-WEEKLY Bi-weekly gross income x
2.1666

SEMI-MONTHLY Semi-monthly gross income x 2

YEARLY Divide the yearly gross income
by 12.
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602 Non Taxable Income

There are some income types that are not included in the determination of
eligibility because they have been defined as non-taxable income and are
excluded under federal statute. Some examples of excluded income are
adoption assistance payments, TANF (formerly AFDC) benefits, earnings
from the Census Bureau, disaster relief assistance, earned income tax
credits, energy assistance payments, child support and VA. If the tax
dependent/child has no other source of income and resides with a parent
(biological, step, adopted), the Social Security RSDI income is excluded.
RSDI of a tax dependent/child is countable only if the tax dependent/child
has OTHER income that meets the IRS tax filing threshold for tax
dependents or if the child does not reside with a parent and is not claimed
as a tax dependent by his or her parent.

Income received from these sources is not included in any budget
calculations to determine PE Pregnancy Medicaid. A list of exempt
sources is included in Appendix | -Income.

603 Income Eligibility Limits

Income limits for PE Pregnancy Medicaid are based on 220% of the federal
poverty level. The income limit used is determined by the number of
people included in the budget unit.

The income limit for each budget unit size is given below and is included in
Appendix |- Income.

PE Pregnant Women Medicaid 220% FPL Effective 4/1/16

FPL 2016 for Pregnant Woman Medicaid
Budget Group 220% Plus 5%
1 $2,178 $2,228
2 $2,937 $3,004
3 $3,696 $3,780
4 $4,455 $4,557
5 $5,214 $5,333
6 $5,973 $6,109
7 $6,735 $6,889
8 $7,498 $7,669
9 $8,262 $8,450
10 $9,023 $9,229

Add $763 for each additional HH member
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To be presumptively eligible for Medicaid benefits, the monthly budget
group’s net taxable income must not exceed the monthly income limit for
the budget group’s size. Net taxable income must be less than or equal
to the income limit to establish eligibility. Net taxable income is taxable
gross income minus allowable deductions.

The income limits are based on the federal poverty level (FPL) and
change each time the poverty level changes. This change usually occurs
in February, and the new limits are effective beginning on the first day of
February. The limits are issued as soon as they are received from the
U.S. Department of Health and Human Services.

The 200% FPL limit changed effective April 1, 2015 through January 31,
2016.

604 Determination of Taxable Income

Unless specifically exempt or otherwise excluded from consideration, all
taxable income of the budget group must be counted in the PE Pregnancy
Medicaid determination.

In addition to those income sources identified as exempt or excludable by
statute, there are allowable deductions available to offset the taxable
income.

The three allowable deductions are:

» Pre tax deductions
» Form 1040 deductions
» 5% FPL deduction

Taxable income of the applicant’s child, who is 18 years old or younger, is
disregarded in full if they are not required to file income taxes. Filing for a
tax refund is not the same as filing a tax return.

The 18 year old is considered 18 for the entire year, including up to the
last day of the month they turned 19 years old.

Presumptive Eligibility Revised July 1, 2016 VI-3



605 Taxable Earned Income

Earned income refers to the gross earnings of an individual received in
the form of wages, tips, salaries or commissions, as payment for
performing work duties, including self-employment.

When determining the taxable income to be included from self-
employment activities, compared to the budget group’s income limit,
consider only the net taxable gross income. Net taxable gross income is
the total profit from the business and deducting business expenses (those
costs directly related to producing the goods or services that are
allowable IRS deductions).

The applicant’s statement regarding gross taxable income, receipts and
costs of doing business, is accepted as establishing the amount of net
taxable gross income to be included in the financial calculation. The
applicant may state an amount equal to the net taxable gross income
amount for a stated period.

Example:

Applicant is self-employed and states her monthly taxable gross income is
$10,000 per month, and herself employment monthly expense are $8,000.
QP/QH will take the $10,000 and subtract the $8,000 = $2,000 as her net
taxable gross income.

OR

Applicant can state her net taxable gross income is $2,000.

After the net taxable gross income is established the allowable deductions
are given.

When an individual receives food, shelter, clothing or some alternative
payment other than cash for performing work activities, the value of these
items is disregarded for the purposes of determining financial eligibility.
These items are considered to be in-kind benefits that have no direct
monetary value to the budget unit for purposes of meeting daily needs.

See Appendix | - Income for a chart of Taxable Earned Income.
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CHAPTER 700 PROCEDURES FOR PROCESSING APPLICATIONS

As of April 1, 2003, approved applications can be processed manually or
on-line. Procedures for both methods are specified in detail.

701 On-Line Procedures

The on-line process allows certain information contained on the completed
PE application (form DMA 632) to be data entered into the GAMMIS
system. Data entry of this information allows immediate update of the
DCH/GAMMIS file and immediate generation of a Medicaid identification
number.

The on-line process does not eliminate the requirement to interview the
applicant and perform the eligibility determination. Further, the on-line
process does not eliminate completion of appropriate forms. Only certain
information contained on the completed PE application form DMA 632 is
involved in the automated process.

Approvals

Only information from approved PE Pregnant applications can be entered
into the GAMMIS system. The completed approved PE application (DMA
632) contains certain data elements that can be entered directly into the
GAMMIS system.

When it is determined that the applicant is eligible and an approval is
appropriate for PE Medicaid, adhere to the following procedures.

1. Data enter in the appropriate fields certain demographic information
contained on the PE application. When processing over the Internet, the
member’s identification number will be issued by the system as part of
the online process. If already known to the system use the same ID

2. If all data are entered correctly, the system will allow production of a
temporary Medicaid certification form. Print out two copies of this
document. Give the beneficiary a copy of the temporary Medicaid
certification form. In addition to serving as a temporary Medicaid
certification, this document serves as a notice to the beneficiary that she
is approved for PE Medicaid. For the on-line process, if the temporary
Medicaid certificate is not printed, use the Notice of Action, form DMA
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634 Approval. Instruct the beneficiary to present this document to her
providers as proof of PE Medicaid eligibility.

3. Retain a copy of the temporary Medicaid certificate/ DMA 634 Approval
form in the record, along with a copy of the PE application DMA 632.

4. Within five (5) business days or sooner, if possible, refer the PE
packet (PE application and supporting documents) to the local Right
from the Start Medicaid (RSM) Project or the Division of Family and
Children Services (DFCS) office.

e  QP/QH personnel should give the applicant the temporary Medicaid
certificate and a copy included in the PE packet.

e  QP/QH personnel should give the local RSM/DFCS office the PE
packet: a copy of the DMA 632; a copy of the citizenship affidavit,
form 94A, HIPAA form 5460.

Additionally if the DMA 285 TPL form was signed, and the singed
Health Coverage application (if completed) will also be included with
the PE packet.

NOTE: The only part of the Health Coverage application that is required,
after the completion of a PE application, is the applicant’'s name, contact
information, and sign and date the application. All other information was
obtained during the PE application process and any other information
needed will be obtained during the post eligibility process by RSM/DFCS.
The Health Coverage application is the point the applicant can request any
prior month(s) coverage.

When the PE beneficiary has a TPL, the only part of the DMA 285 form that
Is required, after the completion of the PE application, is the top part of the
form and signatures/date in both locations at the bottom of the form. This
Is the PE beneficiary’s agreement to cooperate with TPL during post
eligibility if a Health Coverage application is submitted.

. The local RSM/DFCS office will review the PE beneficiary’s eligibility for

ongoing and retroactive Medicaid if the Health Coverage application is
included in the PE packet and prior month(s) coverage was requested.
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Retroactive (prior months) Medicaid are protected by federal regulations, up
to the three (3) prior months of the Medicaid application that can be
potentially activated.

Retroactive Medicaid is not automatically given with every application; it
must be requested by the applicant.

PE Medicaid does not allow for retroactive Medicaid to be determined.
Only RSM/DFCS offices are able to complete retroactive Medicaid for PE
Pregnant Women Medicaid applicants. The applicant must meet all the
eligibility requirements for any month(s) requested and state they have at
least one unpaid medical expense for each of the month(s) requested.
Proof of the expense is not required.

ERRORS DISCOVERED PREVENTING ENTRY OF A PE INTO GAMMIS

When an issue occurs when trying to add the PE approval to GAMMIS,
the following procedures are to be followed:

1. Fax the PE Application (form DMA 632) only to 1-866-483-1045

2. Call HP at 1-800-766-4456

3. Ask HP to transfer you to HP Member Enroliment for an Emergency
Update

4. ldentify yourself as a Qualified Provider (QP) and give your agency’s
full name

5. Inform HP Member Enroliment that you have just faxed the PE
Application and give them the fax number it was faxed from

6. The HP Member Enrollment will retrieve your fax (PE Application) and
manually update the approval in GAMMIS while you are on the phone
with them.

If the beneficiary is already known to GAMMIS she will retain her
Member ID number; if she is new to GAMMIS the HP Member Enrolliment
will give you her Member ID number.

After you have been given her Member ID number, give the beneficiary
form DMA 634 Approval letter; include a copy in the PE packet.
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ERRORS DISCOVERED AFTER PE HAS BEEN SUBMITTED

Providers are encouraged to exercise care when executing the online
process. Errors on a Presumptive Eligibility record will cause denials or
delays in the payment of claims, and prevent a beneficiary from receiving
services.

After GAMMIS accepts the information and issues a member identification
number, errors on a record, such as an incorrect date of birth, wrong social
security number, or improper spelling of a name, duplicate ID number
iIssued, etc. cannot be corrected through the system. These must be
corrected by contacting HP.

To have these corrections completed, QPs/QHs will fax HP Member
Enrollment at 1-866-483-1045 using the PE Coversheet and attached the
PE application; do not include any other pages in the fax.

HP has three (3) business days after receipt of the PE Coversheet and PE
application form to update the changes in GAMMIS.

The PE Coversheet can be found in Appendix F.

See Appendix M for MEMO dated 3/9/12 for instructions.

702 Manual Approvals

Only approved PE applications are to be sent to GAMMIS for data entry.
The manual procedure is to be followed when the provider does not have
access to the on-line Internet PE application in GAMMIS.

When it is determined that the applicant is eligible and an approval is
appropriate for PE Medicaid, adhere to the following procedures.

1. Upon completion of the PE application, call HP to have it manually
updated. Give the PE beneficiary form DMA 634 Approval, Notice of
Action. The beneficiary should present these to her medical care and
pharmacy providers.

2. Within five (5) business days or sooner, if possible, refer the PE
packet (PE application and supporting documents) to the local Right
from the Start Medicaid (RSM) Project or the Division of Family and

Presumptive Eligibility Revised July 1, 2016 Vil-4



Children Services (DFCS) office.

e  QP/QH personnel should give the local RSM/DFCS office the PE
packet: a copy of the DMA 632; a copy of the citizenship affidauvit,
form 94A, HIPAA form 5460.

Additionally, if the DMA 285 TPL form was signed, and the singled
Health Coverage application (if completed) will also be included with
the PE packet.

NOTE: The only part of the Health Coverage application that is required,
after the completion of a PE application, is the applicant’'s name, contact
information, and sign and date the application. All other information was
obtained during the PE application process and any other information
needed will be obtained during the post eligibility process by RSM/DFCS.
The Health Coverage application is the point the applicant can request any
prior month(s) coverage.

When the PE beneficiary has a TPL, the only part of the DMA 285 form
this is required, after the completion of the PE application, is the top part of
the form and signatures/date in both locations at the bottom of the form.
This is the PE beneficiary’s agreement to cooperate with TPL during post
eligibility if a Health Coverage application is submitted.

The local RSM/DFCS office will review the PE beneficiary’s eligibility for
ongoing and retroactive Medicaid if the Health Coverage application is
included in the PE packet and prior month(s) coverage was requested.

703 Denied Applications

When the application is denied, it cannot be data entered. Since denied
applications cannot be entered into the GAMMIS system, they are to be
processed in the following manner.

Reasons for denial are: 1) The applicant is not a U.S. citizen or qualified
immigrant. 2) The applicant is not pregnant per her statement. 3) The
applicant’s net taxable income is above 220% of the federal poverty level
limit. 4) The applicant is not a GA resident. 5) Unable to determine,
applicant refuses to verbally give tax status information.
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After completion of an application form DMA 632 and it is determined that
the applicant is not eligible and the application is to be denied for PE,
adhere to the following instructions:

1. Complete and give the applicant a copy of the Notice of Action,
DMA 634 Denial. Inthe case of a denial, this is the only form the
applicant receives for PE Medicaid.

2. Within five (5) business days or sooner, if possible, give the PE
packet to the RSM/DFCS office.

Note: Since denied applications cannot be data entered, all QP/QH offices,
including those with Internet access, must follow these procedures for
denials.

If a Health Coverage application was signed and submitted as part of the PE
packet, and the applicant is found ineligible for any Medicaid, the computer
system will send the application to the Federally Facilitated Marketplace
(FFM). The applicant will be notified directly by the FFM.

The applicant may find additional FFM information, or apply directly for
Healthcare coverage at www.heathcare.gov, or they may call the FFM any
time at 1-800-318-2596, TTY 1-855-889-4325.
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APPENDIX A - QUESTIONS & ANSWERS

1. What forms are needed for a PE application?

e Application form DMA 632
e Declaration of Citizenship form 94A
e HIPAA form 5460

2. Do | need a separate Declaration of Citizenship form 216 if | am
using the single streamlined Medicaid application form?

No. The signed single streamlined Medicaid application contains the
declaration language needed.

3. Can I just have them complete form 216 and if they are not U.S.
Citizens or Qualified Immigrants and just not let them complete an
application?

No. Anyone whom requests PE Medicaid must be given an application.
Not everyone will be approved for PE, but they must be given an
application.

4. What reasons can PE Medicaid be denied for?

e Not being pregnant

e Not being a U.S. Citizen or Qualified Immigrant

e Not being at or below the 220% FPL net taxable income limit

e Not being a Georgia resident

e Unable to determine, applicant refuses to give verbal tax status
information

5. What must | inform the applicant of once approved for PE Medicaid?

Inform the applicant they have been approved.

Explain what PE Medicaid is.

Explain what PE Medicaid covers and does not cover.

Explain what a temporary Medicaid certificate is and how they
should use it.

« Explain WIC and assist them to apply.
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» Explain the Health Coverage application will be given to the
RSM/DFCS office (if completed) to make the Medicaid
determination, or they can file an application directly with
DFCS at www.compass.ga.gov

e Explain what Medicaid will cover.

e Give the applicant the Quick Guide on Medicaid For Pregnant
Women, and review the information.

¢ Inform the member of Planning for Healthy Babies (P4HB).

¢ Give them the Understanding Medicaid Booklet

6. What must | inform the applicant of once denied for PE Medicaid?

7.

¢ Inform the applicant they have been denied, and why.

e Give them form DMA 634 Denial Notice of Action and review it
with them.

e Explain the Health Coverage application will be given to the
RSM/DFCS office (if completed) to make the Medicaid
determination, or they can file an application directly with
DFCS at www.compass.ga.gov

e Inform the applicant about Planning for Healthy Babies
(P4HB).

If the application is approved can | just have the information manually
updated by GAMMIS?

No. If the QP/QH has access to the on-line web portal internet they
must enter the application information on-line. This is also how the
temporary Medicaid certificate will be generated. If the QP/QH does not
have access to the on-line internet application then the approved
applications are to be sent to HP’'s Member Contact Center for manual
entry; refer to section 702 for more detail.

What happens if the applicant is already active on Medicaid?

QP/QH should screen applications to confirm the applicant is not
active on Medicaid. If the beneficiary is active on Medicaid, other than
P4HB aid categories 180-181, or Q Track all 600 aid categories, do
not complete a PE application on line as PE is only temporary
Medicaid.
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Instead give the beneficiary information of her pregnancy and inform
her to give this to their DFCS case manager or they can call the DFCS
Call Center at 1-877-423-4746 to report their pregnancy.

Those beneficiaries that are active for P4HB, aid categories 180-181,
accept and complete the PE application and follow normal PE
application procedures. Beneficiaries that are active P4HB 182 or 183
have full Medicaid already, give them information of their pregnancy and
have them to give this to DFCS or call the DFCS Call Center.

Beneficiaries active on SSI Medicaid, follow procedures to have the
pregnancy information updated on GAMMIS using the SSI Pregnant
Women Update form.

Beneficiaries active on WHM, inform MORROW of the pregnancy
information.

Beneficiaries on PeachCare for Kids® that remain active on PeachCare
for Kids® are to report their pregnancy information to PeachCare for
Kids®.

See Appendix C for a list of different types of Medicaid.

See Appendix M, memorandum on Planning for Healthy Babies (P4HB)
Family Planning Waiver, for more information.

9. What happens if | have problems getting the applicant added on the
web portal?

QP/QH should follow the procedures outlined in Chapter 700.
10.How do | screen an applicant on the web portal?
See step by step process in Appendix G.

11.The applicant receives Food Stamps, does this count as income in
her PE budget?

No. Food Stamps, Temporary Assistance to Needy Families (TANF) and

Supplemental Security Income (SSI) are not counted as income in the
budget.
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See Chapter 600 and Appendix | — Income for Taxable Income
information.

12.What does the “Right to Apply” mean?
The right to apply has a twofold meaning. The first being that anyone
that walks into your office and request to apply for PE Medicaid, they
must be given an application at that moment.
Second, anyone that would like to submit an application during normal
operating office hours must be allowed to do so.
The right to apply does not mean the application must be completed the
same day as they could walk in your office on a Friday at 4:58
p.m. The application should be processed timely the following

business day. Nor does the right to apply mean everyone is eligible
for PE Medicaid.

The right to apply also does not mean that a QP/QH is allowed to
approve back to back PE applications.

The Affordable Care Act (ACA) only allows one approved PE Pregnant
Women Medicaid application per the same pregnancy.

13.How do | order forms?

Form DMA 632 can only be printed from the Web.

Form 94A and 5460 should be obtained through RSM or DFCS. Form

634, Approval and Denial, can be printed from the Web.

TPL DMA 285 can only be printed from the Web.

The Health Coverage application can be obtained from RSM or DFCS.

14. If someone has a question regarding P4HB who should they talk to?

Beneficiaries should speak to their MCHB regarding P4HB.
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Applicants should contact MAXIMUS for questions regarding P4HB:
1-877-744-2101
Fax 1-888-744-2102

www.planning4healthybabies.org

Providers should contact their MCHB for all P4HB questions including
services, claims, etc.

Qualified Providers, such as the Department of Public Health, or
Qualified Hospitals should email pecorrections@dch.ga.gov
regarding any P4HB regulations. Anything regarding claims/codes etc.
will need to be handled by the MCHB.

15. If I am adding the PE on to the Web, do | need a form 6327

Yes. The form DMA 632 is the PE Pregnancy application. An application is
needed to apply for PE Medicaid.

Adding the information onto the Web is an instant update which allows all
providers to see the beneficiary’s eligibility once it is entered on the Web.
This allows the beneficiary to obtain immediate medical care which is the
purpose of completing PE Medicaid.

All providers are required to verify Medicaid eligibility via the Web or by
calling HP mainly through the IVR system or by speaking with the HP
Provider Contact Center. Beneficiaries having proof of their eligibility is no
longer used to validate their eligibility per House Bill 1234.

16. Who is a Green Card Holder (Permanent Resident)?

A Green Card holder (permanent resident) is someone who has been
granted authorization to live and work in the United States on a permanent
basis. As proof of that status, a person is granted a permanent resident
card, commonly called a "Green Card."

An immigrant can become a permanent resident several different ways.
Most immigrants are sponsored by a family member or employer in the
United States. Other may become permanent residents through refugee or
asylee status or other humanitarian programs. In some cases, immigrants
may be eligible to file for themselves.
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This page can be found at: http://www.uscis.gov/greencard

17. When does time as a Permanent Resident begin?

Permanent Resident begins on the date they were granted permanent
resident status. This date is on their Permanent Resident Card (formerly
known as an Alien Registration Card or “Green Card”).

On May 11, 2010, USCIS announced a redesigned Green Card. The Green Card will
now be colored green for easy recognition. The Green Card redesign is the latest
advance in USCIS's ongoing efforts to deter immigration fraud. State-of-the-art
technology incorporated into the new card prevents counterfeiting, obstructs tampering,
and facilitates quick and accurate authentication. Beginning May 11, 2010, USCIS wiill
issue all Green Cards in the new, more secure format. USCIS will replace Green Cards
already in circulation as individuals apply for green card renewal or green card

r eplacement.

Sample: This is what the new US green card looks like.
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NOTE: The “A-number” 1s the Alien Registration Number
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19. What is a passport?

The U.S. Department of State issues the U.S. passport to U.S. citizens and

noncitizen nationals.

Current U.S. Passport
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U.S. Passport Card

The U.S. Department of State began producing the passport card in July
2008. The passport card is a wallet-size card that can only be used for land
and sea travel between the United States and Canada, Mexico, the

Caribbean, and Bermuda.
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20. How do | read and understand a visa?

The illustrated guide below demonstrates how to read the new
non immigrant visa (for travel to the U.S. as a temporary visitor).

“R" means ‘reqular”
Check that Check that passport. "Class” is
your ppt your name ) Check that I_he type or visa. Sge
number is is spelled Where your visa your date of The class of visa by

N 0 . i L irth your purpose of
3 0 travel”.

€< <LK
12345678<8KOR5001013F1304071B3SE000ILA24B934

“M" means that you can “Annotation? may inciude “Expiration Date” is the
seek entry into the U.S. jonal mformabon about last day you can use your
muﬂ.iple times. If there your visa. For enm' on visa to seek emy into the
is a number here, you a student visa, & will show U.S. It has nothing to do
may apply for entry that your SEVIS number and with how long you may stay
many times. name of your school inthe U.S. See "Whatss a

Visa?”

The temporary Form 1-551 MRIV is evidence of permanent resident status
for one year from the date of admission.

Temporary |-551 printed notation on a machine-readable immigrant
visa (MRIV)
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When an immigrant has been granted admission into the U.S. by an
Immigration Inspector at an authorized Port of Entry, he/she will be issued an
1-94, ARRIVAL/DEPARTURE RECORD, which is stapled to a page in the

passport. This document will explain how long the bearer may remain and the
terms of admission.
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What is an 1-94 Form (Arrival-Departure Record, Form [-94 Card)?

As a nonimmigrant, a U.S. Customs and Border Protection (CBP) 1-94 Form (Arrival-
Departure Record, Form 1-94 Card) or Form 1-95 (Crewman's Landing Permit) shows
the date you arrived in the United States and the "Admitted Until" date, the date when
your authorized period of stay in the US expires.

Student Visa Overview

There are three major types of student visas that an international student can come on
to the United States to study. Student visas are issued for the period it takes the visitor
to complete his/her course of study, program or work assignment.

1. F1 Visa: Academic Studies

For people who want to study or conduct research at an accredited U.S. College or
University. In order to be qualified for getting an F1, you must be accepted by an
recognized university as a full time student. You must also prove the sufficient proof of
financial support during this stay in United States. Except for the training required by the
course a F-1 holder cannot work in the United States.

2.J Visa: Academic Studies as an Exchange Visitor
For people who will be participating in an exchange visitor program in the U.S. The J
Visa is the primary visa for educational and cultural exchange programs.

3. M Visa: Non-Academic or Vocational Studies
For people who want to study or train at non-academic institutions in the U.S. such as
vocational schools.

Business Visa
For those visiting USA temporarily on a business visa, also known as B1 visa.

Work Visa

The H1B visa is an employment-based, non-immigrant visa category for temporary
workers. For such a visa, an employer must offer a job and apply for your H1B visa
petition with the US Immigration Department. This approved petition is a work permit
which allows you to obtain a visa stamp and work in the U.S. for that employer.

A spouse and children (age under 21) of H1 visa holders can qualify for H4 visa. H4
visa holders are not permitted to work in U.S. They will accompany a legally employed
person in the United States on a dependent visa.

Visitor VISA
USA Visitor Visa is a tourist visa to US. It is also known as B2 Visa. Visitor visa is a
non-immigrant visa issued to people entering US temporarily for pleasure, tourism, or
medical treatment. Any foreign citizen including parents who wants to visit USA for
tourism, visiting children, family, friends, relatives, attending special events, family
functions, ceremonies, or for medical treatment may qualify and can apply for Visitor
Visa.
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APPENDIX C- CLASS OF ASSISTANCE

Aid Category

Medicaid

104 —Parent/Caretaker
Adult

Medicaid benefits for eligible adults that have a qualifying
child.

105 - Parent/
Caretaker Child

Medicaid benefits for eligible children up to age 19 and the
adult(s) who are responsible for those children.

118 - 1st yr. TMA Adult
119 - 1st yr. TMA Child
120 -2nd yr. TMA Adult
121- 2nd yr. TMA Child

Medicaid coverage for up to 12 months to beneficiaries that
become ineligible for Parent/Caretaker with Child(ren)
Medicaid because of changes related to earned income.

122- AMEX Adult
123- 4AMEX Child

Four Months Extended Medicaid because of Spousal Support.
Provides 4 months of Medicaid coverage for a Parent/
Caretaker with Child(ren) Medicaid member who has become
ineligible because of new or increase spousal support.

131 - Child Welfare
Foster Care

IV-B Foster Care Medicaid provides coverage to children in
placement for whom DFCS has patrtial or total custody.

132 - State Funded
Adoption Assistance

Continuation of IV-E Adoption Assistance Medicaid once the
child turns 18 years old.

133 - IV-E Foster Care

IV-E Foster Care Medicaid provides coverage to children in
placement for whom DFCS has partial or total custody and
who are eligible for IV-E Foster Care.

134 - IV-E Adoption
Assistance

Adoptive children who are determined eligible for IV-E
Adoption Assistance (AA) are eligible to receive IV-E Adoption
Assistance Medicaid if citizenship/immigration status criteria
are met.

135 - Newborn Child

Newborn (NB) Medicaid provides Medicaid coverage to a child
born to a woman who was eligible for and receiving Medicaid
on the day the child was born. A child is eligible for Newborn
Medicaid for up to 13 months beginning with the month of birth
and continuing through the month in which the child reaches
age 1.

Revised
10/01/15

136 - PCK/MA

Former Peachcare for Kids® members eligible for Medicaid
due to FPL changes. Available to children from birth through
the last day of the month of the child's 19th birthday.

137 - PCK/MA Foster
Care

Former Peachcare for Kids® members whose income exceeds
the Fostercare limits. Available to children from birth through
the last day of the month of the child's 19th birthday.

138 - PCK/MA DJJ

Former Peachcare for Kids® members with a DJJ placement
Available to children from birth through the last day of the
month of the child's 19th birthday.

139 - PCK/MA
DJJ/RYDC

Former Peachcare for Kids® members with a DJJ/RYDC
placement. Available to children from birth through the last
day of the month of the child's 19th birthday.
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140 - PCK/MA 1VB
Children

Former Peachcare for Kids® members with IVB Medicaid
placement. Available to children from birth through the last
day of the month of the child's 19th birthday.

147- Family Medically
Needy Spend Down
Child

Family Medicaid Medically Needy (FM-MN) provides Medicaid
coverage for children under 19 years of age whose BG
income exceeds limits for all Family Medicaid COAs and
PeachCare for Kids®.

148 - Pregnant Woman
Medically Needy

Family Medicaid Medically Needy (FM-MN) provides Medicaid
coverage for pregnant women whose BG income exceeds

Spend Down limits for all Family Medicaid COAs and PeachCare for Kids®.
170 -194 - 197 Medicaid to eligible pregnant women who meet eligibility
Pregnant Woman criteria. Income limits for this COA are based on percentages

of the Federal Poverty Level (FPL).

171-172-195-196
Children Under 19
Years of Age

Medicaid to eligible children through the month in which the
child turns 19 years of age who meet eligibility criteria.
Income limits for this COA are based on percentages of the
Federal Poverty Level (FPL).

177 - Family Planning
Waiver

180 - P4HB IPC

181 - P4HB Family

Planning

182- P4HB Family RM

183- PAHB ABD RM

The original Family Planning Waiver no longer active

Planning for Healthy Babies IPC
Planning for Healthy Babies Family Planning Waiver

Resource Mother for Family Medicaid beneficiaries
Resource Mother for ABD beneficiaries

210-211-212 An aged, blind or disabled member that resides in a nursing

Nursing Home home.

215 - 216 - 217 An aged, blind or disabled member that has been hospitalized

30 Day Hospital for 30 or more consecutive days.

218 - 219 - 220 ABD Protected Medicaid 1972 COLA

221 -222 -223 ABD Disabled Widow(er) 1984 COLA

224 -225 - 226 Pickle (PL 94-566) is a class of assistance (COA) that

Pickle provides for an individual or couple who correctly received
RSDI and SSI or a Mandatory State Supplement (MSS)
concurrently and became ineligible for SSI or MSS because of
the RSDI COLAs.

227 - 228 - 229 Disabled Adult Child (PL 99-643) is a class of assistance

Disabled Adult Child

(COA) that provides Medicaid for an individual 18 or older who
had his/her SSI terminated on or after 7/1/87 because of an
entitlement or an increase in RSDI income received as a
disabled adult child.

230 - 231 - 232 The Disabled Widow(er) class of assistance (COA) provides
Disabled Widow(er) Medicaid for an individual whose SSI was terminated because
Age 50-59 of his/her entitlement to an RSDI disabled widow(er) benefit.
Age 60-64

236 - 237- 238 ABD three (3) months prior Medicaid
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245 Women's Health
Medicaid (WHM)

Ongoing WHM for women with breast and/or cervical cancer.

246 GMWD

Georgia Medicaid for Workers with Disabilities (GMWD),
offers people with disabilities, who are working, the
opportunity to pay a small premium for health care coverage
through Medicaid. GMWD provides Medicaid coverage to
workers with disabilities who are employed but are no longer
eligible for SSI due to increased earnings. The individual
must have at one time been a recipient of SSI or SSA
disability or been determined disabled.

247 - Disabled Child
1996

Former SSI-Disabled Child, for children who were terminated
from SSI due to a new definition of disability according to the
Personal Responsibility and Work Opportunity Reconciliation
Act of 1996.

250 Deeming Waiver

ABD Katie Beckett - Medicaid for children under 18 years of
age that qualify for institutional care but stay at home.

251 ICWP

Independent Care Waiver Program provides in home care to
individuals who are Severely Physically Disabled or who have
Traumatic Brain Injuries. The individuals cannot physically care
for themselves and require assistance for daily functioning.

256 NOW

New Options Waiver (NOW) offer services and support that
enable eligible individuals to remain living in their own or
family home and participate in community life

257 COMP

Comprehensive Supports Waiver Program (COMP) provides
residential care for individuals with intellectual and related
developmental disabilities (I/DD) who require comprehensive
and intensive services; need out-of home residential support
and supervision or intensive levels of in-home services to
remain in the community.

258 CBAY

The Community-Based Alternatives for Youth (CBAY) Waiver
Program allows Medicaid eligible youth who would otherwise
have been placed in Psychiatric Residential Treatment
Facilities (PRTF) or were transitioned from PRTFs to receive
community-based services thus preventing re-
institutionalization.

259 CCSP

Community Care Services Program is designed to provide in
home and community-based services to individuals. These
individuals meet the criteria for nursing home placement but
choose to remain in a residential home situation.

280 - 281 - 282

ABD Hospice

289 - 290 - 291

ABD Institutional Hospice

All 300 codes

SSI Medicaid

All 400 codes

SSI| Ex-Parte Medicaid

All 500 codes

Refugee Medicaid
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660 QMB

Qualified Medicare Beneficiaries (QMB) is a Q Track class of
assistance (COA) that provides a Medicare supplement to
individuals who meet financial criteria based on the Federal
Poverty Level (FPL).

661 SLMB

Specified Low-Income Medicare Beneficiaries (SLMB) is a Q
Track class of assistance (COA) that pays the monthly
premium for Medicare Supplemental Medical Insurance (Part
B) for individuals who meet financial criteria based on a
percentage of the Federal poverty level (FPL).

662 QI1

Qualifying Individuals — 1 (QI-1) is a Q Track class of
assistance (COA) that pays the monthly premium for Medicare
supplemental Medical Insurance (Part B) for individuals who
meet financial criteria based on a percentage of the Federal
Poverty Level (FPL). Eligibility criteria are identical to SLMB
except that the coverage is time limited depending on
available State funds and the income limit is higher than SLMB
Limit

790 -791 -792 - 793
PeachCare for Kids®

PeachCare for Kids® (PCK) provides medical insurance for
children who are financially ineligible for Medicaid. Available
to children from birth through the last day of the month of the
child's 19th birthday.

800 Presumptive
Women's Health

Presumptive WHM for women with breast and/or cervical
cancer determined by Qualified Providers/Qualified Hospitals

Medicaid only.
835 Presumptive Newborn Medicaid given to deemed newborns by 378
Newborn specialty code providers only.

Revised
04/01/15

864 Presumptive
Pregnant Woman

Presumptive Pregnant Medicaid for pregnant woman

determined by Qualified providers/Qualified hospitals only.
(Effective 02/26/15)

865 Presumptive
Pregnant Woman

Presumptive Pregnant Medicaid for pregnant woman

determined by Qualified Providers/Qualified Hospitals only.
Discontinued 02/26/15)

801 Presumptive
Parent/Caretaker Adult
Medicaid

Presumptive Parent/Caretaker Medicaid benefits for eligible
adults that have a qualifying child.

802 Presumptive
Parent/Caretaker Child
Medicaid

Presumptive Parent/Caretaker Medicaid benefits for eligible
children up to age 19 and the adult(s) who are responsible for
those children.

806 Presumptive
Child(ren) under 19
Years of Age

Presumptive Medicaid to eligible children through the month in
which the child turns 19 years of age who meet eligibility
criteria. Income limits for this COA are based on percentages
of the Federal Poverty Level (FPL).

852 Presumptive
Former FosterCare

Continuation of FosterCare Medicaid for former foster care
beneficiaries that received FosterCare Medicaid and are no
longer eligible for FosterCare Medicaid and are under 26
years of age.
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Appendix E - Examples

Presumptive Eligibility Period

1. Ms. Smith applies in your office on 2/11/XX and is approved. Her PE
eligibility period begins on 02/11/XX and will end on the last day of
the following month, 3/31/XX.

2. Ms. Washington applies in your office on 5/1/XX; her PE period
would be 5/1/XX through 6/30/XX.

3. Ms. Hernandez applies 12/31/XX in your office. Her PE period will
start 12/31/XX and end 1/31/XX.

The PE period begins on the approved application date, and ends when
ARSM determines eligibility or ineligibility for Medicaid, but no later than at
the end of the following month of the PE approval. *The web portal has
been updated and coverage no longer reverts to the beginning of the month
for Presumptive Eligibility.

Budget Group Composition

1. Sally Jones, age eighteen, has two children under the age of three who
live with her in her mother’'s home. Two of Sally’s brothers live in the
home also, they are 17 and 15 years of age. The father of her children
is not in the home. Sally’s mom expects to claim everyone in the
household on her tax return. Sally is applying for Pregnancy Medicaid
for herself. Who is included in the budget group?

Sally, her fetus and her two children, her two brothers, and her mother
are all included in the budget group.

'.I'he budget group would be same if this was a non-tax filer household.
The budget group would only be Sally, her two children and her fetus if

she expected to file her own tax return or had she been nineteen and
this was a non-tax filer household.
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2. Marcy Brown lives with her husband, her daughter, two mutual children,
and his son. Marcy is employed and earns $2100.00, per month. Her
husband is employed as a machinist and earns $3728.00, per month.
Marcy receives $675.00, per month, child- support for her daughter.

Mr. Brown is expected to file a tax return and claim his wife, his step
daughter, his son, and the two mutual children. Marcy is applying for
Pregnancy Medicaid for herself. Who is included in the budget group?

Mr. and Mrs. Brown, her fetus and their two children and Ms. Brown’s
daughter and Mr. Brown’s son will all be included in the budget group.

3. Jane Smith lives with her boyfriend, and her eighteen year old son. She
is applying for Pregnancy Medicaid. Jane doesn’t expect to file a tax
return. Who is included in the budget group?

Jane, her fetus and son are included in the budget group.

If Jane’s boyfriend was the father of her son, the budget group would
include Jane, her fetus and son and her boyfriend because he is the
other parent.

If Jane and the other parent both expected to file a tax return, only one
of them could claim the son as a tax dependent. Count all of them in the
budget group and include the fetus.

If they were married and expected to not file a joint tax return, they
would all be counted in the budget group and include the fetus.

4. Lucy White lives with her disabled husband who receives SSI benefits
and a small pension. Their oldest son also receives SSI for a disability.
The two younger children are healthy and attend school regularly. Lucy
is employed as a part-time Avon sales woman but is unable to work very
much because of her son’s illness. Lucy is applying for Pregnancy
Medicaid for herself. Lucy doesn’t expect to file a tax return. Who is
included in the budget group?

Lucy, her fetus, spouse and their three children will all be included in the
budget group.

SSI beneficiaries are included in the budget group but their SSI income
IS not.
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Unearned income is calculated with the same conversion factor as earned
income.

Conversion Factor

Paid/Receives $156.00 gross weekly = 156 x 4.3333 = $675.99
$156.00 gross bi-weekly = 156 x 2.1666 = $337.98
$156.00 gross twice a month = 156 x 2 = $312.00

Paid/Receives $50-$65 = 50 + 65 = 115/2 = $57.50
Gross weekly = $57.50 x 4.3333 = $249.16

Gross bi-weekly = $57.50 x 2.1666 = $124.57
Gross twice a month = $57.50 x 2 = $115.00

Pre-tax Deductions:

Pre-tax deductions are removed from gross income before taxes are
applied. The most common types are Health Insurance, dental insurance,
vision insurance, etc. Not every income amount deducted from gross
income is considered a pre-tax. Line 1 on the W2 form is what is entered on
Line 7 of the tax return form 1040.

a Employee's social security number
ececee OMEB No. 1545-0008
b Employer identification number (EIN) 1 Wages, tips, other compensation 2 Federal income tax withhald
¢ Employer's name, address, and ZIF code 3 Social security wages 4 Social security tax withheld
5 Medicare wages and tips 6 Meadicare tax withheld
T Social security tips 8 Allocated tips
d Control number 9 10 Dependent care bensfits
@ Employes's first name and initial Last name Suff.| 11 Nongualified plans 12a
i
[ T3 Seadoy ::::WI ;f;vm ;ﬂ}
:
14 Other 12c
12d
1 Employes’s address and ZIP code
15 S Employer's state ID number 16 State wages, tips, eic 17 State income tax 18 Local wagas, tips, etc 19 Local incoms tax 20 Locslty namal
w 2 Wage and Tax E D ].' 3 Department of the Treasury—Internal Revenue Service
Form &= Statement
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1040 Deductions:
Are located on the IRS Tax Return form 1040:

= 23 Educatorexpenses . . . . . . .+ + . 23
Adjusted 24 Certain business expenses of reservists, performing artists, and
Gross fee-basis government officials, Attach Form 2106 or 2106-EZ 24
Income 25  Health savings account deduction. Attach Form 8889 . | 25 |

26 Movlng expenses. AttachForm3903 . . . . . . A
27  Deductible part of seif-employment tax. Attach Schedule SE . | 27 |
28  Seif-employed SEP, SIMPLE, and qualified plans 28
20  Self-employed health insurance deduction .20 ]
30  Penalty on early withdrawal of savings . . . . . . | 30 |
31a Almonypaid b Recipient's SSN b | 31a
32. BAdeduclion; : ¢ @ % 2@ s s @G S | 32 |
33  Studentloan interest deduction. . . . . . . . 1 33 |
34
35

34  Tuition and fees. Attach Fom8917. . . . . . .
35 Domestic production activities deduction. Attach Form 8903

36 Addlines23through35 . . . . . . . . . . . .+ . e uw ... 36

37 Subtract line 36 from line 22. This is your adjusted gross income . . . . . » 27
PR s P i P T B PR ST & dnAn

Income

Michele Brown is expecting twins and she lives with her husband, her
daughter (15), and three mutual children (8, 10, and 11). Michele is
employed and earns $2310.00, per month. She pays $184 monthly for
vision insurance (pre-tax). Her husband is employed as a machinist and
earns $2693.00, per month. He pays $300 monthly for MARTA (pre-tax),
$298 monthly for dental insurance and $800 monthly alimony to his ex-wife.
Michele receives$1022.00, per month, child- support for her daughter.
Determine financial eligibility.

$ 2310.00 Mrs. Brown'’s earned income
Revised $ -184.00 Vision Insurance/Pre-tax
04/01/15 -_— )

$ 2126.00 Mrs. Brown’s net taxable income

$ 2693.00 Mr. Brown’s earned income
$ -300.00 MARTA/Pre-tax

$ 2393.00

$ -$298.00 Dental Insurance/Pre-tax

$ 2095.00

$ -800.00 Alimony/1040 Deduction

$ 1295.00 Mr. Brown’s net taxable income
$ 2126.00 Mrs. Brown’s net taxable income
$ 1295.00 Mr. Brown’s net taxable income
$ 3421.00

$ -171.00 5% FPL
$ 3250.00 = total net taxable income for the BG of 8

Pregnancy Medicaid BG of 8 income Limit = $7,498; PE eligible
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Revised
04/01/15

Mrs. Jones is six weeks pregnant and lives with her husband, their 15
year-old son, and 3 year-old daughter. Mrs. Jones earns $421.00,
per month, as a cashier. Mr. Jones works as a security guard and
earns $960.00, per month. Their son is a full-time student and earns
$75.00, per month, by delivering newspapers one hour each morning
before school. Mrs. Jones pays $250.00, per month, for their
daughter to attend the Jack and Jill Nursery School. The family will
file a tax return and claim everyone in the household. There are no
pre-tax or 1040 deductions to the best of Mrs. Jones’ knowledge.
Determine financial eligibility.

$ 421.00 Mrs. Jones’ taxable earned income

$ 960.00 Mr. Jones’ taxable earned income
$1381.00 Total taxable net income

$ -119.00 5% FPL

$ 1262.00 = total net taxable income for the BG of 5

Pregnancy Medicaid BG of 5 income Limit = $5,214; PE eligible

EFFECTIVE POR SERVICES HF FROVIDER CONTACT CENTER PHONE: 1-300-786-4455 111333444567
s Fak r 01 201X T B pasan FAX: 1-B&5-383-1044 MFC A BN TIFICA TRO RIS
MOBCTH DAY THAR LICKER, (b4, HORS-4200 Febroary and March 201X
FEESTAMPTIVE ELIGISILITY DETERMDNATION FOR PREGNANCY MEDICATD ALER PR LSS THIN MONTH ORLY
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arsreor s SOCLAL SECLIRITY MUMEBES EDE'?'&:"BL B B
— HELAL T IRSURASCE | i w
oy ALz sram A o oo S0303  CCHUSTY OF RESTAINC Fulton
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FIRET MAME M1 LAST MAME  SUFFIX m.?::?-l-l--. S 4.“-:;;:.-; THIE | AMCLET | B I'::.H._!I'T uljuxll A|t-, x.xlfll--ﬂ. i
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M Mark P. Jomes JT. I3VIWX | M | B Son W | 7500 | MO | 7500 0 0 0
] Jamie B. Jomes 029MIX | F B Child a 0 ] a 0
=
SWORN STATEMENT OF APPLICANT: S S Y

1 UNDERSTARD THAT THIS B A THMNGRARY DETHRMINATION OF MY B RHBE Y 5 ]--l":"]

PO MIICATD AREF THAT THE RICHT PROSS THE START METRCA T (RS PROSCT MUBHEE I BUINST GRIRIT = 7 5% FIL IHINCTRON =~

OF THE OOUNTY DIV OF FAME Y ARD CRHILDREN SHRVICES (DO (OFFICE QI]SW 154[:':'

WL DHCTERMINE MY CUSTIMUENG FELIGEHEITY WIS | SUEMIT A& SrEHE FUVIETY IHCDME LEVIL - ~ N TOTAL RICT IO = 7™ _
STREANL IR WA [ AT ATIORN.
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ABHOLIT WY FHOUSEOLD, PRECRANCY, RESTESCY, TAK STA TUS AND [HOUME LT DA TN
1 ACHREE Tor ASSHIN TO THE STATH ALL REHITS 70 MEZNCAL SUPTHT AND THIRD | | HAVE OETABID A SSOHED FEALTHCARE COVESUAHE APPLICATION FROB THE ATPLECAKT ARD HAVE
PARTY SUBPICHET P 0 TS (HCSPTT AL AMIN MEIICAL HEREF T%) PR WA R IR T O B U0 THE COUNTY DR LRFILE W YES {hncheied m % Packed
[m U]
1 ISR STAND THAT MY ELICHRILITY FOR TIDS TEMICEARY ELIGEHE ITY INDS “Appieards bl
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T
Lrmad r . o
2j28 1% Leuariie Jones Fulton County Deparment of Public Haalth 0082514559
PR ARG e CRIALIFIED FROVEDER MAME AND ADGES FUALTFEED FROVIDER D
=ik prosiding Mace o on, vou w1l S 20n s TERIHETTg PT PrOgTTE IR — I
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st il ool bt e FETME U REEAET FOR WEDICAL SERVICES TEROUGE THE FRESTAPIIVE ELIGIIITY

FERIOD DOES ¥OT DRCLIDE INFATIENT HOSPITAL SERVICES OR DELIVERY
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Susie Thompson (39) is pregnant and lives with her children, Katie (6) and
Pamela (15). Mr. Thompson is employed and earns $350/weekly. She pays
$50/month for dental insurance and $20/month for vision insurance. The
children only receive $450/month for RSDI. Ms. Thompson does file taxes
and claims all three kids as tax dependents. Determine financial eligibility.

$350 x 4.3333 = $1516.65 Ms. Thompson’s earned income
$ -50.00 Dental Insurance/Pre-tax

Revised $1466.65
7/116 $ -20.00 Vision Insurance/Pre-tax

$1446.65 Ms. Thompson'’s net taxable income

$-102.00 5% FPL (BG of 5)

$1344.65 Total net taxable income
*RSDI for the children is excluded because they have no other income and live with a
parent.

Pregnancy Medicaid BG of 4 income Limit = $4455; PE eligible
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Appendix F: FORMS Table of Contents

Form Revision
Number | Form Name Instructions Date
DMA 632 | PE Pregnant Women Medicaid Application 632l 04/14
DMA 632

Page 2 | pg Application Page 2 03/14

94A Healthcare Coverage Application 01/14

94ASP | Healthcare Coverage Application Spanish 01/14
DMA 634 | APPROVAL NOTICE OF ACTION DMA 634i 04/14
DMA 634 | DENIAL NOTICE OF ACTION DMA 634i 04/14

216 ENGLISH DECLARATION OF CITIZENSHIP 216i 01/14
216SP | SPANISH DECLARATION OF CITIZENSHIP 01/14
5460 | ENGLISH HIPAA 5460i 08/13
5460SP | SPANISH HIPAA 08/13
PE Corrections Cover Sheet MEMO 3/9/12 3/1/12

4/15/13 | SSI Pregnant Woman Update

QUICK GUIDE ON MEDICAID FOR PREGNANT
WOMEN 04/14

DMA 285 | Third Party Liability DMA 285l 01/06
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Revised
04/01/14

PRESUMPTIVE ELIGIBILITY APPLICATION:

The Presumptive Eligibility Application is used to record information needed to determine PE Medicaid eligibility.

Completion of Individual Items:

Effective for Services
Beginning:

Enter application month; enter the first day of the application month; enter the year. No difference if
the month name is written out or just the numeric numbers for each month is used. No difference if
the full four digits of the year are used or only the last two. As long as the full date is clear.

Medicaid Identification
Number:

List her twelve (12) digit number that begins with 111 or 222.

Valid for Listed Month
Only:

Enter the month(s) and year in which the Presumptive Eligibility determination was made. Month of
application to the end of the completed month.

Applicant’s Name:

Enter name of applicant.

Applicant’s Maiden
Name:

Enter Maiden name of applicant if applicable

Applicant’s Mailing
Address:

Enter mailing address where card is to be sent. The dwelling isn’t required to be fixed. If she is
homeless advise her that the DFCS address will be used if she cannot provide an address. This is
where her Medicaid card and notifications will be mailed and NET will be set to.

City, State, Zip Code:

Self-explanatory. Must be a GA resident.

County of Residence:

Enter applicant’s county of residence even if different from provider's county of residence.

Telephone and SS
Number:

Self-explanatory. SSN is optional in that if she can’t remember her SSN process the PE application
without it. This may cause incorrect duplicate ID numbers.

Patient’s Record
Number:

For provider’s use in identifying patient.

Date of Interview:

Enter month, day and year applicant provided information for form.

Health Insurance:

Yes or No.
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Tax Filer Household
Non Tax Filer
Household:

Enter the filer household per the applicant’s statement on what she expects to happen. Enter the
applicant’'s name on the first line. Enter the names of the remaining budget group members on the
remaining lines.

Date of Birth:

Enter the birthdates of all budget group members.

Race, Gender and
Relationship to
Applicant:

Enter for all members of the Budget Group. Tax filer households and non tax filer household budget
groups can be very different.

*By providing Race information, the applicant will assist us in administering our programs in a non-
discriminatory manner. Applicants are not required to give us this information and it will not affect
their eligibility or benefit level.

Monthly
Gross Taxable
Income:

Enter the type of income:
C= Commissions

OE = Other Earnings

P = Pension

S = Self Employed

OU= Other Unearned Income
W = Wage or Salary

Refer to Appendix | - Income.

Enter amount received and how often:
B = Biweekly

H = Hourly

M = Monthly

Q = Quarterly

S = Semi-Monthly

W = Weekly

Y = Yearly

D= Daily.

Convert all income to a monthly amount.

Monthly Deductions:

Enter all pre-tax and 1040 deductions per budget group member.

Monthly Net Taxable
Income:

Enter net taxable income for each budget unit member by subtracting deductions from monthly gross
taxable income.
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Total Gross Taxable
Income:

Enter monthly total gross taxable income for budget group.

Number in Family:

Enter number of persons included in the budget group.

Poverty Level Income:

Enter the amount of the income limit for the budget group size.

Subtotal Net Income:

Enter the monthly total net taxable income for the budget group

5% Deduction:

Enter the 5% deduction based on the budget group size.

Total Family Net
Taxable Income:

Enter the amount remaining after the 5% deduction is subtracted from the net taxable income.
Compare this amount to the income limit. If the amount is equal to or less than, check the eligible
box. If the amount is more, check the ineligible box.

Sworn Statement of

Have the applicant sign and date the application after she has read or had read to her the declaration

Applicant: of understanding.
Pregnanc The provider or designee should assist the applicant to determine her approximate number of weeks
Inforgmatiox' pregnant, her expected number of births, and her expected delivery date based on the applicant’s

statement she is pregnant. No medical verification is requested.

Health Coverage
Application

If the applicant has signed/dated the application check the Yes box. If she chooses to submit the
application directly to RSM/DFCS check the No box and have the applicant initial.

NOTE: The only part of the Health Coverage application that is required, after the
completion of a PE application, is the applicant’'s name, contact information, and sign
and date the application. All other information was obtained during the PE
application process and any other information needed will be obtained during the
post eligibility process by RSM/DFCS. The Health Coverage application is the point
the applicant can request any prior month(s) coverage.

Qualified Provider
Name:

Full Provider Name.

Qualified Provider ID:

Provider ID number used to complete PE applications on GAMMIS
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Qualified Provider
Address:

Provider's full mailing address

Direct Phone Number:

The provider's direct phone number of the person that completed the PE application.

Completed By:

The provider's name of the person that completed the PE application

Title:

This provider's title of the person that completed the PE application

Date of completion:

The date the provider completed the PE determination. This date could be different than the actual
PE application date.

Signature of Individual
completing the form:

The provider's signature of the person that completed the PE application.

Page 2 is to add budget group members if additional lines are needed. This second page can be used
for PE Medicaid application forms 632 PE Pregnancy Medicaid. When Page 2 is used it will be
included in the PE Packet. All PE Pregnancy Packets will continue to be given to the Right from the
Start Medicaid (RSM) Project or the Division of Family and Children Services (DFCS) office: all PE
Hospital Packets will be faxed to DCH dalily.
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EFFECTIVE FOR. SERVICES

HF FROVIDER CONTACT CENTER

FHONE: 1-800-T66-4456

BEGDNDNG .0 BOX 105200 FAX: 1-866-483-1044 MEDICAID IDENTIFICATION NUMEER.
MONTH DAY  YEAR TUCKER., GA 3085-5200
PRESUMPTIVE ELIGIBILITY DETEEMINATION FOR PEEGNANCY MEDICAID VALID FOR LISTED MONTH ONLY
ATDLICANT'S NAME: MADEN KAME; TYPES OF TAVABLE INCOME:
W -WAGES/SALRIES D - PENSION
APPLICANT S ADDRESS: TELEPHONE NUMBER: 5 - SELF EMPLOYMENT U - UNEMPLOYMENT
OF - OTHER. EARNINGS O - OTHER. UNEARNED
APARTMENT/LOT ¥UMBER: SOCTAL SECURITY KUMBER:
CPTICNAL HEALTH NSURANCE: [] ¥ES [J NO
CITY; STATE: ZIP COLE COUNTY OF RESIDENCE;
TAXFILER. HOUSEHOLD O YEs O NO ; _ ; R ; FUT—
- N ] N
NONTAXTILER BOUSERGED [ YES [ MO D;LIE I'EF . m;lom MONTHLY GROSS TAXABLE INCOME MONTHLY DEDUCTIONS o
- - pania GEMDER | RACE - MONTHELY PEE-TAY 1050 TAYABLE
FIRSTNAME AT  LASTNAME  SUFFIX | MMDDAYYY ADDLICANT | TYTE | AMOUNT | FREQ | o | DEDmo | SEDUCTION | DMcoME
0 SELF
12 | UNBORNCHILD [3A [l (203040516  APPLICANT'S STATEMENT
03
s | | | | | | | | |
05
v | | | | | | | | | |
SWOERN STATEMENT OF APPLICANT: TOTAL GROSS TAXABLE INCOME = SUBTOTAL NET DNCOME =
I UNDERSTAND THAT THIS IS A TEMPORARY DETERMINATION OF MY ELIGIRILIY
FOR MEDICAID AND THAT THE RIGHT FROM THE START MEDICAID (R.SM) PROJECT | NUMBER IN BUDGET GROUP = swFPLDEDUCTION=_
OR. THE COUNTY DIVISION OF FAMILY AND CHIIDREN SERVICES (DFCS) OFFICE
WILL DETERMINE MY CONTDNUDNG ELIGIBILITY WHEN I SUBMIT A SINGLE | POVERTY DNCOME LEVEL= TOTAL NET INCOME =

STEEAMILINED MEDICAID APPLICATION.

I DECLARE UNDEE. PEMALTY OF PERJUEY THAT I AM A US5S CITEEN OR
LAWFULLY PRESENT IMMIGEANT IN THE UMITED STATES. I CERTIFY UMDER
PENALTY OF PERJUEY I HAVE PROVIDED TEUE AND ACCURATE INFORMATION
ABOUT MY HOUSEHOLD, FREGNANCY, RESIDENCY, TAX STATUS AND INCOME.

IAGEREE TO ASSIGN TQ THE STATE ALL RIGHTS TO MEDICAL SUFPORT AND THIED
PARTY SUPBORT PAYMENTS (HOSPITAL AND MEDICAL BEMEFITS)

I UNDERSTAND THAT MY ELIGIEILITY FOE THIS TEMPOEAERY ELIGIBILITY ENDS
THE MONTH ¥ WHICH THE RSM OF DFCS OFFICE MAKES THE DECISION ABOUT
MY CONTINUING ELIGIBILITY, OF. WO LATER THAN THE LAST DAY OF THE
FOLLOWING MONTH.

I WILL EEPORT ALL CHAWGES IN MY HOUSEHOLD WITHIN 10 DAYS THROUGH
W .COMBASS G4 GOV OF CALL 1-877-423-4746 (TDDVTTY 1-800-255-0135)
FAN 1-388-740-0335

DATE OF APPLICATION APPLICANT SSIGNATUERE

*By providing Face information, you will assist us in administerinz our programs in a
non-disciminatory marmer. You are oot required to give us this information and it will
nait affect your eligghalify or benefit level

DA 632 (B4012014)

APPLICANTIS [] ELIGIELE OE [] INELIGIELE FOREESUMPTIVE ELIGIELITY MEDICAID

THE WOMAN FOR WHOM THIS PEESUMPTIVE DETERMINATION OF ELIGIBILITY HAS BEEN MADE I5

APPRONTMATELY WEEES FREGNANT WITH FETUS{ES). HER. EXPECTED
CELIVEEY DATE IS,

I HAVE OBTAINED A SIGNED HEALTHCARE COVERAGE APPLICATION FROM THE APPLICANT AND HAVE
FORWARDED IT TO E5M OF. THE COUNTY DFCS OFFICE [ YES (Inchded in PE Packet)

O Mo
Applicant s Tl
DATE OF COAPLETION COAFLETED BY (FLEASE FRINT) TITLE
QF IRECT FHONE NUMBER.  SIGNATURE OF QUALIFIED FROVIDER PERSONNEL
QUALIFIED PROVIDER. NAME AND ADDRESS QUALTFIED PROVIDER. ITV

EEIMEURSEMENT FOR MEDICAID SERVICES THREOUGH THE PEESUMFPTIVE ELIGIBILITY
FERIOD DOES NOT INCLUDE INFATIENT HOSFITAL SEREVICES OE DELIVERY
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APPLICANT S MAME

HPF PROVIDER CONTACT CENTER

P.0. BOX 103200
TUCEER, GA 30085-3200

PHONE: 1-800-T66-4456

FAX: 1-564-483-1044

FEESUMPTIVE ELIGIBILITY MEDICAID PAGE X

MEDICAID IDENTIFICATION NUMBER:

HOUSEHOLD CONTINUED DATE OF ) srramos | MONTHLY GROSS TAXABLE INCOME MONTHLY DEDUCTIONS E’D:II'“I""
= - - = = - BIRTH ) -
FRSTHAME MI  LASTNAME SUFFIX e | macE | SEWDER o MONTHLY PRE-TAY 1040 TAXASLE
WMDY I DUCT ;
APPLICANT | TYPE | AMOUNT | FEREQ AMOUNT DEDUCTION DEOUCTION INCOME
DWLA ESDRITH Page 2 [UW0002004)
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SPECIAL NOTE TO BENEFICIARY:

If you have not heard from your county Division of Family and Children Services about
your application for Medicaid in fifteen (15) days, please contact that office. You must
be approved by the county office to have your baby’s delivery paid for by Medicaid or for
Medicaid to pay the hospital if you have to be admitted for any reason.

INSTRUCTIONS TO BENEFICIARY:

This certification can be used to receive medical assistance for only the applicant
listed on the temporary Medicaid certificate. This certification must be presented to
the provider each time medical assistance is requested. You are responsible for this
certification. Do not let anyone borrow it. Unlawful use of this card will result in
prosecution. If you change your address call the DFCS Call Center or report at
www.compass.ga.gov If you lose this certification and/or change your address,
contact Member Contact Center. Report insurance coverage to your provider when
seeking medical assistance. If you have questions about payment of your medical
bills, you may call toll-free 1-866-211-0950.

INSTRUCTIONS TO PROVIDER:

Medical assistance services are to be provided in accordance with the Department of
Community Health Plan. Verify eligibility on GAMMIS or by using the IVR system.
Certification must be requested each time a service is requested. Always check for
other proof of identity. Enter the complete member number as shown for the person
receiving the service on the medical assistance claim form. Contact GAMMIS on
guestions regarding member eligibility.

NOTICE TO OUT OF STATE PROVIDER:

Medical services outside of Georgia require prior approval from the Department of
Community Health (DCH) except in the case of emergency or when the health of the
beneficiary would be endangered if the services were postponed until return to
Georgia. For prior approval, call 1-800-766-4456, from 8:00 A.M. to 7:00 P.M.,
Monday through Friday.

NOTICE TO BENEFICIARY for Fair Hearings:

Your eligibility under this special program stops when the RSM/DFCS office makes
the decision for your continuing eligibility. When you applied for PE Pregnant Women
Medicaid, you may also have applied for Health Coverage. When a decision is made
on your Medicaid (continuing) eligibility, you will receive a written explanation
regarding your continuing eligibility for Medicaid. If you disagree with the decision on
your continuing eligibility, you may request a hearing on that decision. Because
presumptive eligibility is a temporary Medicaid, you are not entitled to a hearing
when your presumptive coverage stops.
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FAMILY PLANNING SERVICES:

If you want to plan the number of pregnancies, prevent a pregnancy or get a pregnancy test,
contact your doctor, or local Department of Public Health Department family planning
information and services. They will be glad to explain various methods of family planning and
help you in selecting a method that is best for you.

Family Planning services are available in the Planning for Healthy Babies (P4HB) program.

WIC SERVICES

If you are expecting a baby or already have small children, WIC can help you eat better. The
Women, Infants and Children program gives food to low-income pregnant women, new
mothers and small children. Ask your local Department of Public Health how to qualify for WIC
or call 1-800-228-9173.

-If you are going to have a baby, get healthy food, nutrition information and a medical
checkup right away. The local Department of Public Health and WIC can help you.

-After the baby is born, stay healthy and give your baby healthy food. Breastfeeding is
best for most babies.

-WIC can help you get milk, cheese, eggs, juice, cereal, peanut butter and baby
formula.

NOTICE TO BENEFICIARY:

When you applied for PE Pregnant Women Medicaid, you may also have applied for Health
Coverage. The Health Coverage application will be sent to the Division of Family and Children
Services (DFCS) office or the Right from the Start Medicaid (RSM) Project. DFCS or RSM will
make the decision for your full Medicaid benefits and notify you by mail.

This PE Medicaid coverage is limited to ambulatory prenatal care and does not provide coverage
for inpatient hospital and delivery services. You must be approved for full Medicaid benefits in
order for the costs of inpatient hospital and delivery services to be covered by the Medicaid
program.

Your PE Medicaid coverage ends when a final determination of eligibility is made by the DFCS

office or the RSM Project, or no later than the last day of the following month of your PE
application.
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Revised

Health Coverage Application Form 94A 04/01/14

This 94A form and its attachments are for PE Pregnancy Medicaid Packets
only. The form 94 is no longer used for PE Pregnancy Medicaid only it has been
replaced with the Health Coverage application form 94A.

This 94A form is to be included in the PE Pregnancy Medicaid Packet that Qualified
Providers/Qualified Hospitals will give to either RSM or DFCS. Do NOT mail this
form or anything to Albany which is the address located on the last page of the form
94A.

QP/QH are not to incur the expense of printing this form 94A and its

attachments. Until QP/QH receive the 94A forms, and attachments, QP/QH can
use the current 94 form and indicate the tax filer and deductions on the form
94. This information is also needed to complete the revised PE Pregnancy
Medicaid Application form DMA 632 so adding this information to the form 94 is
information already known to QP/QH.

The only sections required to be completed are
Section 1: Applicant’s name and contact information
Section 5 (page 7): Sign and date application

All other information can be obtained during the post eligibility process. The more
information they provide the less chance of a delay.

If the applicant states she has unpaid medical bill(s) for any of the retroactive
months, Section 2, page 2, Question 12 should be marked as Yes.

Applicants can also go on line and apply at www.compass.ga.gov

94A and the attachments are in both English and Spanish
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THINGS TO

GEORGIADEPARTMENT OF HUMAN SERVICES
Division of Family and Children Services

/—\ GEORGIA DEPARTMENT
%~/ OF COMMUNITY HEALTF

Form Approved

Application for Health Coverage & Help Paying Costs OMB No. 0935-1191

KNOW

A

@@

(o I~

©

Use this application

to see what
coverage choices

you qualify for

Who can use this
application?

,oly faster

What you may
need to apply

Why do we ask for
this

What happens next?

Get help with this
application

Affordable private health insurance plans that offer comprehensive

coverage to help ){ou stay w
A new tax credit that can |mmed|ately help pay your premiums for health

coverage
Free or low-cost insurance from Medicaid.

You may qualify for a free or low-cost program even if you earn
as much as $94,000 a year (for a family of 4).

Use this application to apply for anyone in your family.
Apply even if you or your child already has health coverage. You could be
eligible for lower-cost or free coverage.

If you're single, you may be able to use a short form. Visit HealthCare.gov.
Families that include immigrants can apply. You can apply for your child
even if you aren't eligible for coverage. Applying won't affect your
immigration status or chances of becoming a permanent resident or citizen.

If someone is helping you fill out this application, you may need to complete
Attachment C.

Apply faster online at Compass.ga.gov.

Social Security Numbers (or document numbers for any legal immigrants who
need insurance)

Employer and income information for everyone in your family (for example,
from paystubs, W-2 forms, or wage and tax statements)

Policy numbers for any current health insurance

Information about any job-related health insurance available to your family

We ask about income and other information to let you know what coverage you
qualify for and if you can get any help paying for it. We’ll keep all the
information you provide private and secure, as required by law.

Send your complete, signed application to the address on page 8.

If you don’t have all the information we ask for, sign and submit your
application anyway. We'll follow-up with you within 1-2 weeks. You'll get
instructions on the next steps to complete your health coverage. If you don't
hear from us, visit Compass.ga.gov or call 1-877-423-4746. Filling out this
application doesn’t mean you have to buy health coverage.

Online: Compass.ga.gov

Phone: Call our Help Center at 1-877-423-4746.

In person: There may be counselors in your area who can help.
Visit our website or call 1-877-423-4746 for more information.

En Espafiol: Llame a nuestro centro de ayuda gratis al
1-877-423-746.

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qgov or call us at 1-877-423-4746. Para obtener una copia de este

formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer
service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
Form 94A (Rev. 1/14)
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Tell us about yourself.

(We need one adult in the family to be the contact person for your application.)

1. First name, Middle name, Last name, & Suffix

2. Home address (Leave blank if you don't have one.) 3. Apartment or suite number
4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number
10. City 11. State 12. ZIP code 13. County

14. Phone number 15. Other phone number

C ) - C ) -

16. Do you want to get information about this application by email? [JYes [No

Email address:

17. What is your preferred spoken or written language (if not English)?

Tell us about your famil

Who do you need to include on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return. (You
don’t need to file taxes to get health coverage).

DO Include: You DON'T have to include:
e Yourself e Your unmarried partner who doesn’t need health coverage
e Your spouse e Your unmarried partner’s children
e Your children under 21 who live with you e Your parents who live with you, but file their own tax return
< Your unmarried partner who needs health coverage (if you're over 21)
= Anyone you include on your tax return, even if they don't e Other adult relatives who file their own tax return
live with you
e Anyone else under 21 who you take care of and lives with
you

The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes. This
information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other adults and children. If you have more than 2
people in your family, you'll need to make a copy of the pages and attach them. You don’t need to provide immigration status or a
Social Security Number (SSN) for family members who don’t need health coverage. We'll keep all the information you provide private
and secure as required by law. We'll use personal information only to check if you're eligible for health coverage.

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.gov or call us at 1-877-423-4746. Para obtener una copia de este
formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
Form 94A (Rev. 1/14) Page 1 of 8



SIS aR L SEIOINI (Start with yourself)

Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you file one.
See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live with you.
1. First name, Middle name, Last name, & Suffix 2. Relationship to you?

SELF

3. Date of birth (mm/dd/yyyy) 4. Sex |:|Ma|e DFemaIe

5. Social Security number (SSN) - -

We need this if you want health coverage and have an SSN. Providing your SSN can be helpful if you don’t want health coverage too since it
can speed up the application process. We use SSNs to check income and other information to see who's eligible for help with health coverage costs.
If someone wants help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-800-255-0135.

6. Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)
[] YES. If yes, please answer questions a—c. [] NO. If no, skip to question c.
a. Will you file jointly with a spouse? []Yes []No
If yes, name of spouse:

b. Will you claim any dependents on your tax return? [Jyes [INo
If yes, list name(s) of dependents:

¢. Will you be claimed as a dependent on someone’s tax return? [Jyes [No

If yes, please list the name of the tax filer:

How are you related to the tax filer?

7. Are you pregnant? [|Yes [INo If yes, what is the expected due date / / ; and how many babies are expected?

8. Do you need health coverage?
(Even if you have insurance, there might be a program with better coverage or lower costs.)

[] YES. If yes, answer all the questions below. 0 [] NO. If no, SKIP to the income questions on page 3. °
Leave the rest of this page blank.

9. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? [JYes [No

10. Are you a U.S. citizen or U.S. national? [ JYes [ No

11. If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status?
[] Yes. Fill in your document type and ID number below.
a. Immigration document type b. Document ID number

c. Have you lived in the U.S. since 19967 [Jyes [INo d. Are you, or your spouse or parent a veteran or an active-duty
member of the U.S. military? [ ]Yes [INo

12. Do you want help paying for medical bills from the last 3 months? [res [No

13. Do you live with at least one child under the age of 19, and are you the main person taking care of this child? [Yes [WNo

14. Are you a full-time student? [ _JYes [ JNo 15. Were you in foster care at age 18 or older? [ Yes [ No

16. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
[JMexican [ ]Mexican American [ ] Chicano/a [ |Puerto Rican [ ]Cuban [ _]Other

17. Race (OPTIONAL—check all that apply.)

] white [] American Indian or Alaska  [] Filipino [] Vietnamese [] Guamanian or Chamorro
] Black or African . Native [] Japanese ] Other Asian [] Samoan
American i i ifi
Asian Indian ] Korean O Native Hawaiian [] Other Pacific Islander

] chinese ] other

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qgov or call us at 1-877-423-4746. Para obtener una copia de este
formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
Form 94A (Rev. 1/14) Page 2 of 8
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Y= AR S SRS O\NIME (Continue with yourself)

Current Job & Income Information

[] Employed [] Notemployed [] Self-employed
If you're currently employed, tell us Skip to question 28. Skip to question 27.
about your income. Start with question
18.

CURRENT JOB 1.
18- Employer name and address 19 Employer phone number

() -

20. Wages/tips (before taxes) [ JHourly [ JWeekly [ ]JEvery 2 weeks [ |Twice a month [ |Monthly [ ]Yearly
$

21. Average hours worked each WEEK

CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.)
22. Employer name and address 23. Employer phone number

«( ) -

24. Wages/tips (before taxes) [ ]Hourly [ ]Weekly [ |Every 2 weeks [ ]Twice a month [ |Monthly []Yearly
$

25. Average hours worked each WEEK

26. In the past year, did you: [l Change jobs DStop working [ start working fewer hours [ start working more hours [ None of these

27. If self-employed, answer the following questions:

a. Type of work b. How much net income (profits once business expenses are
paid) will you get from this self-employment this month?

$

28. OTHER INCOME: Check all that apply, and give the amount and how often you get it.
NOTE: You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

[l None

O Unemployment $ How often? [] Net farming/fishing $ How often?
Pensions $ How often? Net rental/royalty $ How often?

[] Social Security $ How often? [] Other income $ How often?

O U

[] Retirement accounts $ How often? Type:

[ Alimony received $ How often?

29. DEDUCTIONS: Check all that apply, and give the amount and how often you pay it.

If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage a little
lower.

NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment (question 27b).
O Alimony paid $ How often? ] other deductions $ How often?
(] student loan interest $ How often? Type:

30. YEARLY INCOME: complete only if your income changes from month to
month. If you don’t expect changes to your monthly income, skip to the next pe@.

Your total income this year Your total income next year (if you think it will be different)

$ $

THANKS! This is all we need to know about you.

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qov or call us at 1-877-423-4746. Para obtener una copia de este

formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
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Complete Step 2 for yourself, your spouse/partner, and children who live with you and/or anyone on your same federal income tax return if you
file one. See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live

with you.

1. First name, Middle name, Last name, & Suffix 2. Relationship to you?

3. Date of birth (mm/dd/yyyy) 4. Sex DMale DFemale

5. Social Security number (SSN) - -
We need this if you want health coverage and have an SSN.
6. Does PERSON 2 live at the same address as you? [ |Yes [ ]No

If no, list address:
7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[CJYES. If yes, please answer questions a—c. [INO. If no, skip to question c.
a. Will PERSON 2 file jointly with a spouse? [ |Yes [ ]No

If yes, name of spouse:
b. Will PERSON 2 claim any dependents on his or her tax return? [Jyes [No
If yes, list name(s) of dependents:
¢. Will PERSON 2 be claimed as a dependent on someone’s tax return? [Jyes [INo
If yes, please list the name of the tax filer:

How is PERSON 2 related to the tax filer?

8. Is PERSON 2 pregnant? [ ]Yes [|No If yes, what is the expected due date / / ; and how many babies are expected?

9. Does PERSON 2 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)

[] YES. If yes, answer all the questions below. 0 [] NO. If no, SKIP to the income questions on page 5. Q
Leave the rest of this page blank.

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? [JYes []No

11. Is PERSON 2 a U.S. citizen or U.S. national? [ |Yes [ |No

12. If PERSON 2 isn’t a U.S. citizen or U.S. national, do they have eligible immigration status?
[] Yes. Fill in their document type and 1D number below.

a. Document type b. Document ID number
c. Has PERSON 2 lived in the U.S. since 1996? [ |Yes [ ]No d. Is PERSON 2, or their spouse or parent a veteran or an active-
duty member in the U.S. military? []Yes [|No
13. Does PERSON 2 want help paying for 14. Does PERSON 2 live with at least one child under 15. Was PERSON 2 in foster care at age
medical bills from the last 3 months? the age of 19, and are they the main person taking 18 or older?
[]Yes [JNo care of this child? []Yes [No
[]JYes []No
Please answer the following questions if PERSON 2 is under the age of 1%3 ]
16. Did PERSON 2 have health insurance and lose it within the past 2 months? Yes No
a._If yes, end date: b. __Reason the insurance ended:
~17. Is PERSON 2 a full-time student? = ¥ D.‘.‘

18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
[[IMexican [ ]Mexican American [ ] Chicano/a [ _|Puerto Rican [ ]Cuban []Other

19. Race (OPTIONAL—check all that apply.)

] White [] American Indian or Alaska [ ] Filipino [] Vietnamese [] Guamanian or Chamorro
[] Black or African Native [] Japanese ] other Asian [] samoan
American i i ifi
Asian Indian [] Korean [ Native Hawaiian [] Other Pacific Islander

[] Chinese [ other

(>

Now, tell us about any income from PERSON 2 on the back.

Q NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qgov or call us at 1-877-423-4746. Para obtener una copia de este
formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer
service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
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STEP 2: PERSON 2
Current Job & Income Information

[] Employed [] Notemployed [] Self-employed
If you're currently employed, tell us Skip to question 30. Skip to question 29.
about your income. Start with question
20.

CURRENT JOB 1:
20 Employer name and adaress ST EmpIoyer phone AumBer

( ) -

22. Wages/tips (before taxes) | |Hourly | |Weekly [ |Every 2 weeks [ |Twice amonth [ [Monthly [ |Yearly

$

23. Average hours worked each WEEK

CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.)
24. Employer name and address 25. Employer phone number

( ) -

26. Wages/tips (before taxes) [ JHourly [ JWeekly [ ]JEvery 2 weeks [ |Twice a month [ |Monthly [ ]Yearly
$
27. Average hours worked each WEEK

28. In the past year, did you: ] Change jobs |:|Stop working []start working fewer hours [] start working more hours ] None of these

29. If self-employed, answer the following questions:

a. Type of work b. How much net income (profits once business expenses are
paid) will you get from this self-employment this month?

$

30. OTHER INCOME: check all that apply, and give the amount and how often you get it.
NOTE: You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

[l None

[[] Unemployment $ How often? [] Net farming/fishing $ How often?
Pensions $ How often? Net rental/royalty $ How often?

O Social Security $ How often? [] Other income $ How often?

O U

[] Retirement accounts $ How often? Type:

] Alimony received $ How often?

31. DEDUCTIONS: Check all that apply, and give the amount and how often you pay it.

If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment (question 29b).

O Alimony paid $ How often? [] other deductions $ How often?
[] student loan interest $ How often? Type:

32. YEARLY INCOME: Complete only if PERSON 2’s income changes from month to month.
If you don’t expect changes to PERSON 2's monthly income, add another person or skip to the next section.

PERSON 2's total income this year PERSON 2’s total income next year (if you think it will be different)

$ $

THANKS! This is all we need to know about PERSON
2.

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.gov or call us at 1-877-423-4746. Para obtener una copia de este

formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
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If you have more than two people to include, make a copy of Step 2: Person 2 (pages 4 and 5) and
complete.

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qgov or call us at 1-877-423-4746. Para obtener una copia de este
formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
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American Indian or Alaska Native (AI/AN) family member(s)

1. Are you or is anyone in your family American Indian or Alaska Native?

[J1f No, skip to Step 4.
[JYes. If yes, go to Attachment B.

Your Family’s Health Coverage

Answer these questions for anyone who needs health coverage.

1. Is anyone enrolled in health coverage now from the following?

YES. If yes, check the type of coverage and write the person(s)’ name(s) next to the coverage they have. (| NO.
0 Medicaid: [0 Employerinsurance
[ Ppeachcare for Kids® [0 Name of health insurance:
O WMedicare Policy number:
Is this COBRA coverage? OYes [CINo
O Tricare (Don't check if you have direct care or Line of Duty) Is this a retiree health plan? Oves [INo
O VA health care programs Oother
[0 Ppeace Corps Name of health insurance:

Policy number:
Is this a limited-benefit plan (like a school accident policy)?

|:|Yes |:|No

2. Is anyone listed on this application offered health coverage from a job? Check yes even if the coverage is from someone else’s job,
such as a parent or spouse.

[CJ YES. If yes, you'll need to complete and include Attachment A.
[INO. If no, continue to Step 5.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1191. The time required to complete this information collection is estimated to average [Insert
Time (hours or minutes)] per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review
the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qov or call us at 1-877-423-4746. Para obtener una copia de este

formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.
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W Read & sign this application.

* I'm signing this application under penalty of perjury which means I've provided true answers to all the questions on this
form to the best of my knowledge. | know that | may be subject to penalties under federal law if | provide false and or untrue
information.

« | know that | must report any changes within 10 calendar days of the date of which the change occurs. | can visit Compass.
ga.gov or call 1-877-423-4746 to report any changes. | understand that a change in my information could affect the eligibility
for member(s) of my household.

< | know that under federal law, discrimination isn't permitted on the basis of race, color, national origin, sex, age, sexual
orientation, gender identity, or disability. | can file a complaint of discrimination by calling the Georgia Department of
Community Health, Office of Inspector General (OIG), Program Integrity Section at 404-463-7590 or toll free at 1-800-533-
0686.
< | confirm that no one applying for health insurance on this application is incarcerated (detained or jailed). If not,
is incarcerated.

(name of person)

We need this information to check your eligibility for help paying for health coverage if you choose to apply. We'll check your answers
using information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, Department of
Labor (DOL), TALX (work number), the Department of Homeland Security and/or a consumer reporting agency. If the information
doesn’t match, we may ask you to send us proof.

Renewal of coverage in future years

To make it easier to determine my eligibility for help paying for health coverage in future years, | agree to allow the Health Insurance
Agencies, DFCS, PeachCare for Kids® and the FFM to use income data, including information from tax returns. The Health Insurance
Agencies, DFCS, PeachCare for Kids, and the FFM will send me a notice, let me make any changes, and | can opt out at any time.

Yes, renew my eligibility automatically for the next
[[]5 years (the maximum number of years allowed), or for a shorter number of years:
[J4ayears [J3years [J]2years []1lyear [ ]Don'tuse information from tax returns to renew my coverage.

If anyone on this application is eligible for Medicaid

« | am giving to the Medicaid agency our rights to pursue and get any money from other health insurance, legal settlements, or other
third parties. | am also giving to the Medicaid agency rights to pursue and get medical support from a spouse or parent.

« Does any child on this application have a parent living outside of the home? [lves [INo

e Ifyes, | know I will be asked to cooperate with the agency that collects medical support from an absent parent. If | think that
cooperating to collect medical support will harm me or my children, | can tell Medicaid and | may not have to cooperate.

My right to appeal

If 1 think the Health Insurance Agencies, DFCS, PeachCare for Kids and the FFM has made a mistake, | can appeal its decision. To
appeal means to tell someone at the Health Insurance Agencies, DFCS, PeachCare for Kids or the FFM that | think the action is
wrong, and ask for a fair review of the action. | know that | can find out how to appeal by contacting the Division of Family &
Children Services (DFCS) at 1-877-423-4746. | know that | can be represented in the process by someone other than myself. My
eligibility and other important information will be explained to me.

Sign this application. The person who filled out Step 1 should sign this application. If you're an authorized representative you
may sign here, as long as you have provided the information required in Attachment C.

Signature Date (mm/dd/yyyy)

NEED HELP WITH YOUR APPLICATION? Visit Compass.ga.qgov or call us at 1-877-423-4746. Para obtener una copia de este

formulario en Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the customer

service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.

Form 94A (Rev. 1/14) Page 8 of 8



Eig:‘o‘ Mail completed application.

Mail your signed application to the address below:
Division of Family and Children Services
Customer Contact Center
P.0. Box 4190
Albany, GA 31706

If you want to register to vote, you can complete a voter registration form at www.sos.ga.gov._
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ATTACHMENT A 08 s e oo O s

= =

Health Coverage from Jobs

You DMON'T need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach
a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.

Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer
these questions. You only need to include this page when you send in your application, not the Employer Coverage
Tool.

EMPLOYEE Information
1. Employee name (First, Middle, Last) 2. Employee Social Security number

EMPLOYER Information

3. Employer name 4. Employer ldentfication Mumiber (EIN)
5. Employer address &. Employer phone number

{ ) =
7. City 3. State 9. ZIP code

10. Who can we contact abowt employee health coverage at this job?

11. Phone number (if different from above) 12. Email address
(] =

13.Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?
O Yes (Continue)

13a. If you're in a waiting or probatonary peried, when can youw enroll in coverage?

WEET
List the names of anyone else whao is eligible for coverage from this job. tm yr¥y)

Mame: Mame:

m Mo (5top here and go to Step S in the application)

Tell us about the health plan offered by this employer.

14. Does the employer offer a health plan that meets the minimum value standard*? [Yes [JNo

15. For the lowest-cost plan that meets the minimum value standard® offered only to the employee (don't include family plansk
If the employer has wellness programs, provide the premium that the employee would pay if hef she received the maximum discount for
any tobacco cessaton programs, and did not receive any other discounts based on wellness programs.

a. How miuch waould the employes have to pay in premiums for this plan? $
b. How often? [JWeekdy [JEvery 2 weeks [Twice amonth [JOnceamonth [ Quarterly []Yeardy
Th. What change will the employer make for the new plan year [if knowrn)?
] Employer won't offer health coverage

O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available onfy to
the employee that meets the minimum value standard. * (Premium should reflect the discount for wellness programs. See question 15.)

a. How much will the employee hawe to pay in premiums for that plan? $
b. How often? DWeeldy |:|E'.£~r'_.' 2weeks [Twice amonth (JOnceamenth O Quarterly D’fearh'
Date of change (mmJ/dddyyyyl:

* An employer-sponsored heslth plan meets the “minimum value standard™ if the plar’s share of the total allowed benefit costs covered by the plan s

no less than 60 percent of swch costs (Section 36B{CZYCHI) of the Internal Revenue Code of 1386)

MEED HELP WITH YOUR APPLICATION? Visit Compass sa.egv or call us at 1-877-423-4746. Para obtener una copia de este formulario en
Espaniol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the

customer service representative the language you need. We'll get you help at no cost to youw. TTY users should call 1-B00-255-0135.

Form %42 Appendix A (1714)
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EMPLOYER COVERAGE TOOL = Hercemesmem (i, Fomboprons

i OB M. (9381191

Use this tool to help answer questions in Attachment A about amy employer health coverage that you're eligible for (even if
it's from another person's job, like a parent or spouse). The information in the numbered boxes below match the boxes on
Attachment A. For example, the answer to question 14 on this page should match guestion 14 on Attachment A

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one
ool for each employer that offers health coverage.

EMPLOYEE Information

The employee needs to fill out this section.
1. Employee name (First, Middle, Lasth 2_ Sodal Security Number

EMPLOYER Information

Ask the employer for this information.

3. Employer name 4. Employer kentificadon Number (EIN)
L. Employer address &. Employer phone number

() =
7. City 8. State 9. ZIP code

10, Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) |12, Email address
() =

13.Is the employes currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
UYes (Continue)

13a. If the employes is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for
coverage? [mimu'ddfyyyy) {Continue)

o Mo (5TOP and return this form to employee)

Tell us about the health plan offered by this employer.

Does the employer offer a health plan that covers am employee’s spouse or dependent?
[ Yes. Which people? [5pouse [ Dependensis)
O No

(G to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?
ClYes iGoto guestion 15) O Mo [STOP and return form to employee]
15. For the lowest-cost plan that meets the minimum value standard® offered only to the employee (don't inchude family plansk If the

employer has wellness programs, provide the premium that the employee would pay if he! she received the maximum discount for any
tobacco cessation programs, and didn't receive any other discounts based on wellness programs.

a. How much would the employes have to pay in premiums for this plan? $
-
b. How often? DWEEkhr Every 2 weeks Twwice & month Omece a month Quarterky o Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If youw don't know, 5TOP and return
form to employes.

16. What change will the employer make for the new plan year?
[ employer won't offer health coverage
[ Employer will start offering health coverage to employess or change the premium for the lowest-cost plan available only to
the employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See guestion 15.)
a. How much will the emplovee have to pay in premiums for that plan? $
b. How often? ClWeekly [JEvery 2weeks [ Twice amonth [JOnce a month [ Quartery [ Yearly
Date of change (mm/ddhnyyyl:

An employer-sponsored health plan meets the “minimurm value standard™ if the plan‘s share of the total allowed benefit costs covered by the plan is
i less than 60 percent of such costs (Section 368{cZNCNI) of the Internal Revenue Code of 1986)

£

MEED HELP WITH YOUR APPLICATION? Visit Compass.ga.gov or call us at 1-877-423-4746. Para obtener una copia de este formulario en
Espafiol, llame 1-877-423-4746. If you need help in a language other than English, call 1-877-423-4746 and tell the

customer service representative the language you need. We'll et you help at no cost to youw. TTY users should call 1-800-255-0135.
Form 94a Appendiz A (1/14)
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ATTACHMENT B 0HS ssomes commmenr or o sexvces O ey, fom ppeove

American Indian or Alaska Native Family Member (Al/AN)

Complete this aachment if you or a family member are American Indian or Alaska Mative. Submit this with your Application for
Health Coverage & Help Paying Costs.

Tell us about your American Indian or Alaska Native family member(s).

American Indians and Alaska Matives can get services from the Indian Health Services, tribal health programs, or urban Indian
health programs. They alsc may not have to pay cost sharing and may get special monthly enrcllment periods. Answer the
following guestons to make sure your family gets the most help possible.

MNOTE: f you have more pecple to indude, make a copy of this page and attach.

AlFAN PERSON 1 Al/AN PERSON 2
1. Name First Middle First Middle
[First name, Middle name, Last name)
Last Last
2 Member of a federally recognized tribe? Oes Oves
If yes, tribe name If yes, tribe name
One One
3. Has this person ever gotten a service from the | [ Yes [J¥es
Indian Health Service, a tribal health program,
or urban Indian health program, or through a | [JNo Oha
referral from one of these programs? If no, is this person eligible to get If no, i this person eligible o get
services from the Indian Health Service, services from the Indian Health Service,
tribal health programs, or urban Indian tribal health programs, or urban Indian
health programs, or through a referral health programs, or through a referral
from one of these programs? from one of these programs?
OYes Oha O¥Yes Mo
4. Certain money recefved may not be counted g P
for Medicaid or the Children’s Health Insurance _—
Program (CHIP) List any income (amount and How often? How often?
howw often) reported on your applicadon that -
imcludes money from these sources:
= Per capita payments from a tribe that
come from natural resources, wusage rights,
leases, or royalties
= Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by
the Deparoment of Interior including
resersations and former resensations)
Money from selling things that have
cultural significance

MEED HELP WITH YOUR APPLICATIONT Visit Compass.ga.gov or call us at 1-877-423-4746. Para ocbtener una copia de este formulario en
Ezpariol, llama 1-B77-423-4746. If you need help in a language other than Englizh, call 1-B77-423-4746 and tell the

customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-255-0135.

Farm %4 Appendix B (1/14)
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ATTACHMENT C @}mﬂ:mmmﬁm (D) wemmmms, | rormspprove

= ORAB Mo, 0938-1191

Assistance with Completing this Application

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your infermation, and act for you on matters
related to this applicadon, including getting information about your application and signing your application on your behalf.

This person is called an “authorized representative.” If you ever need to change your authorized representative, contact Division
of Family and Children Services (DFCS) at 1-B77-423-4746. If you're a legally ap pointed representative for someone on this
application, submit proof with the applicaticn.

1. Mame of authorized representative (First name, Middle name, Last name)

2. Address 3. Apartmient or suite numiber

4. City 5. State 6. ZIP code

7. Phone number
( ) -

B. Organization name 9. ID numiber (if applicable)

By =igning, you allow this person to sign your application, get official information about this application, and act for you on all
future matters with this agency.

10. Your signature 11. Date (mmdddfyyyy)

For certified application counselors, navigators, agents, and brokers only.

Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for
somebody elze.

1. Application start date [mmfddyyyy)

2. FArst name, Middle name, Last name, & Suffix

3. Organization name 4. ID mumiber (if applicable)

MEED HELP WITH YOUR APPLICATION? Visit Compass.ga gov or call us at 1-B77-423-4746. Para obtener una copia de este formulario en
E=pafiol, llame 1-877-423-4746. If yow need help in a language other than English, call 1-877-423-4746 and tell the customer service representative
the language you need. We'll get you help at no cost to you. TTY users should call 1-B00-255-0135.

Farm 943 Appendiv C (1/14)
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e
mEEPMTMEHWDE SERVICIOS HUMANDS DE GEORGIA

T Diwishon de Serdcios para Familas y Mifios

Solicitud para Cobertura de Salud y Ayuda Pagando el Costo OME Nuam. 05381191

@

O

COSAS PARA SABER
® 0

© 0 ¢

Use esta solicitud
para ver cuales
opciones de
cobertura usted
califica

iQuién puede usar
esta Solicitud?

Solicite mas rapido
en linea

Qué necesita
para solicitar

;Por qué pedimos
esta

;Qué pasa después?

Consiga ayuda para
hacer esta solicitud

f- GEoRGIA DEFPANTMENT
OF COMMUNITY FEALTH

Fomulario aprobado

= Plan de seguro de salud privado econdmico que ofrece cobertura integral gue
le ayuda a mantenerse bien

= Un nuevo crédito tributario que puede ayudarlo inmediatamente a pagar sus
primas de cobertura de salud

» Seguro de Medicaid gratis o a bajo costo.
Usted puede calificar para un programa gratis o a bajo costo aungue
usted gane tanto como $94.000 al ano (para una familia de cuatro).

= Use esta solicioud para selicitar para cualquier persona en su familia.

= Solicite aungue usted o su hijola) ya estén cubiertos. Usted podria ser

elegible para una cobertura gratis o a un costo mas bajo.

= Siusted es soltero(al, podria usar el formulario corto. Visite HealthCare.zov.

= Las familias que tienen inmigrantes pueden solicicar. Usted puede solicitar
para su hijo(a) aungue wsted mo sea elegilbe para cobertura. Solicitar nie
afectara su estado migratorio o su oportunidad de convertirse en residents
permanente o ciudadano{al.

= Sialguien le estd ayudando a llenar esta solicitud, usted podria necesitar
completar el Anejo C.

Solicite méas rapido en linea Compass.ga.zov.

«  Numeros de Seguro Social (o el nimero de documento para cualquier
imrmigrante legal gue necesite segura)
Informacion del empleador y de ingresos para todos en su familia (por ejempla,
talones de cheque, formularios W-2, o declaraciones de sueldo y tributarias)
Numeros de poliza para cualguier seguro de salud actual
Informacion sobre cualquier segure de salud relacionado con el empleo que esté
disoonible nara su familia

Pedimos la informacion sobre ingresos y otra informacion para dejarle saber

para gué cobertura wusted podria calificar y para ver si puede recibir ayuda para
pagar el mismo. Vamos a mantener toda la informacion que nos

proporcione de manera segura y confidencial, comao es requerido por ley.

Erwie su solicitud completa y firmada a la direccin que aparece en la pagina 8.
Si no tiene toda la informacidn gue pedimos, firméla y preséntela de todas
maneras. Mosotros haremos wn seguimiento con wsted dentro de 1a 2
semanias. Usted recibira instrucciones sobre los siguientes pasos necesarios para
completar su cobertura de salud. 5i no recibe ninguna noticia de nosotros, visite
LCompass.ga.gov o llame al 1-877-423-4746. Llenar esta solicitud no quiere decir
gue usted tenga que comprar cobertura de salud.

En lirvea: oM D355.E2,E0
Telefono: Llame a nuestro Centro de Ayuda al 1-877-423-4746.
En persona: Es posible gue en su area hayan consejeros que le puedan
ayudar. Para mayer informacion, visite nuestro sitio web o llame al 1-877-423-
4746,

» Enespanok Llame a nuestro centro de aywda gratis al 1-877-423-4746.

Mecesita ayuda con su solicitud? Visite Compass ga.gov o limenas al 1-877-423-4746. Para obtener una copla de este formulario en
espafial, llarme al 1-87T7-423-4746. 51 necesita ayuda en algln idioma que no sea inghés, llame al 1-877-423-4746 y digale al representante de
atencidn al cliente e idioma gue necesita. Le buscaremas ayuda sin costo algune. Los usuarios de TTY deben larmar al 1-800-255-0135.

Form 94 (Rev. 1714) - Spanish
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l:E:I. Cuéntenos sobre usted.

{Mecesitamos que un adulte de |a familia sea la persona de contacto para su selicioud.)

1. Primer nambre, segunds nombre, Agellids, & Sufije

2. Direccidn de domicilio (Deje en blanco 3i no tene una.) 3. Mdrmero del apartamento o
Suilre

4. Chadad 5. Estada E. Codigo podtal 7. Condado

8. Direccidn postal (sl es distinta a de dmﬂlcmn].- 9. Numero del apartamento o
Suire

10. Cludad 1. Estado 12. Codige postal 13. Condado

14, Nirmero de telélono 15. Otro mimers de teléfonn

16. jQuiere redbir informadén por correo electrbnico sobre esta solictud? O s O e
Direccidn de corres electrbnioo:

17. (En qué idioma prefiere hablar o eseribir (sl no e el inglésp?

W Cuéntenos sobre su familia.

A quiénfes) necesita incluir en esta solicitud?
Cuéntenos sobre todos los familiares gue viven con usted. Si presenta una declaracion de impuestos, tenemos que saber sobre

todes los que aparecen en su declaracion de impuestos. (Mo necesita presentar una declaracion de impuestos para cbbtener una
cobertura de salud).

Incluya: MO tiene que incluir:

«  Usted mismoi(a) «  Su pareja sin casarse que no necesite cobertura de salud
Su conmyuge « Los hijos de su pareja sin casarse
Sus hijes(as) menores de 21 afios gue viven con usted +  Sus padres que viven con usted, pero que hacen su propia
5u pareja sin casarse que necesite cobertura de salud declaracion de impuestos (si usted tiene mas de 21 afios de
Cualguier persona que usted incluys en su declaracion edad)
de impuestos, alin si no viven con usted »  Otros familiares adultos gue presentan sus propias
Cwalguier persona menor de 21 afios que esté a su cargo declaraciones de impuestos.

¥ que viva com usted

La cantidad de asistencia o el tipo de programa para el gue califique depende del nimero de personas en su familia y sus
imgresos. Esta informacion nos ayuda a asegurarnos de que todos obtengan la mejor cobertura posible.

Complete el paso 2 para cada persona en su familia. Empiece con usted y luege anada a otros adultos y menores. 5i tiene mas
de 2 personas en su familia, necesitara hacer una copia de las paginas y ponerlas adjunto. Usted nio tiene que proveer €l estado
migratorio o numero de Seguro Social (S5M) para los miembros de la familia que no necesitan cobertura de salud. Mantendremes
toda la informacion que provea de manera privada y segura como es requerido por key. Usaremos la informacion perscnal solo
para verificar si es elegible para cobertura de salud.

Mecesita ayuda con su solicitud? visite Compass ga gov o limenos al 1-877-423-4746. Para obtener una copila de este formulario en
espafiol, llame al 1-877-423-4746. 5| necesita ayuda en algin idioma que no sea inglés, llame al 1-B77-423-4746 v digale al representante de
atencidn al cliente o idioma que mecesita. Le buscaremas ayuda sin costo alguno, Lod wuares de TTY deben |lamar al 1-800-255-0135.

Form S4a [Rewv. 1/14) - Spanish Fégina 1 de 8
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e i o 3 1o [ R Il (empiece con usted mismo(a))

Complete el paso 2 para usted mismala), su obnyuge/parea e hijos{as) gue vivan con usted y cualquier olra persona en su dedaracidn federal
de impuestas, si usted rinde una dedaracidn de impuestos. Vea la 1ra pagina para mds infarmacion sobre 8 quidn ineluir. S usted no presenta
wna declaracibn de impuestos, recwerde afiadir 8 los miembros de su familla que vhan con usted.

1. Primer nomibre, segundo nombre, lpemdr:; Sufijo 2. Parenteres con usted
USTED MISMO

3. Fecha de nadmiento (MM/DD/AAAA): 4, Sewg O Masculine O Femening

5. Momero de Seguro Soclal (S5MY__ - -

Mecesitamos esto 5 quiere cobertura de salud y tiene un Nimers de Segure Social. Proveer su 55N puede ayudar awngue no quiera
coberiura de salud ya que pueds ayudar & scelerar el process de solleiud. Usamos los nimeres de Seguro Social para verificar los ingresed y
olFa inforrmacidn pars ver gulén a4 elegible para syuda con &l costo de cobertura de salud. Si alguien quiere ayuda para ablensr uh SSN,
llarme al 1-800-772-1213 o visite gocialsecyrity gov. lod uwarios de TTY deben llamar &l 1-800-255-01 35.

=

6. ;Planea presentar una declarackén de impuesto federal el PROXIMO ARO?
{Aunque no presente Lna declaracidn de impuestos, usted puede solicitar para segura de salud )

[ =i. 8l &i, por faver, conmtests Llas pregumts a-c. [ mo. 51 rs, salte 2 la pregunta <

8. V2 & declarar conjunte eon su comuge? [ S One
51 8f, nombre del comyuge:

b V& & reclamar algin dependients en su declaracon de impuestost [ 5/ O Ne
51 si, haga una lista del {los) dependiente(sk

¢ JSerd usted reclamadeds) como unja) dependiente en la declaradon de impuestos de otra persona? 05 O Mo
8l 8, par lavor mendons &l nombre del declarante de impuestod:
JCU @5 U parentesco con el declarante de impuestos?

7. jEsth embarazada? []51 [OMe Sisi jeual es la fecha ssperada de slumbrarmients _J_J_ y cuantos babés setd ssparande?

8. ;MNecesita cobertura de salud?
{AuRqUE [enga Legurn, puede haber un programa con mejor cobertura o un coito mas bajo.)

[ si. 5isi, conteste todas jas preguntas sbajo. 0 [ no. 5ine, sake a las preguntas sobre ingresos en la pigina 3. o
Deje o resto de esta pdgina en blanco

9. jMene una condicddn fisica, mental o de salud emodonal que ke cause limitaciones en actividades (como bafiarse, vestirse, actividades
diarias, ele) o vive & Uh centrs riddics o un hogar andanas? O 51 O Ne

10. JE= usted unia) cludadanc{s) de los Estados Unides o nadonal de ios Estados Unides? [15i O Ne
11. 51 usted fo &4 cudsdanca) o nacional de lod Estados Unidas, je< un inmigrante calificada?
[ 5i. Llene la informadidn de su tipo de dogumento y ndmers de |0 abajo.
a. Tipo de documento de inmigracibn b Midmera de ID de dooumento

£ jHavivids uted en los Estades Unides desde ol 19967 (151 [0 Mo 4. JEs usted o 2u cbnyuge o padre (madne) un weLerans & un
milernbro adive del ejircito de los Estados Unides? O 5i O Mo

12 jUsted quiere ayuda para pagar facturas midicas de los ditimes tres meses? 150 O Ne

13, jVive usted con al mensd un menor de 19 afios y usted es el cuidador(a) principal de este menor? Os Omwe

14, ;B2 wted un estudiante & tempe completa? st O Nn.lr 15. JEstuive Lsted n cuildads tutelsr & la edad de 1B afios o mayer? [ 51 O Na
16. 5l &3 hispano/latine (OPCIONAL—margue todas las que aplican.)
OMexicans [IMedcancamericans [ Chicans [ Puertcrmiguene [ Cubano []owe
17. Raza (OPCIOMAL—margque todas |as gue aplican.)

O

O Blance Indigena estadounidense [ Filipine O Vietnamita O DeGuam o chamorres
ode Alaska
O Megro o afroamericanc O Delalndia O Japones O 0troasiztico O DeSamea
O chine O coreanc O IndigeradeHawsi [ De otrs isla del Pacifico
O otre

:sMecesita ayuda con su solicitud? Visite Compass ga gov o lirnenas al 1-B77-423-4746. Para obtener una copia de este formulario en
espafiol, llame al 1-877-423-4746. 5| necesita ayuda en algin idioma que no 2ea inglés, llame al 1-877-423-4746 y digale al representante de
atencidn al cliente e idioma que necesita. Le buscaremos ayuda sin costo alguno, Lo usuarios de TTY deben lamar al 1-800-255-0135.

Form S4a (Rew. 1714) - Spanish Figina 2 de &
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Fab{e el o 340 ' - I (Continue con usted mismo(a))

Trabajo actual e Informacion de ingresos

[ Empleado O No empleado O Trabajo por cuenta propia
Siesta empleado actualmente, diganos Salte 2 la pregunta 28. Salte a la pregunts 27.
sobre sus ingresos. Empiece con la
pregunta 18,

TRABA]D ACTUAL 1:
18. Normbre y direccion del emmpleadar 19. N7 de teléfona del empleador

20. speldos/propinas (antes de impuetos) [ por hors O semanal [ cada dos sermanas [ quincenal [ mensual O anual

$

21. Promedio de horas trabajsdas cada SEMANA

TRABA]D ACTUAL 2: (5 tiene mds rabajos y necedita mis espacio, adjunte otra hoja de papel)
22 Morrire y difecosn del emplesdor 3. NC e telefons del empleador

24 ssldealpropinas (antes de Impuetas) [ por hors [ semanal [ cada dos sernanas [ quincenal [ mensual [ anual

s

25, Promedio de horas rabajadas cada SEMANA

26. Elahopasado, [ ;ambicdetrabal? [ jdefd de rabajarr [ jempess atrabajer menas horas? [ jempest a rabafar mis heeas [ Ningune

27. 5l rabaja por cuenta propia, conteste las sigulentes preguntas:
. tipo de rabajo b. pCwhnte ingreos netos (ganandias una vez se hayan pagado los
gastes del negocia) recibird de su trabajo por cuenta propla ete
mes?

s

28 OTRO INGRESD: Marqgue todas las que apliquen y dé la cantidad y cada cuanta la recibe.
NOTA: Usted no necesita decimos sobre los ingresos de manutencidn infantil, pagos de veleranao o Ingresos del Seguna Suplementario.

O Nirgums

O gesemplea 3 JCon gqué O carvidad neta de pescaycultves § (Frecuencia?
O pensiones % Con gqué O pentafregatias netas H (Frecuencial
O seguro sacial ] JCon qué Otro Ingress % (Frecusnca?
O cuentas de retira~ § JCada cudmo? Tipe:

O Fersiénalimentica % JCads eLidin?

29. DEDUCCIOMNES Marqgue todas Las que aplican y dé la cantidad y cada cudnto la paga.

5l paga por clertas codss que pueden ser deducidas en la dedaracddn de impuestos federales y nos deja saber, 2u costo de cobertura de salud
plsdiers 96f UR oo enos.

NOTA: Mo debe indulr los costos netos que ya declard en su respuesta de trabajo por cuenta propla (pregunta Z7h).

O pensidn alimenticla  § ACada cubnto? O oiras deducdones § JCada cubnta?

O intereses del préstamos estudiantl § JCada cudnto? Tipo:

30 INGRESD ANUAL: Complete sélo si sus ingresos camblan cada mes. Sino espera

cambios en sus ingresos mensuales, salte a la prixima persona. O

5u total de ingredod edte afo El total de sus ingresos el préxime afio (si plensa que erd diferente)
s 5

iGRACIAS! Es todo lo que necesitamos saber de usted.

9 :Mecesita ayuda con su solicitud? Visite Compass ga gov o lirmenas al 1-877-423-4746. Para obtener una copila de este formulario en
espafiol, llame al 1-877-423-4746. S| necesita ayuda en algdn idioma que mo sea inglés, llame al 1-B77-423-4746 y digale al representante de
atencidn al cliente o idioma que necesita. Le buscaremos aywda sin costo alguno, Los wuarios de TTY deben llamar al 1-800-255-0135.
Form S4a [Rev. 1/14] « Spanish Figina 3 de 8
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PASO 2: PERSONA 2

Complete &l pase 2 para usted frisola), su chnmylge'paneja o hijoajad) que vivan con wated y clalguier olfa persona ef 2u declaradon Tederal de
impuestos, 5 usted rinde una declarscién de impuestos. Viea Ls Tra pgina para mas informacldn sobre a quién incluir. 51 usted no presenta una
declaracitn de impuestos, recusrde fiadic & los mismbros de w0 famills que vivan con usted.

1. Primer nomibre, Hm nombre, ﬁpemﬂl‘.'u SI.II'Iil‘.'l 2. Parentezca con usted
3. Fecha de nacimiento [MM/DD/ARAA): 4 texs [ Masculing [J Fernening

5. Mdmers de Seguro Soclal (S5M) - - o

MNecesitamos esto 51 ﬂ.illlﬂllﬂ‘.l.l'a de salud ¥ tlene un Nimers de SIEI.IM Social

6. JWive com usted |a PERSOMA # 27 Os Owno

Sime, escriba la direccidn:

7. iLa PERSOMA # 2 planea presentar una declaracién de impuestes el PROXIMO ARO?
{Aungue no presente una declaracidn de impuestos, usted puede solicitar para seguro de 2alud)

[J5i. Si si, por Favor, conteste Las preguntas a-c. [IMO. Si no, sakie a la pregunta <.
& jLa PERSONA # 2 pressmiars una declaradian de impusstos con un comyuge? Ost OwNe
i s, nombre del conyuge:
b sLa PERSOMA # 2 va a reclamar algin dependiente en su dedaraciin de impuestos? Osi DOwe
5l g, haga una lista del (les) dependiente(z)
¢ ;Serd la PERSONA # 2 reclamada como un{a) dependiente en la declaracibn de impuestos de otra persona? 51 O Ne
Sl &, por favor mendone &l nombre del declarants de impuestod:
JCudl e el parentesco de la PERSONA# 2 con el dedarante de impuestos?

8. pEsts emnbarazada ks PERsOMA #27 [ S [ Mo 4. 9isi, zoual e bs fechia esperada de alumbramients _/_J 'y cuansos bebés esté esperanda?

3. gNecesita cobertura de salud la PERSOMNA # 27
[Aumigue [enga segurn, puede habar un programa con mejor cobertura o un coite mas bajo.)

[ =i, si af, conteste todss las preguntas abaje. .0 [0 mo. si no, salte alas E;gunus anbire ingresod en la paging so
Deeje e resio de esta ina en blanco.

10. jTiene la PERSOMA # 2 una condiddn fisica, mental o de salud emocional que le cause limitaciones en actividades [cormo bafiarse,
westirse, actividades diarias, etc) o wive en un centro meédico o un hogar de andianas? Osi O Ko

11. ;E= la PERSONA # 2 unia) dudadanala) de los Estades Unidos o naclonal de los Estados Unidos? O st O Mo

12. Sila PERSOMNA # 2 no es cludadans{a) o nacional de los Estados Unidos, je< un inmigrante calificado?
[ 56 Lleme la infarmacién de su tips de documents y ndrmero de 1D abajo.
4. Tipo di documents de infRigracdbn . MiFrero de ID de docurmento
£ jHa vivido la PERSONA # 2 en los Estados Unidos desdeel 19960 [ 51 [0 Mo d. jEs la PERSONA # 2.0 5u cfnyuge o padne [madre) un veterano o un
miernbro acthva del epircito de los Estades Unidas? [ 8 [ Ne

13. jLa PERSOMNA # 2 quiere syisds para 14, jVive |a PERSOMA # 2 con 4l FRemncs Un memar 15. JEatiive La PERSOMA # 2 &n culdade
pagar facturas miédicas de los ditirmos rrenor de 10 afios y usted &< el culdadonfa) tutelar & la edad de 18 o mayar?
Lres meses? principal de este rmenor? Os On
]
Osi OwMe Os OwMe

Por favor, conteste las siguientes preguntas si la PERSONA # 2 es menor de 19 afios.

16. jTuwe la PERSOMA # 2 2eguro de salud ¥ lo perdia en los ditmes dos mesed? |51 [INo
a. 55 8l, fecha en gue termind: b. Rarpdn por la cual terrmind el seguro:

17. JEs la PERSOMA # 2 un estudiante de tiempo completo? Os O me

18. 5i es hispana/latine [OPCIONAL—rmargue todas las que aplican.)
[ Mexicano [ Mesdcanoamericano [ |Chicans  []Puertorriguefo [] Cubano [ Otro

19. Raza (OPCIOMAL—marque todas las gue aplican.)

O slanes O indig-americans o O riliping O wetnarmita O de Guarm o Chamorro
O negra o nathio de Alaska O japonés O atro asitico O de samea
africans O indie asidtie O coreans [ native de Hawll OO de ctras islas del Pacifico
estadounidense O ehine O owre

Ahora, diganos sobre cualquler tlpo de Ingrseos de la PERSONA £ 2 en la parte de atras. o

:Mecesita ayuda con su solicitud? Visite Compass g8 gov o lirmenos al 1-877-423-4746. Para obtener una copls de este farmulario en
espafiol, llame al 1-877-423-4746. 5| necesita ayuda en algdn idioma gque no sea inglés, llame al 1-B77-423-4746 y digale al representante de
atencidn al cliente o idioma que necesita. Le buscaremas aywda sin costo alguno, Los wiuarios de TTY deben lamar al 1-800-255-0135.

Form Sda [Rev. 1/14) - Spanish Pégina 4 de &
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PASO 2: PERSONA 2

Trabajo actual e Informacion de ingresos

[] Empleado [] Mo empleado [ Trabajo por cuenta propia
Siestd empleado actualmente, diganos Salte a la pregunta 30. Salte a la pregunta 29.
sobre sus ingresos. Empiece con la
pregumta 20.

TRABA]D ACTUAL 1:

20. Normbre y direccién del ernpleadar 21, N° de teléfona del empleador

() -
22. sueldowpropinas (antes de impuetes) [ porhora [ sermanal [0 cada dos semanas [ guincenal [ mensual T anual
£

23, Promedio de horas rabajasdas cada SEMANA

TRABA]D ACTUAL 2Z: (S| tlene mds rabajos y neceita méds espacio, adjunte otra hoja de papel)

24, Nowribre y direccian del efmplesdor 25, N O telefons del empleador
26. Speldes/propinas (antes de Impuetos) [ por hera [ semanal [ cada dos sermanas [ quincenal [ mensual [ amwal
5

27. Promedio de horas trabajadas cada SEMAMNA

26. Elafo pasads, [ ;amblodetrmbalr [ pdejd de rabajar [ sempest a rabajar menos horas? [ pempast s rabajar misherasy [ Ninguno

29. 5l rrabaja por cuenta propia, conteste |as sigulentes preguntas:

a. tipo de trabajo b. jCwdnts ingresos netos (ganancias una vez se hayan pagado los
gastos del negocio) recbird de su trabajo por cuenta propla este
mes?

5

30. OTRO INGRESD: Margue todas las que apliquen y dé la cantidad y cada cudnto La recibe.
INOTA: Usted o necesita decimos sobre los ingresas de manutencidn infamtil, pagos de veterano o Ingresos del Segure Suplementario.

O Mingune

O desermplen % iCon qué O careidad resa de pescayeultnes 4 Frecuencia?
O pensianes L] JCon gqué [ renta/regslias netas % iFrecuania?
O seguro Soclal 3 sCon gué Otro Ingreso % iFrecuencia?
O cuentas de retira 3, JCada cudnto? Tipe:

O persiénalimentioas & Cada cudnto?

3. DEDUCCIDNES Margue todas las que aplican y dé la cantidad y cada eudnto Lo paga.

51 la PERSOMA # 2 paga por deras cosas que pueden ser deducidas en la declaracion de Impuestos lederales y nos deja saber, su costo de
coberiurs de salud pudiera ser un poos menos.

INOTA: No debe incluir los costos netos que ya declard en su respuesta de rabajo por cuenta prapla (pregunta 256}
O pensitn alimenticia $ JCada cudnto? [ otras deducciones $ $Cada cudnto?
[inereses dal préstamos estudiantil $ JCada cudnie? Tipo:

3z INGRESD AMUAL: Complete solo si los ingresos de la PERSOMA # 2 carmbian cada mes.
5l no etpera camblos en Ingresos mensuales de la PERSOMNA # 2, agregue olra persond o salte a la prosima seccidn.

Total e ingresos este afio parala FERSONA # 2 El total de ingresos ¢l préximo afio para la PERSONA # 2 (sl plensa que
serk diferente)
£ %

iGRACIAS! Es todo lo que necesitamos saber de la PERSONA # 2.
Si tiene mas de dos parsonas que incluir, haga una copia del paso 2: Persona # 2 (paginas 4y 5) y complete.

9 :Mecesita ayuda con su solicitud? Visite Compass ga gov o lirmenas al 1-B77-423-4746. Para obtenar una copls de edte formulario en
espafiol, lame al 1-B77-423-4T46. S| necesita ayuda en algin idioma que mo sea inglés, llame al 1-B77-423-4746 y digale al representante de
atencidn al cliente o idioma que necesita. Le buscaremaos aywda sin casto alguno. Los wiuarios de TTY deben llamar al 1-800-255-0135.
Farm 94s (Rev. 1/14) - Spanish Phgins & de 8
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Familiares de indios americanos o nativos de Alaska (AlVAN, por
sus siglas en ingles)
1.¢.Es usted o alguien en su familia indioc americano o nativo de Alaska?

[15i Mo, salte al paso 4.
[] §i- 5i si, vaya al ansjo B.

PASO 4 La cobertura de salud de su familia

Conteste estas preguntas para cualquiera que necesite cobertura de salud.
1. {Hay alguien inserite en algunas de las sigulentes coberturas de salud?
OO si. 5isi, verifigue el tipo de eoberturay eseriba el nombre de la persona al lado del tipe de cobertura que tenen, O no.

O medicaid: O segure del empleador
O peachCars for Kids™ O mombre del seguro de salud:
Numero de paliza:

O wedicare JES esta una cobertura de COBRA? OS[ ONo
O TrICARE (Mo margue &l tene cuidads directo o Line of Duty) JEs éste un plan de 2alud de jublladdén? OS5 OMNo
O eregramas de cuidado de salud de Veteranos O oo

MNombre del seguro de salud:
O peace Corps

Nomero de pdliza:

JE5 dste um plan con beneficios limitades (como una poliza
escolar de accddente? OS5I OMo

2. gA algulen listado en esta solicitud le han ofrecido una cabertura de salud de un trabaja? Margue S| aungue |a coberura sea del
trabajo de otra persona cormo un padre (madre) o cdryuge.

[J =0 5i s, necesitard cormpletar & incluir el anejo A
O no. Sine, continde al paso 5.

I‘Mﬂi-dill

De aouerdo con La Ley mdmdlhupdmddlﬁ.rrmmpﬂwnu responcer 3 una serie de informackina menos que exponga un ndmero de
cantrol OME wilida. Elrlflmdlm'rm:l ME wilido para esta sere de iInformac EIJEB-HEH B tempa que se necesiza para completar esta recaudacion de
Infmﬂudﬁn:lﬁhiumunprmudh[hdlqmdﬂurpuﬂulummrw uun,lﬂldull de revisar las instrucchones, buscar as fuentes de
Informacitn exdstentes, neunir la informaddn necesanta y completar y revisar [a 5 tene comencarios reladonados a la exactitud del

extimado de tempa o sugenendas de como mrmfunmhpufmumhzmmmﬂtyﬂmlmd.mmm Clearance Officer, Mall Siop
C4.26.05, Bakimare, Maryland 21244-1850

Mecesita ayuda con su solicitud? Visite Compass ga.gov o larmenos al 1-B77-423-4746. Para obtener una copls de este formulario en
espafial, llame al 1-877-423-4T46. 5| necesita ayuds en algin idioma gque no 2ea inglés, llame al 1-B77-423-4746 y digale al representante de
stencibn al cliente o idioma gue decesits. Le budearemas ayuda 4n codtn alguno. Lod wiisries de TTY deben lamar al 1-800-255-0135.

Form 94a (Rev. 1/14) - Spanish Pégina & de 8
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|i;E:£' Lea y firme esta solicitud.

= Estoy firmando esta solicitud baje pena de perjurie lo gque significa que he proporcionado respuestas verdaderas a todas las
preguntas en este formularic segun mi leal saber y entender. 58 que puedo estar sujeto a penalizaciones bajo |a ley federal
5i proporciono informacion falsa o no verdadera.

- Debe informar de dichos cambios dentro de les 10 dias calendarios siguientes a la fecha en que ocurra el cambic. Puedo
visitar Compass.ga.zov o llamar al 1-877-423-4746 para informar cualquier cambio. Entiende gue un cambio de mi
informacion podria afectar la elegibilidad para bos miembros de mi hiogar.

- Entiendo que bajo la ley federal, no se permite discriminacion por motives de raza color de piel, origen nacional, sexo, edad,
orientacion sexual, identidad de género o discapacidad. Puedo presentar una queja de discriminacion llamandao al
Denunciante de Georgia, la Oficina del Inspector General (O1G), &l Programa de Seccion de Integridad al 404-483-75%0 o sin
costo alguno al 1-800-533-0686.

= Confirmo que nadie solicitando seguro de salud en esta solicitud esta encarcelado (detenido o en prisian). 5ino,

esta encarcelado.
(nombre da la persons)

Mecesitamos esta informacion para verificar su elegibilidad para aywda pagando cobertura de salud si decide soficitar. Vamos a
verifcar sus respuestas usando la informacion en nuestra base de datos electronica y la base de datos del Servicio de Impuestos
Internas (IRS), &l Seguro Social, el Departamento del Trabajo (DOL), TALX (el numero de identificacion del trabajo), el
Departamente de Seguridad Macional y/'o una agencia de informacion crediticia del consumider. Si la informacion no concuerda,
podriamos pedirle que nos envie verificacion.

Renovacion de cobertura en los proximos anos

Para facilitar mi elegibilidad para ayuda pagando por cobertura de salud en afies futuros, estoy de acuerdo en permitir a las
Apencias de Segurc de Salud, DFCS, PeachCare fior Kids’}r el Mercado Facilitado Federal (FFM, por sus siglas en inglés) para usar
los datos de ingreses, incluyende la informacion de las declaraciones de impuestos. Las Agencias de Seguro de Salud, DFCS,
PeachCare for Kids, y la FFM me enviara un aviso, me permitira hacer cualguier cambio y puedo optar por no participar en
cualguier momento.

5i, renueve mi elegibilidad automadgcamente por los proximos
[15 afios (2l maxime numero de anos permitide), o por una menor cantidad de afios:

O4afies [O3afies [O2afos [O1afe [JMNowuselainformacion de mideclaracion de impuestos para rengvar mi
cobertura.

5i alguien en esta solicitud es elegible para Medicaid
Le doy a la agencia de Medicaid nuestros derechos de buscar y conseguir cualguier dinero de otras seguros de =alud,
acuerdes legales u otros tercercs participantes. También le doy a la agencia de Medicaid los dereches de buscar y conseguir
apoyo médico de un conyuge o padre (madre).
;Hay algun menor en esta selicitud que tenga un padre (madre) viviendo fuera del hegar? [ 5i O Ne

«  Sisi, zé que se me pedird que coopere con la agencia gue cobra apoyo madico de un padre (madre) ausente. Si pienso gue
tener que cooperar para cobrar apoyo médico me hara dafie a mi o a mis hijos{as), le puede dejar saber a Medicaid y pedria
no tener gue CoopErar.

Mi derecho a apelar

5i pienso que las Agencias de Seguro de Salud, DFCS, PeachCare for Kids y las FFM han cometido un error, puedo apelar su
decision. Apelar significa decirle a alguien en las Agencias de Seguro de Salud, DFCS, PeachiCare for Kids o el FFM que pienso
que la accion tomada esta equivocada y pedir para una revision justa de la accion. 5& gue puedo enterarme de como apelar
comunicandome com la Division de Servicios para Familia y Nifios (DFCS) al 1-877-423-4746. 5& que puedo ser representadoda)
en este proCeso por oa persona que no sea yo. Mi elegibilided y otra informacion importante me sera explicada.

Firme esta solicitud. La persona que llene el Paso 1 debe firmar esta solicited. 5i usted es un respresentante autorizado,
puede firmar aqui siempre y cuando haya propordonado la informacion requerida en el Anejo C.

Firrma Fecha (mm'ddfaaaa)

0 sMecesita ayuda con su solicitud? Visite Compass g8 gov o lirmenos al 1-877-423-4746. Para obtensr una copla de este formulario en
espafial, llarme al 1-877-423-4746. 5| necesita ayuda en algon idioma que no sea inglés, llame al 1-877-823-4746 v digale al representante de
atencidn al cliente e idiorma que necesits. Le busearemas ayuda sin eosto algune. Lo wsuarios de TTY deben llamar 2l 1-800-255-0135.
Form Sda (Rew. 1/14) - Spanish Plgina 7 de 2
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PASO M Envie la solicitud completa.

Envie su solicitud firmada a la direccion abajo:

Divislon of Family and Children Services
Customer Contact Center

P.0. Box 4190

Albany, GA 31706

S5i quiere registrarse para votar, puede completar un formulario de registro electoral en W, 505,820V,

MNecesita ayuda con su solicitud? visite Compass ga gov o Birmenos al 1-877-425-4746. Para obtener una copia de este formulario en
espafiol, llarme al 1-877-423-4746. 51 necesita ayuda en algin idioma que no sea inglés, llame al 1-B77-423-4746 y digale al representante de
atencidn al eliente e idioma que necesita. Le buscaremas ayuda sin costo slguna. Los vsuarios de TTY deben llamar al 1-800-255-0135.

Form Sda (Rew. 1714) « Spanish Plgina 8 de &
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ANEXO A @Dﬂmmlwiwmmnuum % sronni Deranmie

= Dibedn de Seivicon pas Fasslesy bl o o ComibasaTs HEALTH

Cobertura de salud de los trabajos

Usted MO tiene que contestar estas preguntas a menos que alguien en su hogar sea elegible para recibir cobertura de salud por
el trabajo. Adjunte una copia de esta pagina para cada trabajo que ofrezca cobertura.

Cuéntenos sobre el trabajo que ofrece la cobertura.

Para ayudarle a contestar estas preguntas lleve la Herramienta de Cobertura del Empleador, que aparece en la
siguiente pagina, al empleador que ofrece la cobertura. Cuando envie su solicitud, sdlo tiene gue incluir esta pagina, no
la Herramienta de Cobertura del Empleador.

Informacidn sobre el EMPLEADO
1. Nombre del empleado (Mombre de pila, del Medio, Apellido) 2. Mumere de la Seguridad Social del empleado

Informacidn sobre el EMPLEADOR

3. Nombre del empleador 4. Mumerc de ldentificacion del Empleador (EIN)
5. Direccion del empleador £. Mumero de teléfone del empleador

[ —
7. Cudad 8. Estado 9. Codigo postal

10. ;A quien podemos llamar para hablar sobre la cobertura de salud del empleado en este trabajo?

11. Mo. teléfono (si es diferente al de arriba) | 12. Direccion de correo electronico

{1 =

13, ;Ud. es actualmente slegible para recibir la cobertura ofrecida por este empleador, o va a ser elegible en los prozimos 3 meses?
O 5 (Continde)

13a. 5i esta en un periodo de espera o de prusba, jouando podra inscribirse para tener cobertura?

{mm/ddiaaaa)
Liste los nomires de cualesguiera otras personas que sean elegibles para recibir cobertura por parte de este trabajo.

Mombre: MNombre: Mombre:

[] Mo (Pare aqui y vaya al Paso 5 de la solicitud)

Cuentenos sobre el plan de salud ofrecido por este empleador.

14. ;El empleador ofrece un plan de salud que satisface el estandar del valor minime*] 51 [J Mo

15. Para &l plan de salud mas barato que satizfaga el estandar del valor minimo* ofrecide sdlo al empleado (no incluya planes familiares):
%i el empleador tiene programas de bienestar, proporcione la |:|r|ma gue &l empleadu tendria gue pagar =i élf ella recibiera el maximao
descuento por cualesquiera programas para dejar de fumar, y si no recibiera ningun otro descuento basado en los programas de bienestar.

a. pLudnto, em primas, tendriz que pagar &l empleado por este plan? $
b. ;Con qué frecuencia? (] Semanal (] Cada 2 semanas [] 2 veces al mes[] Mensual [] Trimestral [ ] Anual

16. ;Qué camibic hara el empleador para el nueveo afic del plan (si =& sabel?
[ El empleader no ofrecerd cobertura de salud
[J Bl empleader comenzara a ofrecer una cobertura de salud a los empleados o a cambiar las primas para el plan mas barato disponible,

solamente para el empleado, que satizfaga el estandar del valor minimo.* (La prima debe reflejar el descuento por los programas de
bienestar. Vea la pregunta 15.)

a. JCudnto, en primas, tendrd gue pagar el empleado por ese plan? $

b. ;Con qué frecuencia? [] Semanal[(] Cada 2 semanas [ 2 veces al mes[] Mensual [] Trimestral[(] Anual
Fecha del cambio (mm/ddiaaaa)

* Un plan de salud patrocinado por &l empleador satisface el “estandar del valor minimo™ =i la porddn del plan, del costo total del beneficio oublerto

por el plan, es no menos del 60% de dichos costos (Seccidn 36BcXZNCNI) del Chdigo de Recaudacidn Interna de 1986)
sNECESITA AYUDA CON SU SOLICITUD? Visite Compass ga.zov o lamencs al 1-877-423-4746. Para cbzener una copia de este formulario
en Espaniol, llame al 1-877-423-4746_ 5 necesita ayuda en otro idioma gue no sea el inglés, llame al 1-877-423-4746 y digale al representante del

servicio al diente gué idioma necesita. Mosotros le conseguiremaos ayuda gratis. Los uswarios de TTY deben lamar &l 1-800-255-0135.
Form %4a Appendiz 4 (1/14)
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By
i T — Form Approved

HERRAMIENTA DE COBERTURA DEL & zoememmeee JFEETE o o, deam 1191
EMPLEADOR

Use esta herramienta para ayudar a contestar las preguntas del Anexo A sobre cualguier cobertura de salud del

ampleador para la cual usted es elegible {aun si es por el trabajo de ofra persona, como de un padre o esposol. La

informacion que aparece en las casillas numeradas que siguen corresponde a las casillas del Anexo & Por ejemple, la
respuesta a la pregunta 14 de esta pagina debe corresponder & la pregunta 14 del Anexo A

Ezcriba su nomibre y numero de Seguridad Social en las casillas 1 y 2 y pidale al empleador gue llene el resto del formulario.
Complete una herramienta para cada empleador que ofrece cobertura de salud.

Informacion sobre el EMPLEADO

El empleado tiene gue llenar esta seccion.
1. Nambre del empleasds (Mombre de pila, del Medio, Apellids) 2. Mo, de Seguridad Socal

Informacion sobre el EMPLEADOR

Pidale al empleador esta informacion.
3. Nombre del empleador

4. No. de kdentificacion del empleador (EIN)

5. Diresceidn del empleador E. Ndrnero de teléfone del empleadar
] -
7. Ciudad 8. Estado 9. Codigo postal

100 2 A quilén podemos contadtar para hablar sobre la cobertura de saled del emplesdo en este trabajo?

11. Mo de teléfono (s es diferente al de 12. Direccidn de correo electrdnico
arriba)| ) =

13.¢E| empludn &5 actualmente Elﬁsl bl para la cobertura ofrecida por este H‘I‘ipltlﬂ&l', o Va Ser Htglbll‘.‘ &n los pr-&:im 3 meses?
D SI (Continbea)
13a. 5i el empleado no &5 elegible el dia de hoy, incluyendo como resultade de un periodo de espera o de proeba, sowbndova &l

ernpleado a ser slegible para la cobertura? [rmmvddrasaal (Continle)

[ Me (PARE y devuebva este formulario al empleada)

Cuentenos sobre el plan de salud ofrecido por este empleador.
JEl emnpleador ofrece un plan de salud que cubre al conyuge o dependients del empleada?
Ol 4 quisn? O Comypuge [ Dependienteds)
Ot
[Vaya & la pregunta 14)
14 (B ermpleador afrece un plan de salud que satisface el esthndar ded valor minima*?
[ {Vaya a la pregunta 15) [ Mo (PARE y devuelva este formulario al empleado)
5. Para el plan mds baralo que salslace el estindar del vakor mimmo olfedoo s6lo al empleads (no Incluya planes farmiliares) = el
empleador tiene programas de blenestar, proporcione |a prima que el empleado tendrla que pagar <i &1 ella recibiera el mixdmo descuemo
por cualesguiera programas para dejar de fumar, y 5 no recibiera ningln otro descuento basado en los programas de bienestar,

a. jOudnto, en primas, tendria gue pagar el erpleads par este plan? §
b gCion qué frecuencia?[] Semanal [ Cada 2 semanas [ 2 veces al mes [ Mensual (] Trirmestral ] Anual

S &l afo del plan va a terrminar pronto y usted sabe gue los planes de salud ofrecidos van a cambiar, vaya a la pregunta 16. 5 no sabe, PARE
 devuielva este formulario al empleada.

16. jQué carriblo hard el empleador para el nuevs afio del plan?
DE| EH1P‘E-¥’C‘!I’ no offecerd coberura de salud
DE| emplaador comenzard a ofrecer una cobertura de salud a las empleados o & cambilar las prirmas para el plan s barata dispanible,
solamente para el empleads, gue satisfags el estdndar del valor minimeo* [La prima debe reflejar el desousnto por los programas de
bienestar. Vea L pregunta 15.)
&, jCudnta, en primas, tendrd que pagar el empleado por ese plan? $
b Com qué frecuencia?[] Semanal[] Cada 2 sermanas [] 2 veces al mes[] Menswal (] Trimestral []Amsal
Fecha del cambio (mmidd/aaaa):
*  Un plan de salud patrocinada por &l empleador satisfice o *estindar del valar minimo® % la parcidn del plan, del costo total del beneficia cublerto por

el plan, es no mencs del 60% de dichos costos (Seccién JEB(CN2 KON del Cadiga de Recaudacitn interna de 1986)

g JMECESITA AYUDA CON U SOUCITUST Vit Compais ga go o lmencs ol 1-8T7-425-0788. Para obilener L cop de eile fomslans on Eafol, Lasae al 1877424744 51 fecrille spds e
szt edioina e o s ol g, lama o 18774234704 y digele ol representarte cal sandch ol dhante gub |dofa Feces . Nasolnes b conseguliess ayuds grafh Lo wari e TTY daben
N &l 1-800-295-01 38 Rorrs i Appendee & [1714)
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ANEXO B e me—

= Dbdidd i Baddicion Sl Fimik y N

Familiar de Indio Americano o Nativo de Alaska (AlI/AN)

Complete este anexo si usted o un familiar suyo son Indios Americanos o natvos de Alaska. Presente esto junte con su Solicitud
de Cobertura de Salud y Ayuda para Pagar Costos.

Farm Approsed
OMB Mo, 0538-1191

o Comdimai T BIEAL T

-f\j_jl CeF A s D FLATHINT

Cuéntenos sobre su familiar, o familiares, que son Indios Americanos o Nativos de Alaska.

Los Indios Americanos y los Mativos de Alaska pueden obtener servicios de parte de los Servicios de Salud para Indios, de
programas de salud tribal, o de programas de salud para indios urbanos. También es posible que no tengan que pagar costos
compartidos, y puede ser gue obtengan especiales periodos mensuales de inscripcion. Contesta las siguientes preguntas
para asegurar gue su familia obtenga la mayor ayuda posible.

NOTA: Si tiene que incluir mas personas, haga una copia de esta pagina y adjuntela.

AIFAN PERSONA 1 AIFAN PERSONA 2

1. Mombre Mombre de pila Nombre del medio Momibre de pila Mombre del medic
[(Nombre de pila. Nombre del medio, Apellida)
Apellide Apellide
2 ;Miembro de una wibu reconccida por el | []&0 Osi
gobierno federal? Si la respuesta es si, nombre de la Si la respuesta es si, nombre de la tribu
it
O
Mo
e O
3. ;Esta perscna alguna vezr ha cbitenide un 5 =
servicio de parte del Servicio de Salud para O O
Indigs, de un programa de salud wibal, o de Na Mo

un programa de salud para indios urbanos, o
atraves de una derivacion proveniente de uno
de estos programas?

5i la respuesta es no, ;Esta persona es
elegible para cbtener servicios de parte
del Senicio de Salud para Indios, de un
programa de =salud tribal, o de un

Hel e zalud para indios urbanos,

G a traves de una derivacion
proveniente de uno de estos

5ila respuesta es no, ;Esta persona es
elegible para obtener senicios de parte
del Servicio de Salud para Indics, de un
programa de salud tribal, o de un
granEFE salud para indios urbanos,
G & través de una derivacion
provenients de uno de estos

programas? programas’
4. Algunos tipos de dinero recibido no pueden s $
ser contados para & Medicaid ni para el e
Programa de Seguro de Salud de Mifios [CHIP, | ;Con qué frecuencda? fComn qué frecuenda?

por sus siglas en inglés) Liste cualquier ingreso

[cantidad y frecuenda) reportado en su solidtud

que induya dinero de las siguientes fuentes:
Pagos per capita de una tribu que vienen
de recurses naturales, uso de derechos,
arrendamientos, o regalias

»  Pagos por recursos naturales, agricultura,

ganaderia, pesca, arrendamientos, o
regalias de tierra designada come terra
indigena en fideicomiso por el
Departamento del Interior [incluyendo
reservaciones y ex-reseracionss)
Dinero de |a venta de cosas que tienen un
significado cultural

JMECESITA AYUDA CON SU SOLICITUD? Visite Compass.gagov o llamencs al 1-877-423-4746. Para obtener una oopia de este formulario n
Espanol, llame al 1-877-423-4746. 5i necesita ayuda en otro idioma que no sea el ingles, llame al 1-877-423-4746 v digale al representante del
senvicio al diente qué idioma necesita. Nosotros le conseguiremos ayuda gratis. Los usuarios de TTY deben lamar al 1-800-255-0135.

Farm #4a Appendix B (1/14)
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ANEXO C @ 8 F

DEPAATAMENTO DE SERVICIOS HUMANGS DE GEORMIA
Dl chin Saivicos pana Farndlics y Mifes

Ayuda para completar esta solicitud

Usted puede escoger a un representante autorizado.

Usted le puede dar permiso a una persona de confianza para que hable con nosotros sobre esta solicitud, para que vea su
informacion y para que actue como su representante en lo relacionade con esta solicitud, incluso para que obtenga informacion
sobre su solicitud y para que firme su solicitud en su nombre.

A esta persona se le llama un “representante auterizado.” 5i alguna vez usted necesita cambiar su representante auterizado,
llame a la Division de Servicios para Familias y Minos (DFCS, por sus siglas en ingles) al 1-877-423-4746. Si usted &5 un
representante, nombrado legalmente, de alguien que aparece en esta solicitud, presente una prueba junto con la sclicoud.

1. Nembre del representante autorizado (Momibre de pila, Nombre del medio, Apellida)

2. Direccicn 3. Departamento o numero de suite

4. Ciudad 5. Estado &. Codigo postal

7. Numerc de telefono

() -

B Mombre de la organizacion 9. Mumera de identidad (=i aplica)

Al firmar, usted esta permitiendo gue esta persona firme su solicitud, gue obtenga informacion oficial sobre esta solicitud y
gue le represente en todos los asuntos futuros con esta agencia.

10. Su firma 11. Fecha (mmi/ddfaaaa)

Unicamente para consejeros, navegadores, representantes e intermediarios certificados.

Complete esta seccion si usted es un consejerc, navegader, representante o intermediario certificado gue esta llenando esta
solicitud a nombre de alguna otra persona.

1. Fecha de comienza de la solicitud (mmfddfaaaa)

2. Nembre de pila, nombre del medio, apellide, y sufijo

3. Nombre de |a organizacion 4. Numero de identficacion (si aplica)

(NECESITA AYUDA COMN SU SOLICITUD? Visite Compass.ga.gov o llamenos al 1-877-423-4746. Para obtenser una copia de este formularic en
Espafiol, llame al 1-877-423-4746. 51 necesita ayuda en otro idioma gue no sea el inglés, llame &l 1-877-423-4746 v digale al representants del
servido al cliente qué idioma necesita. Nosotros ke conseguiremos ayuda gratis. Los usuarios de TTY deben llamar al 1-800-255-0135.

Farm £4a Appendix C (1/14)
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NOTICE OF ACTION Form DMA 634:

634 Approval

This form is used to provider notice to the applicant when a PE determination is
approved and the temporary Medicaid certificate was not printed. It is to be given
to the beneficiary at the time of her PE approval. A copy of this form will be
included in the PE packet given to RSM/DFCS.

634 Denial

This form is used to provide notice to the applicant when a PE determination is

denied. Itis to be given to the applicant at the time she is determined not eligible.
A copy of this form will be included in the PE packet given to RSM/DFCS.

COMPLETION OF INDIVIDUAL ITEMS:
Complete the top part of the form showing identifying information:

Check the block if the applicant is not eligible and add reason she is not eligible.
The reason for denial will be one or more of the reasons below:

1) The applicant is not a U.S. citizen or qualified immigrant.

2) The applicant is not pregnant per her statement.

3) The applicant’s net taxable income is above 220% of the federal poverty level
limit.

4) The applicant is not a GA resident.

5) Unable to determine, applicant refuses to verbally give tax status information.

Enter whichever reason is correct.

If found ineligible, this is the only form the applicant receives.

The person completing the Presumptive Eligibility determination will sign the form.
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OF COMMUNITY HEALTH

/f;ﬁ\\ GEORGIA DEPARTMENT
=

Mathan Deal, Governor Clyde L. Reese lll, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-658-4507 | www.dch.georgia.gov

NOTICE OF ACTION

Presumptive Eligibility Pregnant Women Medicaid

Date

MName

City State GA  Zip Code

D A PRESUMPTIVE ELIGIBILITY APPROVED:

Modicaid ID Mumbar

Your application for Presumptive Eligibility (PE) Pregnant Women Medicaid is approved.

When vou applied for PE Pregnant Women Medicaid, vou may also have applied for Healthcare
coverage. The Healthcare coverage application will be sent to the Division of Family and Children
Services (DFCS) office or the Right from the Start Medicaid (RSM) Project. DFCS or BSM will
make the decision for vour filll Medicaid benefits and notify you by mail

This PE Medicaid coverage 1s limited to ambulatory prenatal care and does not provide coverage

for inpatient hospital and delivery services. You nmst be approved for full Medicaid benefits in
order for the costs of inpatient hospital and delivery services to be covered by the Medicaid

program.

Your PE Medicaid coverage ends when a final determination of eligibility is made by the DFCS
office or the B.SM Project, or no later than the last day of the following month of your PE
application.

Signature of Cualified Provider Cualified Provider Address

Tiitle Fhone Number Cualified Provader ID
DIALA 634 Approval (Revised £71/14)

Health Information Technology | Healthcare Facility Regulation | Medical Assistance Plans | State Health Benefit Plan

Equal Opportunity Employer
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OF COMMUNITY HEALTH

.//—i\ GEORGIA DEPARTMENT

Mathan Deal, Governor Clyde L. Reese lll, Esq., Commissioner

2 Peachtree Street, MW | Atlanta, GA 30303-3158 | 404-858-4507 | www.dch.georgia.gov
NOTICE OF ACTION

Presumptive Eligibility Pregnant Women Medicaid

Date
Mame

Address
City State GA  Zip Code

[ ]  B.PRESUMPTIVE ELIGIBILITY DENIED:

Your application for Presuunptive Eligibility (PE) Pregnant Women Medicaid 1s denied.

The reason for denial js: ot @ Qualified Immigrant j

When you applied for PE Pregnant Women Medicaid, yvou may also have applied for Healtheare
coverage. Your Healthcare coverage application has been sent to the Division of Family and
Children Services (DFCS) office or the Right from the Start Medicaid (BSM) Project for a final
determination of eligibility. DFCS or RSM may deternune you are potentially eligible for another
type of Medicaid and will notify you. If you are not eligible for Medicaid your Healthcare coverage
application will be referred to the Federally Facilitated Marketplace (FFM) for consideration. You
will be notified directly by the FFM

You may find additional FFM information, or apply directly for Healthcare coverage at
www.heathcare sov, or you may call the FFM any time at 1-800-318-2306, TTY 1-855-889-4325.

Signatwre of Cualified Provider Crualified Provider Address

Title Phone Mumber Chalified Provider ID

DALA 634 Denial Fevised 31714)

Health Informatiom Technology | Healthcare Facility Regulation | Medical Assistance Plans | State Health Benefit Plan

Equal Opportunity Employer
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Declaration of Citizenship/Immigration Status:

This form is completed by the applicant to self-declare citizenship/qualified
Immigration status.

It must be given to all applicants who apply for PE Medicaid.

A copy should be retained in the case file and a copy sent to the RSM/DFCS
office as part of the PE Packet.

It is not required when the Health Coverage application Form 94A has been

completed and signed by the applicant or If page 3 of the Medicaid application
Form 94 is completed because both forms include this information.
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DECLARATION OF CITIZENSHIP TAIMIGRATION STATUS |

Georgia Department of Huwman Services
Division of Family and Children Services

[understand that the Georgia Division o f Family and Children Services (DFCSymavy require venfication
fromthe United States Departiment of Homeland Secunty (DHE) o fmy oy children’s citizenship or
imrnigration status when seekingbenefits. Informationreceived fromDHS mav affect myv nry
children’s eligibility.

Pleaze fill out and sign ONE or BOTH ofthe following statements azit pertains to the statuzs of each
person secking benefits.

CHILDEEN SEEKING BENEFITS

U.5. Lawrfully Date Naturalized Immizration
Citizen Admitted or Admitted into T.5. Document D=
Immigrant
Name Place of Birth {chedk whichever apphie:) {If applicable) {If applicable)
(city, state, country)
A-
A
A
A-
A-
I attestto the identity ofthe child ' childrenlisted above and

i, AL
TRIRT HANT)

certify under penalty of petjiry, that the infonmation written and checked above is true.

o

ADULT(S) SEEKING BENEFITS

U.5. Lawfully Date Naturalized Immisration
Name Flace of Birth Citizen Admitted or Admitted into T.5. Drocument ID=
{city, State, Country) Immigrant {If applicable) {If applicable)
{check whichever applies)
A-
A-
I certify under penalty of perury, that the information
(PEINT HAME)
written and checked above is trie.
SIGNATURE DATE)
EIGHATURE (DATE)
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DECLARACION DE LA CIUDADANTA/ESTATUS DE EXTRANIJERO

Departamento de Servicios Humanos de Georgla
Departamento de Servicios para las Farmilias v los Nitfios

Toentisnde que 12 Divisién d= Servicios parz 1zs Familizs v los Nitios d2 Geergiz (DFCE) pusds requerir
vertficzcion del Departzmente de Seguridad Nacionsl de les Estedes Unides (Deparonent of Homealand Szcuriy o
H&) demi cudzdaniz o lz ciudzdaniz de mis nifios o estzde d= extranjero 2l buscerbensficies. Lz mformacion

recibida de DHS puede afectar mi elegibilidad olz elepibilidad de mis nifios.

Por fzver, complete v fme UNA o ANMBAS delzs sipuient=s zfmacionss, s2gin s=zn pertmentss z 1z situzcion
de cada persena que busca beneficios.

NINOS QUE BUSCAN BENEFICIOS

Ciudadane Inmizrante Fecha de Numern del
delox Admitide Naturalizacion Dicumento de
EETUT. Lezalmente o Admizie a Identidad
Nombre Lugar de naciniento le=E EL.T.
cindad, extade. DRI (Margueel queaplique)  {Si e: aplicable) {5i ez aplicable)
A-
A
A
A
A
To, atestigio la identidad del{de los)nifio(s) enlistado(s) ammiba v

Wha] Dp;nahdad d;peﬁ urio que la informadon escrita vmarcada amiba es cierta.

TICEA)

FIFMA (PATRE MADFE FUARTIAN)

ADULTO(S) QUE BUSCA(N) BENEFICIOS

Cindadane Inmizrante Fecha de - del
de loz Admitido Naturalizacion o o umerl}t d
EE.UU.  Legalments  Admizion alo: CCUMEnto oe
FE.UL. Identidad
Nombre Lugar de nacimiente o licahl
{cindad, extado, DRz (Alargue el que apligue) {5iex aplicable) {5 e aplicable)
A-
A-
To certifico bajo la penalidad del perjurio, que la infonmacion

TONERE DN LETRADE MOLDE O DERENTA)

gschta vmarcada amba esclerta.

FIFMA (FECHA)
FIFEMA (FECHA)
Form 216 ENG-SPRev. 01/14
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Notice of Privacy Practices form 5460:

The Health Insurance Portability and Accountability Act of 1996 (HIPAA)

The Privacy Ruling was published in the Federal Register on December 28,
2000. The U.S. Department of Health and Human Services' Office for Civil
Rights is responsible for enforcing this rule. There are civil and criminal
penalties for violating this rule, including fines up to $250,000 and
imprisonment for up to 10 years.

The privacy regulation has three major purposes:

. To protect and enhance the rights of consumers by providing them access to
their health information and controlling the appropriate use of that information;

. To improve the quality of health care in the United States by restoring trust in
the health care system among consumers, health care professionals and the many
organizations and individuals committed to the delivery of health care; and

. To improve the efficiency and effectiveness of health care delivery by

creating a national framework for health, privacy and protection.

L]

Each time an application is submitted for PE a new HIPAA form 5460 will be given to the
applicant to be completed regardless if the PE application is approved or denied. Since
all PE applications will go to the local RSM outreach worker, the HIPAA form 5460 from
the Department of Human Service (DHS) is being used. This is a front and back form that
is available in English or Spanish. QP/QH will have to add the HIPAA contact information
in section 3 to match that of their local DFCS county information. The applicant receives
a copy of this notice.

mplain health mation
You may complarn to the Department and to the Secretary of Health and Human Servrces if you believe your health
information privacy rights have been violated. You may file a complaint in writing with the DHS Division, Office or
Facility which maintains your PHI at telephone ( ) _DESS -BEEBNE . facsimile ( ) DEES - B . or
by mail to:

Please sign acopy of this Notrce of Prlvacy Practices for the Department s records.

Signature Mailing Address
(Please print name) Date City, State, Zip
After you sign and date please mail or bring the original to:
N/A
County Office Case Manager Load #

Mailing Address City, State, Zip

If you are using the new version of the HIPAA form below only the last | revised
page, signature/date, needs to be included in the PE Packet. oa/o14
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http://aspe.os.dhhs.gov/admnsimp/final/PvcFR01.pdf

HIPAA Notice of Privacy Practices
Georgia Department of Human Services

Effecove Darer dugusr 15, 2013

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOTU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS T THIS INFORMATION,
PLEASE EEVIEW THIS NOTICE CAREFULLY.

If vou have anv quastions about this notics, pleass contact:
(rzorgia Departmeant of Human Sarvicss
HIPAA Privacy Officer
HIPAALRdhr stats. ps.us
{4041 637-976] phons
(40471 637-1123 fax

The Departmant of Human Sarvices {DHS) is an agsney of the Exscutive Branch of Georgis
sovernment chargzd with the administration of numerous fadaml programsresponsibls for tha
storags, use and maintznancs of medical and other confidantial information. Fadaral and stats
laws astablish strict rzquirsments for these programs regarding the use and disclosurs of
confidantisl and protectad information. DHS is reguirad to comply with those laws as notad
throughout this Motica,

OBLIGATIONS OF THE DEPARTMENT OF HUMAN SERVICES:

DHS is raquirad by law to:
* hlzintsin the privacy of protectsd health information;

® {Five wou this notice of our lsgal dutiss and privacy practices rzgarding health
information about wou; and

* Follow the terms of our notics currently in affact.

HOW DHS MAY USE AND DISCLOSE HEATLTH INFORMATION:

The following deseribas the wavs DHS mav use and disclosz health information that idsntifizs
vou {“Haslth Information™). Except for the purposas daseribad balow, DHS will uss and
disclose Health Information only with wour written permission. You mav ravoks such
permission at anv tims by writing to the HIPAA Privacy Officar at the contact information
ghove,

For Treatmernt. DHS mav use and disclose Health Information for wvour treatment and to
provids wou with treatrnant-ralatad health cars services. For sxampls, DHS mav discloss
Hazalth Information to doctors, nursas, tachnicians, or otherpars onnzl who arz invelved in veour
medical cars and nzad the information to provids vou with madical cars,

ForPayment. DHS mavuse and disclose Haalth Information 5o that DHS or othars mav bill
and raceive pavment rzlatad to wour cars, an insurancs company, of & third party for ths

Georgia DHS Form 3460 Rev. 0813
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treatmeant and sarvices vou rzesived. For axampls, DHS mav provids wvour haslth plan
information so that treatment mav bz paid for.

For Health Care Operagons. DHS mav use and disclose Haalth Informsation for health cars
operations purposes. Thaseusssand disclosurss are nacessarny to maks surs that guality cars is
recaived and to operats, manaess, and administer the functions of the agency. For exampls,
DHS mayv use and disclose information to maks surs the medical cars vou raceive is of the
highest quality. DHS also mav share information with other entitiss that have a relationship
with vou {for sxampla, vour haalth plan) for their health cara oparation activitias.

Appotnmment Reminders, Treammenr Alternanvey and Health Relored Benefire and Services.
DHS may use and disclose Hzalth Information to contact vou to remind wou of an appointment
with a phwsician. DHS salso mav use and disclose Heslth Information to tzll vou about
trzatment altarnatives or haalth-related benefits and services that mavy be of interast to vou.

Individualy Tnvolved in Yowr Care or Poyment for Yowr Care. Whean spproprizts, DHS mav
shars Haslth Information with a person whe is invelved in vour madicsl cars or payment for
wour care, such as vour family ora close frisnd. DHS also maw notify vour family shout vour
location or genersl condition or diselose such information to an sntite assisting in a disastsr
raliaf affort.

Research. Under certain circumstances, DHS mav use and disclose Haalth Information for
reszarch. Forexampls, a research project may involve comparing the haalth of patiznts who
recaived one treatment to those who received another, for the same condition. Before DHS
usas or discloses Haslth Information for rassarch, the project will go through a spacisl approval
procass. Even without special spproval, DHS mav parmit rassarchers to look at racords to help
them identifv patisnts who mav bz includad in their rzszarch projzet or for other similar
purposas, as long as thew de not remove or take a2 copy of anvy Health Information.

SPECTAL SITUATIONS:

Ar Reguired by Law. DHS will disclose Health Information when required te do so0 by
intzrmstional, fadarsl state or locsl law,

To Avert a Sertous Threareo Health or Safery. DHS mavuse and disclosz Haalth Information
when necassary to pravent a serious thraat to wour health and safete or the health and safsty of
thz public or another person. Disclosures, howaver, will be mads only to somesons who mav be
ablz to help prevent the thraat,

Bustness Assoctapes. DHE mav discloss Haslth Informsation to our business associates that
perform functions on our behalf or providaus with services if the information is nacassary for
such functions or sarviczs. For axampls, DHS mayw utiliza tha sarvices of a separatz antitv to
perform billing sarvicas. All DHS businsss associates are obligatad to protect the privacy of
wvour information and are not sllowad to use or discloss anv information otherthan as specifisd
in our contract.

vgan and Tissue Donazgon. [T vou ars an organ donor, DHS may use or rzlzass Haalth
Information to orgsnizations that handls organ procursment or other entitiss engased in
procursment, banking or transportation of organs, eves or tissuss to facilitats oresn, 2ve or
tissus donation and transplantation.

[#1]

Georgia DHS Form 5460 Rev. 031
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and DHS mav chares vou arsasonables fzz for the costs of copving, mailing or other suppliss
associastad with vour request. DHS mav not chares vou a fa2 if vou nead the information for a
claim for banafits undar the Social Sacurity Act or anv othar state of faderal needs-basad
benafit program. DHS maw deny vour requast in cartain limitad circumstancas. If DHS doas
denv wour raguast, vou have the right to have the danial reviewsd bv a licensed healthears
professional whe was not dirsetly involvad in the danial of vour raquast, and DHS will
comply with the outcome of tha ravisw,

Righr to an Elecoonic Copy of Elecoonic Medical Records. If vour Protected Haalth
Information is maintainad in an elaetronic format (known as an elactronic meadical racord or
an zlzctronic haalth racord), vou have the right to raguest that an slactronic copy of vour
racord be givean to vou or transmitted to another individual or entite. DHS will maks every
zffort to provids aceass to vour Protzeted Haslth Information in the form or format veu
raquest, if it is raadily producibls in such form or format. If tha Protactad Health Information
is not readilv producibls in the form or format vou raguast, vour record will be providad in
githar our standard alactronic format. If vou do notwant this form or format, 8 readabls hard
copv form will be provided. DHS mav chargs vou 2 rsasonable, cost-basad fzz for the lsber
associatad with transmitting the slectronic madicsl racord.

Right to Ger Noges of a Breach, You have the right to bz notifisd upon a breach of anv of
vour unsacurad Protactad Haalth Information.

Righreo Amend. [fvon fzal that Health Information DHS has is incorreet or incomplsts, vou
mav raguast DHS to ameand the information. Yoeuhava the right to raquast an amendmeant for
as longas the information is kept bv or for our office. To request an amendment, vou must
make vour raguast, in writing, to the above-rafarancad HIPAA Privacy Officer.

Righr o an Accountng of Dscloswres. YWou have the right to raguest a2 list of certsin
disclosurss DHS mads of Health Informationfor purposes otharthan treatrnent, payvment and
health cars oparstions or for which wou providad writtan suthorization. To rzguast an
accounting of disclosuras, vou must maks vour raguast, in writing, to the above-raferencad
HIPAA Privacy Officer.

Righreo Reguest Restrictions. You have the richt to raquast 2 rastriction or limitation on the
Health Information DHS uses or disclosed for treatment, pavment. or haalth cars oparations.
You also have the right to request 2 limit on the Hzslth Information DHS discloses to
somegons invelvadin vour care or the pavment for veur cara, like 5 familv mamber or frisnd.
For exampls, vou could ask that DHS not shars information about a particular dissnosis or
treatment with vour spouse. To raquest a restriction, vou must make vour requast, in writing,
to the above-rafarapnead HIPAA Privacy Officer. DHS iz notraquirad to agras to vour raguast
unlsss wou ars raguasting DHS rastrict the use and disclosure of vour Protectzd Haalth
Informsation to a hsalth plan for pavment or health cars operation purposes and such
information veu wish to rastriet partains solalv to s health cars itam or sarvies for which vou
have paid “out-of-pockst” in full. If DHS agress, wawill comply with vour requast unlass ths
information is needad to provids vou with smerseney trastmant.

Righr to Reguest Confidenaal Communicamons. You have the right to raguest that DHS
communicats with wou about madical matters in 2 cartain wav or at a cartain location. For
exampls, vou can ask that DHS onlv contact wou by mail or at work. To request confidantial
communications, vou must maks vour reguast, in writing, to the above-referanced HIPAA

Georgia DHS Form 5460 Rev. 0813
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Privacy Officer. Your requast must spacifv how or whers vou wish to be contactad. DHS
will accommodats reasonabls raquasts.

Bighrio 2 Paper Copy of This Nogee, Y ouhavethz right to 2 papar copy of this notice. You
may raquast a copy of this notics at anv time. Even if vou have agreed to raceive this notics
glactronically, wou arz still ntitlad to 2 paper copy of this notice. To obtain a paper copv of
this notice, plaase contact the sbove-refersnced HIPAA Privacy Officer.

CHANGES TO THIS NOTICE:

DHS rasarves the right to changs this notice and maks ths new notice apply to Haalth
Information alrsadyv obtainadas wall a5 anv information receivedin the future. DHS will post
acopv of the current notics at our office. The notice will contain the affactive dats on the first
pagz, in the top right-hand comer.

COMPTATNTS:

If wou balisve wour privacy rights have been violated, voumay fils a complaint, in writing, by
contactingthe sbove-rafzranced HIPAA Privacy Oificzr. Youwill not be penalized for
filine a complaint.

Youmav also fils with the Sscratary of the Department of Health and Human Services, For
mors information on HIPAA privacy requirements, HIPAA slactronic transactions and cods
sats rzenlstions and the propossd HIPAA sscurity milss, please wisit ACOG s web sits,
vwoenw.acosore, of call (202 B63-2584,

I have rzad, undarstand, and acknowledes raceipt of the DHE HIPAA Motice of Privacy
Practicas.

Sigmaturs Dats

Erint Iiams

Georgia DHS Form 5460 Rev. 08/13
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INSTRUCTIONS FOR COMPLETION OF THE GEORGIA DEPARTMENT OF
COMMUNITY HEALTH THIRD PARTY LIABILITY HEALTH
INSURANCE INFORMATION QUESTIONNAIRE FORM DMA 285
8433.145 Assignment of rights to benefits—State plan requirements./SPA ATTACHMENT 2.6-A Page 3a

PURPOSE

The purpose of this form is to provide the Department of Community Health (DCH) with
information regarding the availability of third party liability (TPL) to beneficiaries and to report to
DCH any subsequent changes to such TPL. It is also used to document that the beneficiary
agrees to assign their rights to payments from TPL to DCH.

TPL available to the beneficiary must be used by DCH to reduce or recover Medicaid payments for
medical services. Resources include group, private, or HMO health insurance policies held by the
beneficiary, beneficiary’s parent, absent parent or divorced parent; federal and state health
insurance programs; casualty and liability insurance including automobile or school coverage for
an accident; business insurance for an injury on business premises; or homeowner’s insurance for
an injury on owner’s premises. TPL do not include life insurance policies, mortgage insurance, or
any supplemental income policies. Do not complete a DMA 285 for Medicare.

PREPARATION

The original copy of newly completed DMA 285’s, as well as copies reporting additions, changes,
or cancellations are to be mailed to:

Health Management System (HMS)
900 Circle 75 Parkway
Suite 650
Atlanta, GA 30339
OR
Fax: 770-937-0180

The DMA 285 Form should be prepared, dated, and signed by the caseworker and applicant at the
initial interview. When reporting information on a TPL, send the completed first page to HMS and
retain the two remaining copies in the beneficiary’s file. A separate DMA 285 should be prepared
and sent for each insurance carrier.

The DMA 285 form can be screen printed from Appendix F or from the GAMMIS website form
section. When reporting TPR send the original completed screened printed form to HMS, and
keep a photo copy in the file.

If no TPL are reported, do not complete a form DMA 285 if application form DMA 632W with
revision date 01/1/13 was used. If an earlier version was used then have the applicant complete
the DMA 285 indicating no TPL exist. A new form should be completed when TPL are added or if
there is a change in employer related group coverage. Mark “Change” box and show the new
information in the appropriate section. If a previously TPL is no longer valid, i.e., is dropped or
cancelled, use one of the retained copies of the form and check the “cancellation” block, record
the effective date of the cancellation on the line labeled “Policy Termination Date” and send to
HMS.
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EXAMPLE OF FORM DMA 285 COMPLETED:

GEORGIA DEPARTMENT OF COMMUNIMTY HEALTH - THIRD FARTY LIARILITY
HEALTH INSURARCE INFORMATION (UESTIONNAIRE

CasEMaME_ Applicant's Hame CASE M, H/a {for PE)
ADDAESS: Applicant’s mailing . VEE-45-6TAD
hddrass pupep o, DAY Eime phone number

TYPE OF CASE: LETNITIAL APFLICATION O SPECIAL MEEDE TRUST (EXT} DO CHANGE O CAMCELLATION
(Chook al thit i) O HIPP REFERRAL EITECTIVE D TE OF CHAMGE QR CAMCELLATION: 01 001 (KK

Tz wicrrmes asared a1 dws Fore o oz liecied Bp e deargin Deparre o of Coreraees Fhoa 't Thind Parp sy Seaion. Thi ool keedes of s il reasiad
18 daipornged by fara Q30U BT | 396 0) (25 42 CFR &3 ED5 1355 1wl e el vie sbwrstondoni chan Fakillimy off chisd partion do pay For carm ared servionn amd ecdlessian
ol whan Plabd By, Pobod ool bawcl o . ront a6 Bl ) iy il it th‘mmlrmﬂfﬂ g

D o b i s i s, i i pawrmranl bt s it ot i 0 vl s o Ovis  GIHD b podwbaifes an A Pasma?
el cae? [ pat e kel BSechear er Ml leakd)

Do sl spabisie, [l o SEppasent bass sy phale, gopor giessmen bealth rmrsa @YES OKO Dves @K
1hat panp oy al fe com af por Tedical caw?
Hemes of Coreored Individusls in Housshald  Reslaiiorship o Pelicy Holler
bzdicaid [0 55M [ihusek om) Diste
Fabey | Bprame| Caild [ ey | e | 0OF
[Last} (Fs} (an | ) Thalides chibd Birih
| Memhar = Georgia 0 |111FF34567R%) [173-45-B7E3 ¥ |z2/11/%0

Are any of fhese persons pregnen? B YES O MO Wye, Neme _Gaorgia Member — Deteof Delivery 522 fxx

ATTACH A COFY OF NSURAKCE Dlwqfhmwmhnl:h_mim?mtﬁ:nﬂﬁ!hb ¥ ye, |
CARINPO Y AND A COPY 08 SNT i - Condijien |
- I - _A0d 331 -RCRS
i i Sl g ] T kphen: Hamber)
E Columbug  GA 333492
FA ke [I= 1] Istuir) =
Mr. ¥ Husband Member 987-65-4321  ABC123  04/19/6%
TPk paciis Para) ITsbrheida SaH] ) (Pos ey Mok {Fabeptedder M)
12431/ 00 Twpem ol Covmage jarde e whih spplpl
Ml Plcimbed Ty Tormension D] 01 - HOGHITAL 36T, 15 LTCNH
ARC Construction T06=321-5555 07 = DRUTEETHI 1= HE ARG
66 — BLAKIE BEEDL. 17 - BAED S0P &
[Expiayer Hure] ""‘f"""““"‘f'l—- (8 - DENTAL 16— WED: SUFPE
211 maple Drive  LaGrange | G4 34567 i - TR
L T —— -
Smgbrrrde e of nibrmhos resesmny 13 1wl kR sk Ny caaaan 1 ety mogn e Depasrseni of Comreeity Fiealth ol | ight
heeefit ko e Cepuibeod of Correnads Beaih. labe comfp P Bz abess o iy vy (e Do of el soreiim poradesid e el Fiw
¢ lormdi i B BT adnyy of o e e red e vbilioad
Apglicant's Slgnatune hpplicant’'s
Siggnd . D01 701 S22 sgweBionature pee01/01/7xx
Fiember 3¢ Anferived Fenaa Ireaed o A rherisd Pesaa

EFFECTIVE DATE OF MEDICATD ELEMELITY 01 /01 xx
Cuse Wiskier M= QA 11 Fled Provider Worker pyo,p.[irect Fhong Consity

AR5 DSV (0

The only items that are required to be completed after a PE Pregnant Women
Medicaid approval, that has TPL, are the top part of the form and the two applicant’s
signatures and date.
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GEORGIA DEFARTMENT OF COMMUNITY HEALTH - THIED FARTY LIABILITY
HEALTH INSURANCE INFORMATION QUESTIONNAIRE

CASE MAME: CASE MO
ADDRESS: S5
PHOME NO:;

TYPE OF CASE: O INITIAL APPLICATION O SPECIAL MEEDS TEUST (SMNT) O CHANGE 0O CANCELLATION
(Check all that apply) [0 HIPP EEFERFAL EFFECTIVE DATE OF CHANGE OR. CANCELLATION: i) !

The informeatica cheained on this form is collected by the Georgia Dapartment of Cozmammmnity Health, Third Pasty Liahility Saction. The collection of this izformation
i anthorived by bror (42 TL5.C. 1306{a) (25): 42 CFR 433.135-139). Tt will ba used to detarming the Eabdity of thisd parties to pay for cere and services and collsction
of that liability. Medicaid besafits are not demied based on any applicast kaving baalth insurasce or medical coverags.

Do yoez ks 2 privets, gzoup or govsrnmest healtk meorance that pays any of the cost of your OYEE OND Is policyholdar an Absezs Parant?
madical care? (Do not inckade Modicars or Medicaid)
OYES ONKD
Dwoas your spouse, parsak o sbapparant havs amy private, groop or govaement health imsomance OYES OND
that pays any of the cost of your medical cars?
Tames of Coversd Individuals in Houssbold Felatonship to Policy Holder
Medicaid ID# SSN {check one) Date
Policy | Spouse| Child | Seep- | Other | Of
(Last) (First) Q1) Felder = Birth
Are any of these persons pregnant? O YES O WO If yes, Name Drate of Delivery
ATTACH A COPY OF INSURANCE Dho amry of the persoes listed akbove have 2 chromic medical comdition? O YES OW0 I yea,
CARDVPOLICY AND A COFY OF SNT Hama Condition
( J
[I=wezamcn Compamy Mama) [Talephone Nuzbar)
(Addrac) (Cuy) (Sexta) (Zip)
{Policyholaar Fama) [Policyholaar S5N) [Policy Humbar) [Folicyholdar DOH)
Typas of Covesegs (ircle those which apply)
(Policy Effactive Daute) (Policy Taurmxmation Data)) ol -HOSPTALINDT. 15 -LTONE
07 - DRUGSTHD 16 - EMODEUGE
o 0E — MATOR MED. 17-MED. SUFPA
(Eamployur Nams} (Telaphona Nimber) 09— DENTAL 18- MED. SUPPB
10— VISEDN 2 - HMO/STHD
- OTHER
(Exmlover Addses il Gaw) (2
T aestborize the mlsase of izformation necessany to tdantify hoalsh/labiliny insurazce I hazoby assiz= to the Dupast=snt of Commmmity Healtk all mighes
bemafits to the Departneant of Comaranity Healts. I also cactify that the abow to payments for banefits of medical services medarsd fo noyself or
izformetion is cormect. oy of zoy dapendsnts whe recenve Madicesd.
Dae Signed Date
Mamber or Anthorized Person Inrared or Authonized Pancz

EFFECTIVE DATE OF MEDICATD ETIGIBILITY

Case Wiorker Mame: Phone Mo County

DMA-HT-REV. (D108
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Revised
04/01/14

Quick Guide on Medicaid for Pregnant Women-Fact Sheet

This document is for informational purposes, only. For applicants, who apply for
PE with QP/QH, it explains to them Pregnancy Medicaid and what to expect if their
application is approved for the program.

To assist the applicant in keeping abreast of the status of her Medicaid application,
this document contains an entry for the telephone number of the local county
Division of Family and Children Services (DFCS) or Right from the Start Medicaid
(RSM) Project office. QP/QH should supply this number and give the temporary
Medicaid Certification (approvals) to the applicant, along with other forms she
receives, as part of the application process.

Presumptive Eligibility Revised July 1, 2016 F-52



QOF COMMUMNITY HEALTH

@ GEORGIA DEPARTMENT
=

Nathan Deal, Governor Clyde L. Reese lll, Esq., Commissioner

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

Quick Guide on Medicaid for Pregnant Women

If vou applied for healtheare coverage, your application is being sent to your local county Division of Family
and Children Services (DFCS) office or Right from the Start Medicaid (RSM) office to finish processing.

You will be assigned a caseworker you can reach by calling - This caseworker may call
vou for additional information. Contact the DFCS Call Center at 1-877-423-4746 (TDDVTTY 1-800-255-
0135) if you move, especially to another county or out of state. (Y ou cannot receive Georgia Medicaid if you
do not live in Georgia). You may also fax your changes/verification to the DFCS Call Center Fax at 1-888-
T40-9355 or through www. compass. ga. gov. You nmst report to DFCS in 10 days if you are no longer

pregnant

You will receive a letter in the mail letting vou know whether or not your healtheare coverage application is
approved. If approved, Medicaid will cover you as long as you are pregnant and for 60 days after vou deliver
vour baby. There are other types of Medicaid that may cover vou after this point, you can ask DFCS.

As sopon as you are eligible for Medicaid, you will be mailed an enrollment packet from Georgia Families.
Once vou get your packet, vou can mail or fax your CMO choice in quickly. You don’t have to wait until your
packet arrives to enroll in Georgia Families as you can also enroll by phone (1-888-GA-ENE.OL) or by
internet at: hitp:/www.georgia-families. com. You should receive an enrollment packet within 20 days from
today. If vou do not receive your packet please call 1-888-423-G765.

Following approval and beginning in your 8 month of pregnancy. you will receive a form from the DFCS
office asking if vou are still pregnant or have had your baby. You must fill out this form and refurn it.

Before vou leave the hospital. vou should get a temporary Medicaid card to cover vour baby until the plastic
one comes in the mail. After vou have your baby, contact the DFCS Call Center at 1-877-423-4746
(TDD/TTY 1-800-255-0135) to report the baby’'s name and birth date. You may also fax vour newbom’s
information to the DFCS Call Center Fax at 1-888-740-9355 or report the birth through
www.compass.ga.gov. Once you report this information your baby will receive Medicaid for their first year
called Newborn Medicaid. There are no renewals during this first year under Deemed Newbom Medicaid.
Once yvour baby turmns a year old DFCS will do a review to determine if vour baby still qualifies for Medicaid
or if a PeachCare for Kids® referral is needed.

If vou need a replacement Medicaid card call the Member Contact Center at 1-866-211-0950.

Medicaid covers prenatal care and delivery and most medical services and items; there are no co-payvs for
pregnant members. If vou have questions about what else Medicaid covers, ask your doctor or call:
1-866-211-0950.

Eevised 412014

Health Information Technology | Healthcare Facility Regulation | Medical Assistance Plans | State Health Benefit Plan

Egual Opportunity Employer
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PUT ON OFFICE LETTERHEAD

PRESUMPTIVE ELIGIBILITY CHANGES/CORRECTIONS

FAX TO: HP Member Enrollment TODAY'S DATE:
1-866-483-1045

UPDATE (check one): PE PREGNANCY PE WHM

Attach Form 632 Attach Form 632W
Name [
Address [

Residential County Code [
Social Security Number [
Date of Birth [

Duplicate ID Merge: Original Duplicate

Application Date (only if the application date is in another month) [l

IN ADDITION TO THE ABOVE CHANGE(S) THE ITEMS BELOW ALSO NEED CORRECTED:

Note: If any of the items below are the only correction(s) needed do not fax this form to HP. The information will be updated in GAMMIS when
the full Medicaid application is completed.

Administrative County Code []
Race: CJAmerican Indian or Alaskan  [JAsian OBlack [OCaucasian

[IHispanic ~ [1Other: (specify)

Ethnicity: CIHispanic ~ [CIN/A

Citizenship: JU.S. Citizen  [Qualified Immigrant  [llllegal Immigrant
[1Other: (specify)

Expected Birth Date of Fetus [

Number of Births [

CONTACT INFORMATION:
Name of person completing this form:

Please Print Clearly

Direct phone number of person completing this form:

CONFIDENTIALITY PROVISION

This message is intended only for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential and exempt from
disclosure under applicable law. If the reader of this message is not the intended recipient or the employee of agent responsible for delivering the message to the
intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this
communication in error, please notify us immediately by telephone and return the original, message to us at the above address via the U.S. Postal Service. Thank you.

Revised 3/1/12
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PUT ON OFFICE LETTERHEAD

Supplemental Security Income (SSI) Pregnant
Women Update

FAX TO: HP Member Enrollment TODAY'S DATE:
1-866-483-1045

Beneficiary’'s Name:

Beneficiary’s Member ID Number: _

Number of Weeks Pregnant:

Expected Birth Date of Fetus:

Number of Expected Fetus(es):

CONTACT INFORMATION:

Name of person completing this coversheet:

Please Print Clearly

Provider Name:

Please Print Clearly

Provider ID Number:

Please Print Clearly

Direct phone number of person completing this coversheet:

Please Print Clearly

CONFIDENTIALITY PROVISION

This message is intended only for the use of the individual or entity to which it is addressed and may
contain information that is privileged, confidential and exempt from disclosure under applicable

law. If the reader of this message is not the intended recipient or the employee of agent responsible
for delivering the message to the intended recipient, you are hereby notified that any dissemination,
distribution or copying of this communication is strictly prohibited. If you have received this
communication in error, please notify us immediately by telephone and return the original, message
to us at the above address via the U.S. Postal Service. Thank you.

04/1/2014
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APPENDIX G - GAMMIS

Sign on to GAMMIS:

= =ign in to the Georgia Medicaid Sign into Georgia Medicaid Help
GEORGIA DEPARTMENT OF 9 gia i fnfo Beoria Hedical -
H e Access your applications Usermname
) CommunITY HEALTH « Manage your account |UserName Goes Here |
s Change your password Pasaward | |
. » Submit Authorizations
For assistance please
contact the HP Helpdesk
Georgia Medicaid
If you are the Office Administrator Forgat your password?
authorized by the Provider, register
here.
Password
User Name
Get Password

- Sign Out
\\ GEORGIA DEPARTMENT OF . . .
CommuniTy HEALTH Georgia Medicaid Home

Public Health Welcome to Georgia Medicaid i

For assistance please

contact the HP Helpdesk

Applications
To Access the Web Application Description

MEUPS Account Management Manages contact information, password, and authorizations for applications.
Go Here » Web Portal Web Portal Production

To Change Your Password
and Personal Information Go
Here.

It Takes You Here.

Privacy ® Copyright 2007-2010 Hewlet-FPackard Development Company, L.P.

All richts resenved
' Close Application
@ GEORGIA DEPARTMENT OF My Information Change Password

CoMmMuNITY HEALTH
Account Home

For assistance please Good Morning Public Health
contact the HP Helpdesk

Messages
There are no new messages.

Please select a button above to view or edit your account.

Passwords Expire in 60 Days. This Screen

. 10/26/, 24, .
Password Last Modified: 10/26/2010 11:24.:37 AM Tells You the Days Remamlng.

Your password will expire in 11 days, g——

Privac & Copyright 2007-2010 Hewlett-Packard Development Company. L.P.
¥ PYyrig P pany

All rights reserved.
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Going to the Web:

= GEORGIA
\\\ GEORGIA DEPARTMENT OF Wgég?)?;?m HeALTH

1 ComMmunITY HEALTH PARTNERSHIP|
—

I Search

| Refresh =ession ] You have approximately 19 minutes until your session will expire Tuesday, December 14, 2010

LGN | Contact Information | Member Information | Provider Information | Provider Enrollment | Nurse Aide | EDI | Pharmacy
Home  Publication Search  Site Map  Site Seffings  Language Selection
=+(click to hide) Alert Message posted 12/9/2010

Trading Partner PIN Activation

All Trading Partners (those who submit EDI batch files to Georgia Medicaid) will be receiving a Trading Partner Personal Identification Number (PIN)
letter.

If you are a trading partner and you have not received your letter by Sunday, October 24, 2010, then you should contact EDI Services at (770) 325-9590
or toll-free at (877) 261-8785.

Those trading partners who have their PIN letter should click here to register at our Trading Partner PIN Activation page.

Attention Payees Receiving ERAs.

Important: Provider's enrolled for Electronic Remittance Advices (ERA's) must activate their Payee Provider Web Portal PIN's that they received in the
mail.

ERA's are generated using the PAYEE Provider ID; therefore, if you wish to delegate these 835 ERA's so that your clearinghouse/software vendor/billing

-k(click to hide) Alert Message posted 10/28/2010
Switch User or Switch Trading Partner panel

To begin acting as a particular provider or trading partner, use the Switch Provider or Switch Trading Partner panel below.
Once a selection has been made and confirmed, additional menu items will be displayed based on the roles delegated to you.

User Information - Agent PHALLEN
Switch Provider
National Provider 1D | | Address | |
Medicaid Provider 1D | city | If you have more than one
Mome | | | choice choose your office. &
ear

z rows returned

A P id
National Medicaid wiD/ Provider Typr Name Address  City State Zip Zip+4 p+4
Provider ID Provider ID 1566 pupic Health A 00
128N Public Health A 65

|| | | Select row above to switch to the desired provider.

Messages:

GEORGIA
HeaLth
PARTNERSHIP|

GEORGIA
WEB PORTAL

GEORGIA DEPARTMENT OF
)" CommuniTy HEALTH

U Welcome Public Health | Search

[ Refresh session ] You have approximately 19 minutes until your session will expire. Tuesday, December 14, 2010

Switc Eligiil

User Inform n - Provider 0

Messages
Sent Effective End
Category Date Date Date

PROVIDER ALERT Suspended Claim Attachments. 1210172010 12/01/2010  12/31/2010
PROVIDER ALERT EOB / Adjustment Reason / Remark Codes Crosswalk  12/01/2010  12/01/2010 12/20/2010

PROVIDER ALERT 5010 Workshops 1222010 11152010 1272012010
NOTIFICATION Electronic Claims Require Identifying Service Loca 1MM§2010 111272010 12152010
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Screening on the web portal:

Always screen on the web first to make sure the applicant is not already
active on Medicaid.

= | GEORGIA
\\\ GEORGIA DEPARTMENT OF WS:?'E%I?AL I l | s HeaLth

I e I 9 y w2 W PARTNERSHIP)
) CoMMuNITY HEALTH f\.Jr "4

\ Welcome Public Health | Search

[ Refresh session ] You have approximately 19 minutes until your session will expire. Tuesday, December 14, 2010
Home | Contact Information | Member Infarmation | Provider Information | Provider Enroliment | Nurse Aide | EDI | Pharmacy

Account | Training | Claims JIRSISIEIIYE | Presumptive Activations | Health Check | Prior Authorization
RELEN Eligibility Request Newborn Activations

TN CTEVDT IR OV C CIRIEETE Pregnant Women Activations K
Women's Health ActiviPregnant Women Activations

Note: If a member is enrolled in a managed care plan on the date of admission, the plan is responsible for the entire stay as long as Medicaid eligibility is
maintained. If the member is enrolled in a fee for semvice program on the date of admission, then the fee for service program is responsible for the entire
hospital stay as long as Medicaid eligibility is maintained

Eligibility Verfication Request

Birth Date |

SSN |

From/Thru
| Date of Service |

If the applicant was ever known to the system, you will see her as
inactive at the bottom of the screen.

Eligibility Verfication Request

MemberD | 111222333444 | Birth Date |

Last Name | | ss | '

_ : e ——— o =
First Name | | oate i (093020« | [EM 10220 | [

S

Member ID Information

MemberiD | ;on00,, €—— HEF original Medicaid Number will FirstName |

Birth Date 12411 g appear here. LastMame SMITH

Address 1 123 ABC STREET Middle Initial H.

Address 2{County) 107 - NEWTON Name Suffix
City COVINGTON Gender F
State GA Transaction Date/Time 10/03/20 02:54:59
Zip 30016-2907 Confirmation # 1227700100
Eligibility Spans

Status  Service Type Code Insurance Type Code Aid Category Effective Date End Date Special Notes or Limitations
Inactive 0S30/20 10/24/20
*

If she has never had Medicaid this screen will not appear.
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If your applicant does not have active Medicaid nor has ever been known to
the system, you can process the PE application on line. Use the PE tab:

— GEORGIA
\\\ GEORGIA DEPARTMENT OF WGEE’R(;I:A HeaLT
ICoMMmuNITy HEALTH EB PORTAL PARTNERSHIP)

\\‘_-‘/ s

Welcome Public Health | Search

[ Refresh session ] You have approximately 19 minutes until your session will expire. Tuesday, December 14, 2010

Home | Contact Information | Member Information | Provider Information | Provider Eafoliment | Murse Aide | EDI | Pharmacy

Account | Training | Claims ERSISIISN | Presumptive Activations | Health Che€k | Prior Authorization

Newborn Activations

(TR T BV I S (AT LT RIERTE Pregnant Women Activations

Women's Health ,qcti.“.JPregnant ‘Women Activationsl

Note: If a member is enrolled in a managed care plan on the date of admission, the plan is responsible for the entire stay as long as Medicaid eligibility is
maintained. If the member is enrolled in a fee for service program on the date of admission, then the fee for service program is responsible for the entire
hospital stay as long as Medicaid eligibility is maintained.

The PE Screen will appear:

Note: By pressing the submit button, the next page that appears is the member's temporary Medicaid Certificate
You can only print the temporary Medicaid Certificate one time. Please use your browser to print the temporary Madicaid Certificate from the next page.
Once you close the temporary Medicaid Certificate page. the certificate will no longer be available to print.

Presumptive Eligibility for Pregnant Women Request

Household Information

‘ Net'Taxable Income* I:l
Member Information
] Membero [ |
Frsthamer [ ] oemoater ||
Last Name® | | SSN
Mi I:I Home Phone I:I
sufiix [ [v] otherPhone | |
Race* | ﬂ Ethnicity™ I—il
Citizenship® Primary Household Language™ | [v]
Mailing Address
Address*

<

Address 2
City* | state* [GA ]
Residential Address
Same as Mailing Address [ |
Address*

Address 2
City* | state* [GA v
T

Eligibility Information

Medicaid Application Submitted?* | v _ Pregnancy DueDate* | |

Application Date* | | Number of Expected Births [0 |
Determination/Eligibility Begin Date 03/16/2015 g

Enter the applicant’s original ID number to auto-populate the fields on this
panel.
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You will be prompted to do so with this alert message:

W x|

] Does this member have a Georgia Medicaid ID number? IF Yes, please enter their Georgia Medicaid ID to prepopulate the member's information, IF
. not, please continue entering the new member's information.

All information can be changed except the First Name, Date of Birth (DOB)
and Social Security Number (SSN). If this information needs to be corrected
use the current PE Corrections Coversheet procedure after you enter the PE in
the Web.

Once you enter the Member ID number and the submit button you will receive
this alert message:

X|

L] Member information has been populated based on the ID provided. Any walues changed below will be updated in the system iF submitted.
e Y

The applicant’s last known information in GAMMIS will auto-populate. The
Determination/Eligibility Begin Date field will pre-populate with today’s date.
This field cannot be modified.

Revised Eligibility Information

04/01/15
Medicaid Application Submitted?* | | v| Pregnancy Due Date* | |
Application Date* | | Number of Expected Births [0 |

Determination/Eligibility Begin Date 03/16/2015

Once all the information is entered on the PE Panel select the Submit button at
the top of the screen to finalize the PE application on the Web.

Note: By pressing the submit button. the next page that appears is the member's temporary Medicaid Certificate
You can only print the temporary Medicaid Certificate one time. Please use your browser to print the temporary Medicaid Certificate from the next page
Once you close the temporary Medicaid Certificate page. the certificate will no longer be available to print

Presumptive Eligibility for Pregnant Women Request
Member info

Presumptive Eligibility Revised July 1, 2016 G-5



The presumptive eligibility request was successfully processed message will
appear:

The lollowing messages were generated:
The prasumptne slighilty reques! was successhully processed. The Medicaid 1D is 11122230304 Select the followang link cpan a cenificate of alighity. i a window

does not appear of f you close the initial cenificate
Presumplive Eligibility for Pregnant Women Hedquest

The Temporary Medicaid Certificate will appear in a separate box
automatically. Print for the member.

= GEORGLA Gromgia
A \ﬁ”l'. GEORGIA DEPARTMENT OF et 1' HEALTH
<l CommuniTy Heavn WEeB PORTAl | v PasTHERssce

=

Wednesday, Oclober 03, 20

Temporary Member Identification Card
Please note! Once the user REnsgates from this carifirrnation page, this informaton will no bonger be accessible cutside of GE"[D”‘-"-:"IQ an eligibility request on the

member belove. Therefore, please use your browser to print this confirmation page bafore closing.

Thani you for your paricipation in the Medicaid/FeachCare for KifsE program. Your presumptye elgibility entry has been received. The Member 1D i ksted belove.
This is the number you vall need 1o use when submitting claims for Senices rendered to this member

Flease chedk the membar ehgibility ste regqulary for updates to this member's ebgibility snformation. You may alse aocess current eligibdty information by clicking
“Contact Us™ under the Contact Information tab in the upper bop left of your wib screen; or by caling the Provider Contact Center at 1-800-768-4456; or by uging

the Interactive Voice Response (VR System af 1-800-766-4456

This temiporary membér identification card may be used as a confirmabion of prasumptive eligibilty for the Madicaid program as of the indicated date. & permanant
identification card will b2 maded to the member at the address below. Flease print this page for the member e use wntil their member 1D cand armeves

A Division of Family and Children Services Medicaed Ehgibility Speciabst will contact the member about ber eligibdity. Fx BIN Number 003853

Eligibility Verfication Request

Date of Sendce
Member 1D information
Mamiber First Nama
Birth Date Last Name
Address 1 il bnithal
Address 2(Countyh Hame Sutfix
City Gender F
State Transaction DateTime  1V020 . 034302
7 Confirmation # 1227700132
Eligibility Spans
Status  Service Type Code Insurancs Type Code  Ald Category Efiective Dute  End Date  Specisl Bobes or Limitatons
THE S E ELK
0. Healn Bans it FaA CHvEER [ BEE - Fresumptive Preg o 57 L
Agove  30-Hpatn Banef Pan Coverags  MC-Updcad Mot CROLED 1124 T 8
COVERED
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Appendix | - Income

INCOME TREATMENT OF INCOME

e 2499 - TREATMENT OF INCOME IN MEDICAID
7/1/16

Use the chart below to determine the following treatment for a specific type of income:

. Whether the income is included (I) or excluded (E) in the Medicaid eligibility
budgets for ABD and Family Medicaid and patient liability/cost share budgets

. Whether the income is earned or unearned

. Specific verification requirements, if any.

NOTE: If specific verification requirements are not listed, verify the income from the source.

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

TYPE OF INCOME

ACCIDENT OR
HEALTH PLAN

DESCRIPTION/SPECIAL

INSTRUCTIONS/VERIFICATION
Unearned- the value of accident or
health plan coverage provided by an
employer.

Long Term Care Coverage-
contributions by an employer to
provide coverage for long-term
services. This includes Archer MSA
contributions.

Health Flexibile Spending
Arrangement (health FSA)-employer
provided health FSA which will result
in a reduction of salary and
reimbursements of medical care.

Health Savings Accounts (HSA)-
contributions made by the individual
are deductions for tax returns.

Distributions from HSA that are used
to pay medical expenses.

Distribution from HSA that are not
used to pay medical expenses.

Contributions to HSA made by
employers

Qualified HAS funding distribution-a
onetime distribution from an individual
retirement account (IRS) to an HAS.

ELIGIBILITY -

FAMILY OR ABD
E(MAGI and Non
MAGI)

E(MAGI and Non
MAGI)

E(MAGI and Non
MAGI)

E(MAGI and Non
MAGI)

E(MAGI and Non
MAGI)
E(MAGI and Non
MAGI)
I{(MAGI and Non

MAGI)

E(MAGI and Non
MAGI)

PL/CS
FOR ABD

VOLUME IV/MA, MT 49 - 05/15

SECTION 2499-1
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INCOME TREATMENT OF INCOME
CHART 2499.1 - TYPES OF INCOME IN MEDICAID
; DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
ADOPTION Unearned — Payment received for the | E(MAGI and Non E
ASSISTANCE adoption of certain children. MAGI)
E
IV-E | Exclude as income. E(MAGI and Non
MAGI)
IV-B | Exclude as income.
ADVANCE Unearned — Money for future expenses | E(MAGI and Non E
that does not represent a gain to the MAGI)
AU.
I
Earned — A prepayment of wages or | I(MAGI and Non
salaries. MAGI)
AGENT ORANGE Unearned — A payment made to a | E(MAGIand Non |
PAYMENTS Vietnam Veteran who was exposed to MAGI)

Agent Orange defoliant. The payment
is made to the surviving spouse and
children.

ALASKA NATIVE
CLAIM

Unearned — Payments made under
Alaska Native Claims Settlement Act.

Alaska Permanent Fund Dividend-
payment from Alaska’s mineral
income fund.

E (MAGI and Non
MAGI)

I{(MAGI and Non
MAGI)

ALIMONY/
SPOUSAL SUPPORT

Unearned — A court-ordered payment
from an estranged spouse or former
spouse to the other spouse for support
under the terms of a court order or
settlement agreement following a
divorce. Payments may be in one lump
sum, or in a series of monthly
payments. Alimony is also termed
“spousal support” or “maintenance”.

I(MAGTI and Non
MAGI)

AMERICORPS

Income from Americorps Network of
programs which encompasses:

Americorps USA
Americorps VISTA
Americorps NCCC

Are handled as specified below:

VOLUME IVMA, MT 49 - 05/15

SECTION 2499-2
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
Living Allowance Stipend — Earned E (Non MAGI) E
Income I (MAGI)
On-the Job Training — Earned Income E (Non MAGI) E
I (MAGI)
ANNUITY Unearned — Recurring payment I{MAGI and Non |
received from an investment. Refer to MAGI)
Section 2339, Trust Property,
Annuities.
ASSISTANCE Unearned — assistance provided under E(MAGI and Non E
BASED ON a program which uses income as a MAGI)
NEED (ABON) factor of eligibility and is funded

wholly by a state or local government.

BLACK LUNG Unearned — benefits paid to miners and I (Non MAGI) |
BENEFITS their survivors under the provisions of E (MAGI)
the Federal Mine Safety and Health
Act. Phone number for United Mine
Workers is 1-800-654-9763.

BLOOD, sale of Earned — Money received from the sale | I(MAGI and Non |
of blood including blood products. MAGI)

BOARDER INCOME | Earned — Direct payments for food and I(MAGI and Non |
related shelter expenses, less the cost MAGI)

of doing business.

BONUS Earned — Wages paid in addition to the | 1(MAGI and Non |
usual or expected wages. Refer to MAGI)
Wages in this chart.

CAPITAL GAINS Earned or Unearned — profits from the I{MAGI and Non |
sale of capital goods or equipment. MAGI)

Capital assets are resources such as
stock, securities, real estate and
equipment that are typically held as an
investment for a period of time. A
capital gain is realized when the
item(s) sold have appreciated in value
from the original purchase price.

VOLUME IV/MA, MT 49 - 05/15 SECTION 2499-3
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INCOME TREATMENT OF INCOME
CHART 2499.1 - TYPES OF INCOME IN MEDICAID
, DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
CENSUS INCOME Earned- All wages paid by the Census | E (MAGI and Non E
Bureau for temporary employment MAGI)
related to Census activities.
CHARITABLE Unearned — Charitable donation paid E(MAGI and Non E
DONATION FROM to the AU or BG. MAGI)
PRIVATE NON-
PROFIT
ORGANIZATION
NOT STATE/
FEDERALLY
FUNDED
CHARITABLE Unearned — Charitable donation paid I(MAGI and Non |
DONATION FROM to the AU or BG from organizations MAGTI)
FEDERALLY OR receiving state or federal funds. For
STATE FUNDED example: Salvation Army, United
ORGANIZATION Way, Catholic Charities, and Lutheran
Social Service Agencies.
CHILD CARE Earned — income received for I(MAGI and Non |
ATTENDENT providing child care services. MAGI)

(wages earned by)

Consider the income as follows:

e Self-employment if the attendant
provides child care services in
his/her home

As wages if the attendant provides
services in the home of the child.

CHILD CARE
PAYMENTS

Unearned — Payments made under
Title IV of the Social Security Actto a
child care provider on behalf of the
AU. These payments include
Transitional Child Care, and At Risk
block grant child care payments made
under P.L 101-508, Section 5801 of
the Social Security Act.

E(MAGI and Non | E
MAGI)

CHILD NUTRITION
PAYMENTS

Unearned — The value of meals
provided to a child in day care through
the Child Nutrition Amendment of
1978.

* If the payment is for a child of the
attendant, budget the entire amount as

*I(MAGI and Non |1
MAGI)

VOLUME IV/MA, MT 49 - 05/15

SECTION 2499-4

Presumptive Eligibility Revised July 1, 2016 I-4



INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
INSTRUCTIONS/VERIFICATION FAMILY OR ABD FOR ABD

unearned income.

TYPE OF INCOME

If the payment is for any other
child, treat as self-employment
income.

Refer to the Section 2415, Self
Employment.

CHILD SUPPORT Unearned — Income received for the [ (ABD) |
support of child (ren) from the non- E (MAGI)
custodial parent of the child. Child I (Non MAGI)

support paid for a child by a non-
custodial parent is always income to
the child and never to a parent/
relative/ guardian.

*If an ABD Medicaid child (including
LA-D A/Rs) receives child support
from a non-custodial parent exclude
from the eligibility budget 1/3 of the
monthly child support received.

CHILD’S EARNINGS

Earned — Income earned by a child, I (ABD) E
including MAGI Medicaid under 19

years old and for CW-FC children to E* (MAGI and

21 years. Non MAGTI)

*Refer to Section 2610 to determine
when Child’s Earnings should be
counted.

Children in Placement
Reference Section 2835,
PROCEDURES, Earnings of an AFDC
Child, for exclusion criteria for
children in care.

CIVIL SERVICE Unearned — income paid by the U.S. I (MAGI and Non |1
AND FEDERAL Civil Service and Federal Employee MAGI)
EMPLOYEE Retirement System (FERS) through the

RETIREMENT Office of Personnel Management

SYSTEM BENEFITS | (OPM) because of disability,
retirement or death. NOTE: Certain
disability benefits paid within the first
6 months that an employee last worked
are earned income.

Use notices or other documents in the
individual’s possession (other than a
check) to verify the gross amount of

VOLUME IVMA, MT 49 — 05/15 SECTION 2499-5
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INCOME

TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

TYPE OF INCOME

DESCRIPTION/SPECIAL

ELIGIBILITY -

PL/CS

CIVIL SERVICE
AND FEDERAL
EMPLOYEE
RETIREMENT
SYSTEM BENEFITS
(cont’d)

INSTRUCTIONS/VERIFICATION
the payment. Notices providing the
amount of the annuity and the adjusted
amount of the annuity are reliable
evidence of the gross amount. If an
individual’s records are unavailable,
complete Form 990, Benefits
Verification, and direct the inquiry to
the following address:

Office of Personnel Management
Retirement and Insurance Coverage
1900 E. Street, NW

Washington, D.C. 20415

FAMILY OR ABD

FOR ABD

COMMISSION

Earned — A payment, usually a set fee
or percentage, made to an employee
for his/her service in facilitating a
transaction such as buying or selling
goods. A commission may be paid in
lieu of or in addition to a regular
salary. Refer to Wages in this chart.
If the payment is recurring, include it
when determining representative pay.
If not, do not include the pay. Refer to
Section 2653, Prospective Budgeting.

I (MAGI and Non
MAGI)

CONTRACTED
EMPLOYMENT
INCOME

Earned — Income received from jobs in
which there is a contract or payment
agreement. Determine the gross
monthly amount by dividing the total
amount during the life of the contract
by the number of months specified in
the contract.

CONTRIBUTION,
GIFT, PRIZE,
AWARD

Unearned — Money given to the AU as
a gift from individuals or
organizations.

*ABD: If the contribution is in the
form of food, clothing or shelter, value
the contribution as ISM, including
third party vendor payments resulting
in food, clothing, or shelter to the A/R.

EXCEPTION: Never include ISM as
income for an A/R in LA-D.

*1 (ABD and Non
MAGI)
E (MAGI)

DEATH BENEFITS Unearned — a benefit received as the *T (MAGI and Non | *1
result of another’s death, such as the MAGI)
following:
VOLUME II/MA, MT 49 - 05/15 SECTION 2499-6
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FOR ABD

e (Cash or in-kind gifts given by
relatives, friends, or a community
group to “help out”™ with expenses
related to the death

¢ Inheritances in cash or in kind

e Lump sum death benefits from
SSA

* Proceeds of life insurance policies
received due to the death of the
insured

* RR Retirement burial benefits

* VA burial benefits

NOTE: Recurring survivor benefits
such as those received under Title 11
(RSDI), private pension programs, etc.,
are not death benefits.

* Death benefits provided to an
individual are income to the individual
to the extent that the total amount
exceeds the expenses of the deceased
person’s last illness and burial paid by
the individual.

Last illness and burial expenses
include related hospital and medical
expenses; funeral, burial plot, and
interment expenses; and other related
expenses. Verify all last illness and
burial expenses. If verification (e.g.,
bills, receipts, contact with provider,
etc.) cannot be obtained, accept the
individual’s signed allegation. If an
expense has been incurred but not
paid, assume the individual will pay
the expense unless you have reason to
question the situation. No follow-up is
required if the assumption is applied.

Use judgment to determine whether an
expense is reasonably related to the
last illness and burial. It is expected
that related expenses may include such
items as new clothing to wear to the
funeral, food for visiting relatives, taxi
fare to and from the hospital and
funeral home, etc

VOLUME IVMA, MT 49 - 05/15 SECTION 2499-7
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INCOME TREATMENT OF INCOME
CHART 2499.1 - TYPES OF INCOME IN MEDICAID
Z DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FOR ABD
DEEMED INCOME Unearned — A portion of income of a I *
non- AU or BG member that is applied
to the AU.
* For ABD Medicaid, there is no
deeming in Patient Liability/Cost
Share determinations.
DEFERRED UNEARNED- Money paid regularly I(MAGI and Non | I
COMPENSATION from a deferred compensation plan. MAGI)
PLAN The money is usually available upon
the owner’s employment retirement or
if the owner attains a certain age.
Unearned — Paid by insurance
DISABILITY company or a source other than an E-MAGI |
employer. Refer to Sick Pay in this
chart. [-Non MAGI
DISASTER
ASSISTANCE Unearned — Government payments for E E
(Presidentially restoration of a home damaged by a
Declared) disaster.
DISASTER UNEARNED- Unemployment benefits | E (ABD and Non | E
UNEMPLOYMENT paid to an AU member during a major MAGI)
ASSISTANCE disaster or catastrophe. I (MAGI)
DIVERTED INCOME | Unearned — Money deducted or E N/A
FOR diverted by a court order to a third
FAMILY MEDICAID | party.
Unearned — Money that is legally | N/A
obligated to an AU member by a court
order but is diverted at the option of
Children in Placement | the AU member to a third party.
N/A
Benefits/support (child support, SSI,
RSDIL, etc.) of a child in care diverted
to the county of custody as designated
payee for the benefit and care of the
child and are considered the child’s
benefits/support. Refer to specific type
of income for treatment of income.
DIVERTED INCOME | Unearned - Income diverted to a | |
FOR spouse or dependent family member
ABD MEDICAID from a NH or CCSP A/R.
Spouse or Dependent | Include as unearned income to the
Family Member spouse or dependent family member
VOLUME IVMA, MT 49 - 05/15 SECTION 2499-8
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
INSTRUCTIONS/VERIFICATION FAMILY OR ABD FOR ABD

(DFM) to whom the income is diverted
in the eligibility and CCSP/ICWP cost

share budgets, if the spouse /DFM is a

Medicaid A/R. Refer to Section 2554,
Diversion of Income.

TYPE OF INCOME

A/R Include as unearned income to the A/R | E
from whom the income is diverted in
the eligibility budget. Allow as a
patient liability/cost share budget
deduction. Verify from the NH, CCSP
or A/R’s case record. EXCEPTION:
Diverted income is included in PL
when a community spouse enters LA-
D. Refer to Spousal Impoverishment
budgeting.

DIVIDENDS Unearned — A share of profits received *E *E
by a policy holder or shareholder.

NOTE: Any dividends left to accrue
are a resource separate from the
resource that is earning dividends.

e For ABD Medicaid, any dividends
earned on countable resources are
not counted as income.

L ]

For non-FBR COAs, dividends earned

on excluded life insurance policies are

excluded as income.

*For Family Medicaid, dividends
earned on life insurance policies are a
countable resource.

NOTE: Non-participating life
insurance policies do not earn/pay
dividends. Use Form 106 or other
acceptable documents to verify

dividends.
DOMESTIC Unearned — Payments to volunteers E |
VOLUNTEER under the federal government program
SERVICES PAYMTS
EARNED INCOME Unearned — A special tax credit which E E

TAX CREDIT (EITC) | reduces the federal tax liability of

VOLUME II/MA, MT 49 - 05/15 SECTION 2499-9
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
INSTRUCTIONS/VERIFICATION FAMILY OR ABD FOR ABD

certain low income working taxpayers.
This tax credit may or may not result
in a payment.

TYPE OF INCOME

EITC payments can be received as an
advance from an employer or a refund
from IRS.

EITC given as a tax credit (no
payment) is not income.

EDUCATIONAL UNEARNED- Payments for the E (ABD, MAGI E
GRANTS, educational assistance of an AU and Non MAGI)
SCHOLARSHIPS member enrolled at a recognized

AND LOANS institution of post-secondary

(Title IV of Higher education, school for the handicapped,

Education Act vocational program or a program that

Programs) provides for completion of a secondary

school diploma or GED. These
programs include Pell grants, State
Student Incentive Scholarships, Work-
Study programs, etc.

Unearned — payments from educational
assistance to the A/R. Exclude,
regardless of use.

EMERGENCY Unearned — payments for children, | |
ASSISTANCE including families with children,
(IV-A) provided by the state and matched with

federal funds. Emergency Assistance
15 used to meet emergency needs and is
not IBON or ABON.

NOTE: Georgia does not provide
Emergency Assistance payments.

EMPLOYEE Unearned — Individuals/surviving | |
RETIREMENT spouse may be eligible for retirement
BENEFITS benefits based on previous

employment.

Explore if the A/R or spouse worked
10 or more years for the same
employer.

VOLUME II/MA, MT 49 - 05/15 SECTION 2499-10
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

5 DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
IR0 L 2 0L INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
ENERGY Unearned — Payment or allowance E E
ASSISTANCE received under federal, state, and local
PAYMENTS law for the purpose of assisting the AU

with the cost of heating and cooling its
home. These include HUD and FMHA
Utility reimbursements.

FARM Unearned — Payments from | |
ALLOTMENTS government sponsored programs such
as Agricultural Stabilization and
Conservation Services which are a
gain or a benefit to the AU.

FARMING Earned — Income received from | |
agricultural labor. Refer to Section
2415, Self Employment.

Unearned — food and shelter assistance

FEDERAL provided in cash or in kind in E E
EMERGENCY emergency disaster situations.
MANAGEMENT

AGENCY (FEMA) Exclude if the assistance is designated
EMERGENCY FOOD | as home energy assistance or support

DISTRIBUTION and maintenance assistance.
AND SHELTER
PROGRAMS Otherwise, contact the State Medicaid
Unit for further instructions.
FEDERAL ¢ Federal Housing Assistance E E
PROGRAMS, ¢ Food Stamps

MISCELLANEOUS e Food Programs with federal
involvement for Older Americans

e Refugee Cash Assistance, Cuban
and Haitian

e Entrant Cash Assistance and
federally  reimbursed  general
assistance payments to refugees

e Refugee reception and placement
grants and refugee matching grants

* Relocation Assistance

NOTE: Contact the State Medicaid
Unit if there is a payment that is not on
this list and it is questionable as to
whether it should be excluded or
counted.

VOLUME I/MA, MT 49 - 05/15 SECTION 2499-11
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INCOME

TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

- DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
FLEXIBLE Earned — Refer to Wages in this chart. | |
BENEFITS
FOSTER CARE Unearned — per diem payments E E
PAYMENTS received by the foster parents to
(IV-B or Title XX) provide for the needs of the foster

child and foster family.
FOSTER CARE Unearned — per diem payment received E E
PAYMENTS to provide for the needs of the foster
(IV-E) child.
Exclude as income to the foster child.
FOSTER Unearned — payments received for E |
GRANDPARENTS voluntary service under the federal
PROGRAM government (ACTION)
PAYMENTS
GARNISHMENT Earned/Unearned — A set amount of | |
wages or monies withheld by an
employer/entity to pay a debt owed to
a third party.
GUARDIANSHIP, Financial support for a child who was
ENHANCED in the custody of DHR and E E
SUBSIDIZED AND guardianship is awarded to a relative or
SUBSIDIZED non-relative foster parent(s). Income
is not attributed to the child.
Reference Section 2848 — Relative
Care Placement for additional
information.
GENERAL Unearned — payments received by the E E
ASSISTANCE (GA) A/R from county funds administered
PAYMENTS by DFCS. Consider as Assistance
Based on Need (ABON).
GENERAL Unearned — GA paid directly to the E E
ASSISTANCE provider if paid for housing expenses
VENDOR including GA paid for transitional
PAYMENTS housing for the homeless and if paid
for energy or utilities.
GRANDPARENTS TANF lump sum payment in the ABD-I* |
RAISING amount of three times the eligible grant FM-E
GRANDCHILD-REN | amount for the AU size.
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

. DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
EMERGENCY/ This payment is used to help pay for
CRISIS the cost of emergent needs incurred by
INTERVENTION the grandparents when the children
SERVICES come to live with them,

*For ABD Medicaid, do not deem
GRG income of the A/R’s parent or
spouse to the A/R.
GRANDPARENTS UNEARNED-TANF Subsidy in the ABD-I* |
RAISING amount of $50.00 per child per month FM-E
GRANDCHILD-REN | used assist low income (fixed income)
SUBSIDY grandparents (60+) to cover additional
PAYMENT expenses associated with rearing their
grandchildren.
*For ABD Medicaid, do not deem
GRG income of the A/R’s parent or
spouse to the A/R.
GRANDPARENT * The Grandparent payee’s income is * *
PAYEE not counted in the TANF budget. The
children’s TANF income is not
counted in the Grandparent Payee’s
ABD Medicaid budget
HEALTH An account through an employer *B *E
REIMBURSEMENT which may only be used to reimburse
ACCOUNT individuals for certain medical
services.
* Count any income received in excess
of the incurred expense(s) as unearned
income,
HOME PRODUCE Unearned-home produce used for E E
personal consumption and not offered
for sale.
HOUSING AND Unearned — Payment received by the E E
DEVELOPMENT AU for rent. Payments are often
(HUD) RENTAL distributed by the Georgia Residential
REFUND Financial Authority (GRFA).
Payments can be made directly to the
AU, by a two-party check or directly to
the landlord on behalf of the AU.
HOUSING AND Unearned — Utility reimbursement E

URBAN
DEVELOPMENT
(HUD) OR
FARMERS HOME
ADMINISTRATION

provided by HUD and FMHA to AUs
who receive housing assistance and are
responsible for paying their utilities
separately from their rent.
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INCOME

TREATMENT OF INCOME

CHART 2499.1 — TYPES OF INCOME IN MEDICAID

TYPE OF INCOME

DESCRIPTION/SPECIAL

ELIGIBILITY -

PL/CS

(FMHA) UTILITY
REIMBURSEMENT

INSTRUCTIONS/VERIFICATION
Payments can be paid directly to the
AU, by a two-party check or directly to
the utility company on behalf of the
AU.

FAMILY OR ABD

FOR ABD

INCOME BASED ON
NEED (IBON)

Unearned — Assistance provided under
a program that considers other income
as a factor in determining eligibility
and is funded wholly or partially by
the federal government or a non-
governmental agency for the purpose
of meeting basic needs (TANF, SSI,

V A Pension, etc.).

Continued next page.

See specific type of
IBON

See specific
type of
IBON

INCOME BASED ON
NEED (IBON)
(cont.)

NOTE FOR ABD: Do not allow the
$20 general exclusion to IBON. Do
not deem IBON received by the A/R’s
spouse or parent to the A/R.

INCOME TAX
REFUND

*Refer to the Chapter 2300, Resources,
to determine how to count income tax
refunds. For how to count in PL/CS,
refer to Section 2552, PL/CS
Deductions.

INDIAN LAND
GRANTS

Unearned — Federal distributions to
members of Indian Tribes.

INDIAN GAMBLING
ACT PAYMENTS

Tribally managed gaming revenues

* If the funds have NOT been held in
trust by the Secretary of the Interior,
count as unearned income. If held in
trust by the Sec. of Interior, exclude.

INHERITANCE

Unearned- cash, a right or non-cash
item(s) received as a result of
someone’s death.

Exclude expenses for the last illness &
burial of the deceased if paid by the
inheritor.

NOTE: Until an item or right has a
value or is accessible, it is neither
iNCOme nor a resource.
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
IN-KIND ITEMS Earned — Wages may include the value [ (ABD) E
RECEIVED IN LIEU | of food, clothing, shelter or other items
OF WAGES provided in lieu of cash wages. E (MAGI and Non
MAGI)

IN-KIND SUPPORT Unearned — Any gain or benefit that is *1 (ABD) E
AND not in the form of money payable
MAINTENANCE directly to the AU such as meals, E (MAGI and Non

clothing, produce or housing. MAGI)

* Refer to Section 2430, Living
Arrangements and In-Kind Support
and Maintenance.

INSURANCE Unearned — benefits paid from an ] *]
BENEFITS insurance policy due to loss of income.

DUE TO LOSS OF

INCOME * Refer to Section 2230, Third Party

Resources, for information on benefits
paid to cover medical expenses.

INTEREST Unearned — Income paid from bank Family *I E*
account deposits, life insurance or ABD-E*
other financial

instruments/investments.

FAMILY Medicaid: Annualize for
prospectively budgeted AUs to
determine a monthly amount.
*Exclude amounts of $1.00 or less per
month.

ABD Medicaid: The following types
of interest earned on countable
resources are excluded as income in
the eligibility and PL/CS budgets:

e Interest earned on all countable
financial instruments, such as
checking/savings accounts, CDs,
etc.

e Interest earned on countable
Patient Fund Accounts.

*Exception: Interest portion of

payment made on contracts are

counted as income.

*NOTE: If total interest earned on
excluded resources is $20/month or
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL
INSTRUCTIONS/VERIFICATION
less, exclude in the Medicaid eligibility
and AMN spenddown budgets. If total
interest earned on excluded resources

exceeds $20/month, include all the
interest in the eligibility and
spenddown budgets. See exceptions
below.

ELIGIBILITY - PL/CS

B FAMILY ORABD | FORABD

INTEREST
Burial Contracts Exclude interest earned on the
excluded portion of a burial contract E E

for FBR A/Rs.

Exclude all interest earned on a burial E E
contract for non-FBR A/Rs if left to
accrue.

Burial Funds
Exclude interest earned on the E E
excluded portion of funds set aside for
burial for FBR A/Rs.

Exclude interest earned on the first E E
$5000 of funds set aside for burial for
non-FBR A/Rs if left to accrue.
Exclude interest earned on the
dividend accumulations from excluded
life insurance policies for ABD E E
Medicaid non-FBR A/Rs.

INTEREST
Dividends

For Family Medicaid include interest
earned on life insurance policies,
stocks and mutual funds.

For ABD Medicaid exclude as income E E
dividends/interest earned on countable
resources such as stocks and mutual
funds.

IRREGULAR/
INFREQUENT
INCOME

Earned and Unearned — Income that is
received too infrequently or irregularly
to be anticipated, regardless of the
amount. Refer to Section 2504 for
definition of irregular or infrequent
income.

Treat such income as the following:

e Eamed income of $30 or more
received over a three month period

|

e Earned income of less than $30 E-ABD |
received over a three month period I-Family
E-ABD |
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INCOME TREATMENT OF INCOME

CHART 2499.1 — TYPES OF INCOME IN MEDICAID

. DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
e Unearned income of less than $60 I-Family
received over a three month period
Unearned income of $60 or more [ I
received over a three month period
JAPANESE — Unearned — Restitution payments made E E
AMERICAN AND by the U.S. Government to Japanese-
ALEUTIAN Americans and Aleutians or their
RESTITUTION survivors as a consequence of their
PAYMENTS (PL 100- | evacuation, relocation and internment
383) during World War II.
JURY DUTY Earned — Compensation received for | |
serving on a jury.
LOANS FROM Unearned — Money received that the E E
OTHERS borrower has an obligation to repay.
(PERSONAL OR Requires a prepayment agreement
BUSINESS): A/R is (written or oral).
making payments
LOANS TO OTHERS | Unearned - Money loaned to persons
(Payment made to outside the AU where a repayment I* I*
A/R) agreement exists. Payments received
are considered income. * ABD
Medicaid refer to Section 2313,
LOTTERY Unearned — A sum of money received
WINNINGS as a result of purchasing a winning * 4
ticket in a game of chance.
* Refer to the appropriate sections on
Lump Sum budgeting for Family
Medicaid or ABD Medicaid.
LUMP SUM Unearned — A sum of money that is
received at one time. This may be an * 4
accumulated amount or a one-time
occurrence.
* Count as income in month of
receipt. Any remainder is counted as a
resource beginning the month after
receipt (refer to Resources Chart
2399.1, Lump Sums).
Children in Placement
For all AFDC related categories of
Medicaid, a lump sum is treated as
income in the month received and as a
resource in any amounts thereafter.
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

LD LT INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FOR ABD
MANAGED INCOME | Unearned — Money legally due the AU ABD-1 |

that is paid to a protective payee even

if the payee is not a member of the AU FM -1

or resides elsewhere.

Unearned — Money received by the AU ABD -1 |

for the care and maintenance of an

individual not in the AU. FM -1

Include as income to the individual
entitled to the income. Exclude as
income to the protective payee.

NOTE: Exclude as income to the AU
if the protective payee is not making
payments to or for the AU.

MILITARY Unearned — payments received for I |
ALLOTMENTS quarters, rations, and clothing are
subject to deeming.

In ABD Medicaid, Furnished on-post
housing is subject to the PMV rule as
ISM but is not subject to deeming.

In Family Medicaid, consider the
income as child support if for a
dependent child.

Only base pay is earned income.
MILITARY PAY Military personnel benefits as reported
on | |
Leave and Earnings Statement (LES).
Refer to Section 2420, Military Pay.
MILITARY Unearned — income received by
RETIREMENT military retirees and survivors. | |
Beneficiaries who may be entitled to
receive military payments include the
retiree, his/her surviving spouse and
children.

Direct inquiries to :the Military
Air Force Finance Centers as shown below:

Parallel FO: 388

AFAFC/XSP
Army Denver, CO 80279
VOLUME IV/MA, MT 49 - 05/15 SECTION 2499-18
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INCOME

TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

TYPE OF INCOME

DESCRIPTION/SPECIAL

ELIGIBILITY -

PL/CS

Marine Corps

INSTRUCTIONS/VERIFICATION

USAFAC

Director, Retired Operations
Indianapolis, IN 46246

ATTN: Management Support Office

Parallel FO: D24

Marine Corps Finance Center
1500 E. 95th Street

Kansas City, MO 64197

FAMILY OR ABD

FOR ABD

Navy

Parallel FO: D24

Retired Pay Department

Code 305, Navy Finance Center

Anthony J. Celebrezze Building

Cleveland, OH 44199
MILITARY Unearned — Consider as unearned
RETIREMENT income in the month or receipt. Treat | |
LUMP SUM as a resource the month following the

month of receipt.
MONTGOMERY Gl UNEARNED-VA payments for E E
BILL PAYMENTS individuals enrolled in Active Duty or

the Selected Reserve of the Army,

Navy, Air Force, Marine Corps, Coast

Guard, or Air National Guard for up to

36 months of education assistance.

NOTE: Any portion of funds that come

from the individual’s earnings is

counted as income.
NATIONAL UNEARNED-Grants funded by E E
EMERGENCY FEMA, used to provide disaster relief
GRANT (DISASTER | employment on projects that provide
RELIEF food, clothing, shelter and other
EMPLOYMENT) humanitarian assistance for disaster

victims,
NATIONAL FLOOD | UNEARNED- Payments made for E E
INSURANCE flood mitigation activities under the
PAYMENTS National Flood Insurance Act of 1968.
NOISE Unearned — Non-recurring payment
ABATEMENT designated for noise abatement work E E
PAYMENTS on a dwelling.
OLDER Earned — Title V income paid for
AMERICANS community service employment to ABD -1 |
ACT/ SENIOR individuals 55 or over. This includes
COMMUNITY Green Thumb income. Anything FM-E
SERVICE provided under these programs other
VOLUME II/MA., MT 49 - 05/15 SECTION 2499-19
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INCOME

TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

TYPE OF INCOME

DESCRIPTION/SPECIAL

ELIGIBILITY -

PL/CS

INSTRUCTIONS/VERIFICATION

FAMILY OR ABD

FOR ABD

EMPLOYMENT than a wage or salary is excluded

PROGRAM income.

OVERTIME PAY EARNED- Extra income paid to I I
employees who work in excess of 40
hours in a week. Refer to Wages in this
chart.

PENSIONS Unearned — A payment received | |
regularly as a retirement benefit.

PUBLIC LAW Unearned — any payments made to E E

103-286 - individuals because of their status as

PAYMENTS to victims of Nazi persecution under

VICTIMS of NAZI Section I(a) of the Victims of Nazi

PERSECUTION Persecution Act of 1994, Public Law

(examples, including
but not limited to the
following: German
Reparation, German
Pensions for Work in
Ghettos

103-286

Such payments are disregarded in
determining eligibility for any amount
of benefits/services provided under any
Federal or federally assisted program
based on need.,.

Qualified Income

Income placed in a QIT allows for

Family — N/A |

Trust (QIT) income eligibility under ABD LA-D

COAs. Refer to Section 2407. ABD LA-D COAs

-E
All other ABD
COAs — N/A

Qualified Tuition
Savings Programs A savings plan for higher education E E
(529 Plans) Refer to Section 2344.
RAILROAD Unearned — retirement, survivors or | *]
RETIREMENT disability income paid to former
(RR) railroad employees and /or their

dependents.

Use gross RR and/or RSDI, including

the amount paid as a Medicare

premium.

* For ABD Medicaid, refer to Section

2552, Patient Liability/Cost Share

Deductions, for information on

allowing the Medicare premium as a

deduction in the patient liability/cost
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

LRGSO LA DL L INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
RAILROAD share budget.

RETIREMENT

(RR) Consider a benefit augmented for

(cont’d) dependents as income to the

beneficiary, not the dependent.

If the A/R’s SSN begins with a 7, the
individual is likely to be eligible for
RR.

If the A/R’s deceased spouse worked
for a railway system, the A/R may be
eligible, even if remarried.

RSDI and RR may be combined in one
check. If so, verify RSDI via SSA and
RR through the Railroad Retirement
Board.

To obtain written verification of the
benefit amount, complete Form 990
and mail to:

Benefits Verification

Railroad Retirement Board

401 W. Peachtree Street, Room 1702
Atlanta, GA 30365-2550

REFUNDS FROM Unearned — A refund of excess | [
DCH proceeds from a TPL after Medicaid
and the TPL have paid a medical
expense claim in full.

REIMBURSEMENT Unearned - Payment for an expense E E
that does not represent a gain or
benefit to the AU.

RELATIVE CARE Unearned - Financial support for E E
SUBSIDY children placed with an approved
relative caregiver.

A child may or may not be in DFCS
custody for relative caregiver to
qualify for certain subsidies.

RELOCATION Unearned — Money paid under Title 11 E E
ASSISTANCE of the Uniform Relocation Assistance

& Real Property Acquisition Policies

Act of 1970.
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INCOME TREATMENT OF INCOME
CHART 2499.1 - TYPES OF INCOME IN MEDICAID
; DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
RENTAL INCOME Earned or unearned — Money received | |
on property owned by an AU member | Family-May deduct | May deduct
and rented to others. expenses from expenses
maintaining and from
Earned — Must be engaged in handling of maintain-ing
management of property an average of property and handling
20 hours per week. of property
Unearned — If not involved in
management more than 20 hours per
week.
REPAYMENT OF FAMILY MEDICAID: Unearned — FM-E
OVERPAYMENT OF | Money withheld from the income
BENEFITS source to repay a previous ABD - * *
THROUGH BENEFIT | overpayment.
REDUCTION IN
TANF, SSI, RSDI, Do not count the repayment amount.
UCB Count the gross minus the repayment
(or others) amount.
* ABD MEDICAID: Refer to RSDI
Recoupment Amount and SSI
Recoupment Amount in this chart.
RETIRED SENIOR Unearned — A federal volunteer E |
VOLUNTEER services program.
PROGRAM (RSVP)
RETIREMENT Unearned — A sum of money paid
regularly as a retirement benefit. I I
RETIREMENT Unearned — Social Security benefits
SURVIVORS paid to an insured worker or dependent I (Non-MAGI) I*
DISABILITY on the basis of the retirement, death or I* (MAGI)
INSURANCE (RSDI) | disability of the worker.
(Also referred to as
TITLE II BENEFITS Use the gross entitlement (before the
or Social Security Medicare Part B premium is deducted)
Benefits) in the eligibility budget.
* For ABD Medicaid, refer to Section
2552, Patient Liability/Cost Share
Deductions, for information on
allowing the Medicare premium as a
deduction in the patient liability/cost
share budget.
VOLUME IVMA, MT 49 - 05/15 SECTION 2499-22
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

i DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
ARG, ALIE D IS INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
RETIREMENT I (Non-MAGI) I*
SURVIVORS Count the entire RSDI lump sum I* (MAGI)

DISABILITY payment as income for the month of

INSURANCE (RSDI) | receipt.

(Also referred to as
TITLE 11 BENEFITS NOTE: Refer to Chart 2399.2 —

or Social Security Resource Treatment of Income
Benefits) Retained after the Month of Receipt,
(cont’d) for instructions on how to treat any

portion of a RSDI lump sum retained
after the month of receipt.

Do not count refunded Medicare Part
B premiums as unearned income.

*For MAGI COAs RSDI of a tax
dependent/child who has no other
source of income AND resides with a
parent is excluded. RSDI for a tax
dependent/child is countable only if
the tax dependent/child has other
income that meets the IRS tax filing
threshold or if the child does not reside
with a parent and is not claimed as a
tax dependent by his/her parent. Refer
to Section 2610.

REVERSE Unearned — allows a homeowner to
MORTGAGE borrow, via a mortgage contract, a
portion of the appraised value of the
home. The homeowner then receives a
periodic payment (or a line of credit)
which does not have to be repaid as
long as the borrower lives in the home.
Reverse Annuity Mortgages (RAMs)
involve the purchase of an annuity. In
most reverse mortgages, the original
loan does not need to be repaid until
the homeowner dies, sells the home, or
moves.

The HEC plans connected with HUD
through the Federal Housing Authority
are reverse mortgages.

Treat as loan proceeds

Annuity payments from a RAM
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

, DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
ROOMER Earned — Direct payments for room | |

only.
RSDI RECOUPMENT | Unearned — an amount withheld from ABD -1 E
AMOUNT an individual’s monthly RSDI check

by SSA to recover an overpayment of FM - E*

RSDI benefits to the individual

*Refer to Repayment of Overpayment
of Benefits on Page 2499-21.

SALE - Unearned — the homeowner transfers
LEASEBACK title of the home to a buyer (e.g., an
individual or financial institution) in
exchange for an installment note
satisfied by monthly payments. The
installment note may bear interest.
The buyer, in turn allows the former
homeowner to remain in the home for
life (or until the arrangement is
terminated) in exchange for rent. The
difference between payments on the
installment note and the rental cost
provides the former homeowner with
cash. Under this arrangement, the
buyer is responsible for the payment or
real estate taxes, major maintenance,
and casualty insurance. Some sale-
leaseback arrangements involve the
purchase of an annuity.

E E
Treat as the conversion of a resource,
not as income.
| |
Interest earned from an installment
note | |
Annuity payments
SCHOOL LUNCH UNEARNED-The cash value of E E
PROGRAM assistance provided to children under
the National School Lunch Program,
Child Nutrition Act, Special Milk
Program, or School Breakfast program.
SELF Earned — income from a self employed | |
EMPLOYMENT enterprise.
VOLUME II/MA, MT 49 - 05/15 SECTION 2499-24

Presumptive Eligibility Revised July 1, 2016 I-24



INCOME

TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

TYPE OF INCOME
EARNINGS (NET)

DESCRIPTION/SPECIAL
INSTRUCTIONS/VERIFICATION

Refer to Section 2415, Self-
Employment.

ELIGIBILITY -
FAMILY OR ABD

PL/CS
FOR ABD

SENIOR
COMPANION
PROGRAM

Unearned — payments to volunteers
under a federal government program

SEVERANCE PAY

Earned — Money received from former
employer upon termination of
employment.

Unearned- payments received from a
former employer after termination of
employment.

SHARED
HOUSEHOLD
EXPENSES

Payments made to an AU by a person
who shares household expenses, and
which do not represent a gain or
benefit to the AU.

Consider UNEARNED income for
Family Medicaid.

Refer to Section 2430, In-Kind
Support and Maintenance, for ABD
Medicaid.

SHELTERED
WORKSHOP/
WORK ACTIVITY
CENTER
PAYMENTS

Earned — payments received for work
performed in a sheltered workshop or
work activity center.

SICK PAY

Sick Pay is a payment made to or on
behalf of an employee by an employer
or a private third party for sickness or
accident disability.

Unearned — Any payments for sickness
and accident disability paid more than
6 months after work stopped because
of sickness or disability or sick
payments made from the employee’s
own confributions are unearned
income,
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INCOME TREATMENT OF INCOME
CHART 2499.1 - TYPES OF INCOME IN MEDICAID
, DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
SICK PAY Earned — If paid from employer’s |
(cont’d) payroll.
Unearned — Paid by insurance E (MAGI)
company or a source other than an [ (Non MAGI)
employer.
SPECIAL AND
DEMONSTRATION Unearned — Payments to volunteers E |
VOLUNTEER under a federal government program
PROGRAMS
SPENDING EARNED-Pre-taxed earnings that are | |
ACCOUNT deducted from an employee’s gross
wages and placed in an account to pay
AU expenses such as childcare and
medical costs.
STRIKE BENEFITS Unearned — Income received by | |
individuals on strike.
SUPPLEMENTAL Unearned — monthly payments made to ABD-*1 **]
SECURITY INCOME | aged, blind or disabled individuals
(SSI) from the federal government. SSIis FM -E
administered by the Social Security
Administration. Consider as Income
Based on Need (IBON). SSI recipients
also receive Medicaid.
* For ABD Medicaid, do not deem the
ineligible parent or spouse’s SSI
income to the A/R. However, include
SSIin the Couple eligibility budget
when one member of the couple is
AMN and the other receives SSI.
*# Refer to Section 2578, SSI
Recipients, for information on
including SSI income in nursing home
patient liability budgets.
SSIRECOUPMENT Unearned — an amount withheld from ABD -1 *]
AMOUNT an individual’s monthly SSI or RSDI
check by SSA to recover an FM -E
overpayment of SSI benefits to the
individual.
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INCOME TREATMENT OF INCOME

CHART 2499.1 — TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

B INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FOR ABD

e Exclude a SSI recoupment
from a SSI check, but include
a SSI recoupment from an
RSDI check, in the patient
liability budget.

For Family Medicaid, refer to
Repayment of Overpayment of
Benefits through Benefit Reduction in
TANF, SSI, RSDI, UCB or others on
page 2499-19,

SUSAN WALKER A cash settlement as a result of a class E E
VS BAYER action lawsuit.

CORPORATION

SETTLEMENT Unearned

PAYMENTS

TAX REFUNDS A refund of taxes paid on food, income E *

or property. It may be considered as
earned or unearned.

Earned A refund of federal or state taxes paid E ®
on income.
Unearned A refund of taxes paid on food or E *

property, such as real property or
automobiles.

Refer to Section 2405, Treatment of
Income.

* Refer to Section 2552, PL/CS

Deductions.
TEMPORARY Unearned — benefits received from ABD - I* |
ASSISTANCE FOR Temporary Assistance to Needy
NEEDY Families, including supplemental FM-E

FAMILIES (TANF) payments.

TANF benefits received from another
state are budgeted for the month of
receipt only.

*For ABD Medicaid, do not deem
TANF income of the A/R’s parent or
spouse to the A/R.

TIPS Earned — Voluntary payments above | |

VOLUME IVMA, MT 49 - 05/15 SECTION 2499-27
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

INSTRUCTIONS/VERIFICATION FAMILY OR ABD FOR ABD
the stated cost of a product or service
given in appreciation for the service
rendered. Refer to Wages in this chart.
TRADE UNEARNED-Weekly payment | I
READJUSTMENT available for up to 52 weeks after an
ALLOWANCE (TRA) | individual’s UCB is exhausted and
during a period in which the individual
is participating in a full-time training
program approved in accordance with
the Trade Act.

TYPE OF INCOME

TRAINING Earned — Payments received from | |
ALLOWANCES/ vocational/ rehabilitation programs

STIPENDS recognized by Federal, State, local

(Refer to WIA for governments to the extent they are not

treatment of WIA a reimbursement or specifically

income) excluded.

NOTE: If the earnings belong to a
child, refer to Child’s Earnings in this

chart.
TRANSITIONAL UNEARNED- TANF support payment ABD-I* |
SUPPORT used to pay for or reimburse the cost of FM-E

SERVICES (TANF) childcare, transportation, and
incidental expenses to an applicant or
recipient. TSS is available for a period
of six months beginning with the first
month of TANF ineligibility.

*For ABD Medicaid, do not deem
WSP income of the A/R’s parent or
spouse to the A/R.

TRUST FUND Unearned — Money in a trust fund.
PROCEEDS
* If the trust is not a Medicaid gl *1
Qualifying Trust (MQT), include as
income only those trust proceeds

actually provided to the A/R by the

trustee.
# 1f the trust is an MQT, refer to
TRUST FUND Section 2336, Trust, Medicaid
PROCEEDS Qualifying, for information on how to
(cont’d) treat the trust proceeds.
Verify by a copy of the trust document
VOLUME II/MA, MT 49 - 05/15 SECTION 2499-28
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

ELIGIBILITY - PL/CS
FAMILY OR ABD FOR ABD

DESCRIPTION/SPECIAL

LB 0HALIILTE DL INSTRUCTIONS/VERIFICATION

and contact with the trustee.

UNEMPLOYMENT Unearned — Benefits received from the |
COMPENSATION Department of Labor (DOL) by
BENEFITS (UCB) unemployed individuals. Usually

received weekly. Continue to count
until notified by the A/R of
termination.

Use DOL Clearinghouse for
verification of the amount and date of
weekly benefits.

UNION FUNDS

Unearned — Refer to Strike Benefits in
this chart.

UNIVERSITY YEAR
FOR ACTION (UYA)

Unearned — payments received under a
federal volunteer services program.

UTILITY PAYMENT
(HUD SECTION
8/GRFA/FMHA)

Unearned - *Refer to Housing and
Development (HUD) in this chart.

VACATION PAY

Earned — Any amount paid to
employees for a regular scheduled
period spent away from work or
regular duty. It includes amounts paid
even if the employee chooses not to
take a vacation. Refer to Wages in this
chart.

VENDOR PAYMENT

VENDOR PAYMENT
(cont’d)

UNEARNED-Money paid by an
outside source to a third party on
behalf of the AU for an expense.

Personal expenses paid for by another
person that does not make up for a loss
caused by that person.

Personal expenses paid for by another
person that makes up for a loss caused
by that person, and only restores the

individual to a position before the loss.

Housing assistance payments made by
a state or local government to a third
party on behalf of an AU residing in
transitional for the homeless.

VOLUME IVMA, MT 49 - 05/15

SECTION 2499-29
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INCOME

TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

, DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS

TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD

NOTE: If the vendor payment is made

with GA funds, refer to General

Assistance Vendor Payments in this

chart.

NOTE: For ABD Medicaid, consider

possibility of ISM. Refer to Section

2430,
VETERANS Refer to Section 2418 — VA Income
ADMINISTRATION | for a description of the different types
(VA) BENEFITS of VA income.
VA PENSION Unearned ABD-I |

FM-E

V A pensions are IBON and are not

entitled to the $20 general exclusion.

(Section 2505)
VA Unearned ABD-I I
COMPENSATION FM-E

V A compensation is not IBON.

EXCEPTION: Compensation received

by parents due to the service connected

death of their child is IBON.
VA EDUCATIONAL | Unearned ABD -1 E
BENEFITS

FM-E

Other VA Benefits Aid and Attendance E E
Which are NOT
Included As Income in | Unusual Medical Expense (UME) E E
the Eligibility reimbursement & Continuing Medical
Determination Expense (CME)

Housebound Allowance E E

Clothing Allowance E E
Augmented VA Unearned ABD-*1 *]
Benefits FM-E

*Refer to Section 2418, VA Income

for specifics on counting Augmented

VA income.

NOTE: Any portion of a VA check

augmented for dependents is income to
VOLUME II/MA, MT 49 - 05/15 SECTION 2499-30
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
INSTRUCTIONS/VERIFICATION FAMILY OR ABD FOR ABD

the dependent(s).

TYPE OF INCOME

Augmented VA Unearned ABD-*1 *]
Benefits FM-E
To NH/CCSP A/Rs * Refer to Section 2418, VA Income
for specifics on counting Augmented
VA income for LA-D A/Rs.

NOTE: Augmented VA benefits are
treated differently than augmented RR
benefits. The entire amount of an
augmented RR check is income to the
beneficiary.

VA Recoupment Repayment of VA benefits which are | E
deducted from the VA check. Count the gross Count the
amount for gross less
eligibility recoup-ment
determination
FM-E
VA Lump Sum Unearned ABD-*1 *1
FM-E

e Any portion of a VA lump
sum that is not VA Aid and
Attendance, is not VA UME
reimbursement or is not
augmented is counted as
unearned income for the
month of receipt.

VICTIM Unearned — Money received by a
RESTITUTION victim of a crime from a crime victim E E
restitution program, usually a

reimbursement for financial losses.

e The value of the payment does E E
not exceed the value of the
loss
e The value of the payment | |
exceeds the value of the loss.
VICTIM Count the excess value as
RESTITUTION income in the month of
(cont’d) receipt.
VOLUME II/MA, MT 49 - 05/15 SECTION 2499-31

Presumptive Eligibility Revised July 1, 2016 1-31



INCOME TREATMENT OF INCOME
CHART 2499.1 — TYPES OF INCOME IN MEDICAID
- DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
# The payment is a set monthly | |
amount based on a court
ruling. Count as income in the
month of receipt.
VISTA VOLUNTEER | Earned — Income received by VISTA E E
PAYMENT volunteers under Title I of the
Domestic Volunteer Services Act.
Included are payments from the Urban
Crime Prevention Program
VOLUNTEER
PAYMENT
RSVP Foster Unearned — Title II of Domestic E |
Grandparent/ Volunteer Services Act of 1973
VISTA Urban Crime
Prevention Unearned — Payments from Title L. E |
Exclude only if the A/R was receiving
FS or AFDC at the time they joined
Title I even if there is a break in
participation.
WAGES Earned — Payment given in return for | |
(SALARIES) labor, goods, and services rendered.
Wages may be paid on an hourly,
weekly, or daily basis.
Include commissions, tips, overtime,
vacation pay, bonus pay, flex benefits,
and the employee’s share of FICA
when paid by the employer.
Children in Placement | Reference Section 2833,
PROCEDURES, Earnings of an AFDC
Child, for exclusion criteria.
WORKER’S Unearned — payments awarded to ABD-I |
COMPENSATION injured employees or to their survivors. FM-E
Exclude any portion designated for
medical, legal, or related expenses paid
or deducted and not controlled by the
A/R in connection with claim.
Verify from the employer or from the
source of the payment.
WORKFORCE Earned — Income received while I I
INVESTMENT ACT | working as part of a WIA program.
VOLUME IVMA, MT 49 - 05/15 SECTION 2499-32
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INCOME TREATMENT OF INCOME

CHART 2499.1 - TYPES OF INCOME IN MEDICAID

, DESCRIPTION/SPECIAL ELIGIBILITY - PL/CS
TYPE OF INCOME INSTRUCTIONS/VERIFICATION | FAMILY ORABD | FORABD
WORK STUDY Earned — A plan operated by a post or E N/A
PROGRAM (Federal) | secondary school during the school
vear in which a student works on
campus and earns money.

WORK STUDY Earned — A plan operated by a post or
PROGRAM (Non- secondary school during the school I N/A
Federal) year in which a student works on

campus and earns money.

WORK SUPPORT A time limited cash supplement to a ABD-I* |
PAYMENTS (WSP) TANTF assistance unit that, because of FM-E
employment, either becomes ineligible
for TANF or experiences a reduction
in its TANF benefit amount and
declines ongoing TANF in order to
stop the TANF clock.

*For ABD Medicaid, do not deem
WSP income of the A/R’s parent or
spouse to the A/R.

YOUTH BUILD EARNED- Payments made through the I* I*
PROGRAM Youth Build Program.
PAYMENTS

*See WIA for treatment of this

income.
YOUTH PROJECT Unearned — Payments made through I* I*
PAYMENTS projects developed to assist youth in

acquiring work skills including the

following:

e  Youth incentive entitlement pilot
project

*  Youth community conservations
and improvement projects

e Youth employment

*See WIA for treatment of this
income.

VOLUME IVMA, MT 49 - 05/15 SECTION 2499-33
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CONVERSION CHART

IF PAID THEN

HOURLY Multiply the number of hours worked
per week times the hourly wage times
4.3333 weeks;

WEEKLY Multiply gross income times 4.3333;

BI-WEEKLY Multiply bi-weekly gross income times
2.1666;

SEMI- Multiply semi-monthly gross income

MONTHLY times 2;

YEARLY Divide yearly gross income by 12,

Revised
04/01/15

220% FEDERAL POVERTY GUIDELINES

FPL 2016 for Pregnant Woman Medicaid
Budget Group 220% Plus 5%
1 $2,178 $2,228
2 $2,937 $3,004
3 $3,696 $3,780
4 $4,455 $4,557
5 $5,214 $5,333
6 $5,973 $6,109
7 $6,735 $6,889
8 $7,498 $7,669
9 $8,262 $8,450
10 $9,023 $9,229
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APPENDIX

M MEMO

MEMO

Date Title
11/15/10 GAMMIS

12/7/10 Planning for Healthy Babies (P4HB)

3/9/12 Updated PE Changes/Corrections Procedures

1/31/13 Increase in Income Levels for Presumptive Eligibility Medicaid
4/15/13 SSI Pregnant Woman Update
12/23/13 Affordable Care Act Changes for Presumptive Eligibility Medicaid
1/14/14 PE Medicaid Training

4/7/14 Presumptive Eligibility Medicaid Federal Poverty Levels and Forms
02/20/15 Presumptive Eligibility Medicaid Federal Poverty Levels
03/04/15 GAMMIS system changes for Presumptive PGW and Presumptive WHM
07/09/15 Same Sex Marriage- How do we treat Income and Resources
08/21/14 RSDI Income of Tax Dependents for MAGI based Medicaid and

PeachCare for Kids determinations
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"\ GEORGIA DEPARTMENT OF

A\ CommuntTy HEALTH

2 Peachtree Street, NW
Atlanta, GA 30303-3159
Clyde L. Reese, Ill, Esq., Commissioner Sonny Perdue, Governor www.dch.georgia.gov

MEMORANDUM

To: Dr. Rony Francois, Director
Office of State Operations, Division of Public Health

From: Yvonne Greene, Eligibility Program Director 2
Medicaid Eligibility Policy (DCH)

Date: November 15, 2010
Subject: Public Health’s Presumptive Eligibility on GAMMIS

On November 1, 2010 the Department of Community Health transitioned to a new
Medicaid information system. Hewlett Packard Enterprise Services (HP) replaced
Affiliated Computer Systems (ACS) as the fiscal agent for the Medicaid Management
Information System (MMIS).

The new HP MMIS will be known as the Georgia Medicaid Management Information
System or GAMMIS. This memorandum is to provide the Division of Public Health
(PH) with new HP contact information for Presumptive Eligibility (PE) Pregnancy
Medicaid and Women’s Health Medicaid.

Member ldentification Cards

All Georgia Medicaid members will receive new member ID cards.

The Medicaid card will have information which coincides with the new GAMMIS
contract with HP Enterprise Services. The new cards will be distributed via mass mailing
by the end of October 2010.

Members that were already known to the system will continue eligibility with the
previously assigned 111 Medicaid ID number; however, members approved for the first
time on or after 11/1/10 will receive a Medicaid ID number beginning with 222.

Member/Provider Contact Center

The HP Member Contact Center will be available via phone Monday through Friday
(excluding state holidays) from 7 am to 7pm at 770-325-2331 local or toll free outside
metro area at 1-866-211-0950.

The HP Provider Contact Center will be available via phone Monday through Friday

(excluding state holidays) from 7 am to 7pm at 770-325-9600 local or toll free outside
metro area at 1-800-766-4456.
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Dr. Rony Francois
Page 2
November 9, 2010

Members/Providers can access eligibility information via GAMMIS web portal at
WWW.mmis.georgia.gov or the Interactive Voice Response System (IVRS) at 770-111-4456
(Providers) and at 1-866-211-0950 (Members).

The Presumptive Eligibility (PE) Corrections email box will be deactivated effective November
30, 2010 as all documents requiring updates must be scanned and completed by HP. PH will call
the Provider Contact Center for any GAMMIS updates needed or fax form 632 or 632W for
updates to HP at 1-866-483-1044.

Presumptive Eligibility Manual

The PE manual was not updated by ACS for 10/10; however, it is currently located at:
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ ALL/HANDBOOKS/Presum
ptive%20Eligibility.pdf. A few updates will be completed in the near future to correctly update the
manual with HP and GAMMIS information only; there are no changes in policy.

Forms

Requests for DMA forms can be submitted using the Contact Us feature located in GAMMIS web
portal or by contacting the HP mailroom supervisor, Milton Giles, at 770-492-5387.

Please distribute to all State Office Staff, supervisors and members of the PH team that process the
PE Pregnancy Medicaid and/or the PE Women’s Health Medicaid. If you have questions or need
additional information please contact Memi Wilson at 404-463-0521.

cc: Jon Anderson, Deputy Chief, Member Services & Policy
Isabel Blanco, DHS/DFCS Executive Director
Kathy Herren, DHS/DFCS Deputy Director Programs & Policy
Lynne Boring, Operations Director, DHS Office of Family Independence
Jonathan Duttweiler, DHS/DFCS Medicaid Policy Unit Manager
Gwendora Bailey, Director, DHS Right from the Start Medicaid
Mandy Corlee, Project Manager, DHS Right from the Start Medicaid
Sophia Jefferies, Program Consultant, Division of Public Health
Cathy Broom, Program Consultant, Division of Public Health
Lynnette Rhodes, DCH Legal Services
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X GEORGIA DEPARTMENT OF

CoMmMmuNITY HEALTH
2 Peachtree Street, NW
Atlanta, GA 30303-3159

Clyde L. Reese, 111, Esq., Commissioner Sonny Perdue, Governor www.dch.georgia.gov
MEMORANDUM
TO: Dr. Rony Francois, Director

Office of State Operations, Division of Public Health

FROM: Yvonne Greene, Eligibility Program Director 2 L&A
DCH Medicaid Eligibility & Policy 9

DATE: December 7, 2010
SUBJECT:  Planning for Healthy Babies (P4HB) — Family Planning Waiver

The Planning for Healthy Babies (P4HB) waiver covers Family Planning services to women ages
18 through 44 who are at or below 200 percent of the federal poverty level (FPL), who are not
covered by insurance including Medicare and not otherwise receiving benefits under another
Medicaid program. P4HB covers Inter-Pregnancy Care (IPC) services, including primary care
case management, for eligible women who have delivered a very low birth weight baby
(VLBW). Women, actively receiving Medicaid, that have delivered a very low birth weight
baby, may receive services in the Resource Mother component of P4HB. P4HB is a five-year
term demonstration waiver scheduled to begin January 1, 2011 and end in December 31, 2015.

The primary goals of the P4HB program are to reduce: Georgia’s low birth weight (birth weight
less than 2500 grams) and very low birth weight (birth weight less than 1500 grams) rates; the
number of unintended and high-risk pregnancies in Georgia; and Georgia’s Medicaid costs by
reducing the number of unintended pregnancies.

There are three levels of service under P4HB — Family Planning Services, Inter-Pregnancy Care
Services, and Resource Mother Services.

Family Planning Services

PAHB extends eligibility for Family Planning services to women aged 18 through 44 years who
are at or below 200 % of the most current FPL. All women are potentially eligible to meet the
program requirements for Family Planning services.

Family Planning services include medically necessary services and supplies related to birth
control and pregnancy prevention. Services include contraceptive management with a variety of
methods, patient education, counseling, and referral as needed to other social services and health
care providers
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Dr. Rony Francois
Planning for Healthy Babies (P4HB)
Page 2

Women approved for P4AHB will receive Family Planning services such as:
e Family planning exams

Birth control services and supplies including tubal ligations

Health education and counseling

Follow up visits with your family planning doctor or nurse

Counseling and referrals to community agencies and health care providers

Family planning lab tests such as pregnancy tests and pap smears

Screening, treatment and follow up for STDs (except HIV/AIDS and Hepatitis)

discovered during your family planning exam

Vitamin B9 (which is Folic Acid) supplements

e A Tetanus, Whooping Cough, and Diphtheria booster if you are age 20 or younger and
are due for a booster

e Hepatitis B vaccine if you are age 20 or younger and have not received this vaccine
before

Women enrolled in Family Planning services will have access to the family planning providers
only, and must enroll in a care management organization (CMO) prior to obtaining services.

All pregnant women members receiving any Medicaid Class of Assistance (COA) will receive a
letter in their eighth month of pregnancy informing them of the P4AHB program, along with a
P4HB application. The Department of Community Health’s goal is for all Medicaid COA cases
terminating will have a Continued Medicaid Eligibility (CMD) process completed; specifically
the Right From the Start (RSM) Pregnant Women would have a seamless transition into the
P4HB program after their 60 day transitional Medicaid ends, if they are ineligible for any
Medicaid program. RSM Pregnant Women approved for P4AHB may continue to use their same
CMO of either WellCare, Peach State or Amerigroup. P4HB women may contact the CMO for
additional information.

WellCare: georgia.wellcare.com or
call 1-866-231-1821 (TDD/TTY 1-877-247-6272)

Peach State: www.pshp.com or
call 1-866-704-1484 (TDD/TTY 1-800-659-7487)

Amerigroup: www.myamerigroup.com or
call 1-800-600-4441 (TDD/TTY 1-800-855-2880)

P4HB women have the right to change their CMO within the first 30 days of approval.
If the member selects a new CMO by the 23" of the current month, the change will be effective
the 1*' of the following month.
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Dr. Rony Francois
Planning for Healthy Babies (P4HB)
Page 3

Inter-Pregnancy Care Services

The P4HB program includes an Inter-Pregnancy Care (IPC) component for women aged 18
through 44 years at or below 200% of the most current FPL. who have delivered a VLBW baby
as of January 1, 2011.

Women enrolled in the IPC program will have access to the CMO’s family planning and primary
care providers, some dental services and Resource Mother services. This expanded eligibility
will: increase access to Family Planning services by permitting women to use private health care
providers as well as county public health departments and community health centers; and
reinforce the medical home concept by allowing women to choose their delivering physician or
prenatal care provider as their family planning provider.

Resource Mother Services

The P4HB program includes a Resource Mother component for women aged 18 through 44 years
at or below 200% for the most current FPL. These women will be actively receiving Medicaid
or PeachCare for Kids™ and have delivered a VLBW baby on or after January 1, 2011.

The Resource Mother services will assist these members with:
e Primary Care medical appointments

Arrange non-emergency medical transportation

Healthy eating choices and smoking cessation

Medications to treat chronic health conditions

Coordination of social services support

Obtaining regular preventive health visits

Obtaining immunizations for your child or children

¢ Finding local resources in your community

PSI will mail the Resource Mother letter to all pregnant women members receiving Medicaid.
The Resource Mother component enhances the member’s Medicaid or PeachCare for Kids™
coverage and a P4HB application is not required.

P4HB Program Requirements:

e Available to women aged 18 through 44 years who are at or below 200 % of the most
current FPL. The current FPL will be based on family size. Eligibility may begin the
month that the 18th birth date falls and will end the last day of the month that the 45th
birth date falls.
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Dr. Rony Francois
Planning for Healthy Babies (P4HB)
Page 4

e There is no resource test,

e Are U.S. citizens or qualified Immigrants.
e Must be a Georgia Resident.

e There is no three months prior coverage.

e Standard income deductions apply:
- $90 earned income
- $50 child support
- $200 under age 2 dependent care
- $175 over age 2 dependent care

e Eligibility for PAHB IPC services is limited to (24) twenty-four consecutive months. A
woman 1s no longer eligible for PAHB if she reaches the age limit or is no longer able to
become pregnant as a result of sterilization, surgical procedure, etc. If this is the case she
cannot reenroll in P4HB. If a woman becomes pregnant while enrolled in P4HB, after
verification of pregnancy, she may be transitioned into RSM Pregnancy Medicaid as the
Continuing Medicaid Determination (CMD) eligibility process. A former pregnant
woman may reenroll in P4HB after delivery of her child if she is not eligible for another
Medicaid program.

e All pregnant women approved for Presumptive Eligibility (PE) Medicaid should be given
P4HB information along with the Women, Infants and Children (WIC) program
information.

¢ Required to report changes within (10) ten days.

e P4HB is subject to an annual review.

P4HB Application and Process

The P4HB PDF application form, poster and resource material are attached and can be printed
locally or the Division of Public Health (PH) can email Ms. Duncan at cduncan@dch.state.ga.us
to obtain applications, posters and resource material by mail. Each PH office should maintain a
supply of applications and resource material on hand at all times. At minimum, all PH lobbies
should contain the P4HB poster clearly displayed for the general public.
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Dr. Rony Francois
Planning for Healthy Babies (P4HB)
Page 5

All applications will be mailed or faxed to Policy Studies, Inc. (PSI) at:
P4HB

P.O. Box 1810

Atlanta, GA 30301-1801

Fax: 1-888-744-2102

Applicants may access an on-line application at www.planning4healthybabies.org.

All changes reported by the applicant or member; any questions regarding P4HB; and all
applications and reviews will be completed by PSI. Applicants and members can call toll free 1-
877-P4H-B101 (744-2101).

P4HB allows 18 year old females to be in their own case even if they live with their mother as
long as she is also active in the P4HB program. Budget groups will be calculated as they

currently are which will include the spouse, and their mutual child(ren), (biological or adoptive).

P4HB Aid Categories and New CMO Card

Family Planning- 181; will receive a pink CMO card

Inter-Pregnancy Care- 180; will receive a purple CMO card

Resource Mother Family Medicaid- 182; will receive a yellow CMO card
Resource Mother ABD/SSI Medicaid- 183; will receive a yellow CMO card

Please distribute to all State Office Staff, supervisors and members of the PH team that process
the PE Pregnancy Medicaid and/or the PE Women’s Health Medicaid. If you have questions or
need additional information please contact Memi Wilson at 404-463-0521.

Attachments

(¢ o Jon Anderson, Deputy Chief, Member Services & Policy
Isabel Blanco, DHS/DFCS Executive Director
Kathy Herren, DHS/DFCS Deputy Director Programs & Policy
Lynne Boring, Operations Director, DHS Office of Family Independence
Jonathan Duttweiler, DHS/DFCS Medicaid Policy Unit Manager
Gwendora Bailey, Director, DHS Right from the Start Medicaid
Mandy Corlee, Project Manager, DHS Right from the Start Medicaid
Lynn Campbell, DCH Family Planning Program Manager
Kaprice S. Welch, DCH Women’s Service Director
Sophia Jefferies, Program Consultant, Division of Public Health
Cathy Broom, Program Consultant, Division of Public Health
Lynnette Rhodes, DCH Legal Services
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Georgia DEPARTMENT OF
CommuniTy HEALTH

David A. Cook, Commissioner Nathan Deal, Governor

2 Peachtree Street, NW | Atlanta, GA 30303-3159 | 404-656-4507 | www.dch.georgia.gov

MEMORANDUM

To: Dr. Seema Csukas, Interim Program Director
Maternal and Child Health and WIC Programs
Department of Public Health

From: Yvonne Greene, Eligibility Program Director 2 M
Medicaid Eligibility Policy (DCH) f

Date: March 9, 2012
Subject: Updated Presumptive Eligibility (PE) Changes/Corrections Procedures

The PE Pregnancy manual scheduled for update April 1, 2012 will reflect these changes. These
procedures apply to PE Pregnancy Medicaid and PE Women’s Health Medicaid.

CURRENT PROCEDURES

Qualified Providers (QPs)/Department of Public Health (DPH) cannot make any changes to an
eligible active PE case using the Georgia Medicaid Management Information System (GAMMIS)
web portal. Any changes that need to be updated are emailed to pecorrections(@dch.ga.gov .
Corrections are completed Monday-Friday, 8:00 AM — 5:00 PM.

DCH has not finalized the system fix for PE cases to be entered when a member has an active
Planning for Healthy Babies (P4HB) case. The QP/DPH has to fax the 632 or 632W form to Memi
Wilson to have the PE manually updated and P4HB closed.

NEW PROCDURES

Effective immediately, but no later than 4/1/12, QP/DPH will fax required PE correction requests
directly to the DCH fiscal agent, HP, using the attached coversheet. Required changes include:
Name

Address

Residential County Code

Social Security Number

Date of Birth

Duplicate ID Merge

Application Date

Healthcare Facility Regulation | Health Information Technology | Medicaid | State Health Benefit Plan

Equal Opportunity Employer
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Additional corrections that can be made with any of the required changes listed above include:
Administrative County Code

Race

Ethnicity

Citizenship

Expected Birth Date of Fetus

Number of Births

COVYERSHEET
The attached coversheet should be copied and pasted on to your office lettcrhead. This is the only alteration
allowed to this coversheet. This coversheet should only be used to report required corrections to PE cases. The

form 632 or 632W must be faxed with this coversheet as page two (2); no additional pages should be attachcd to
the fax for PE corrections.

If the 632 or 632W is not attached, HP will not make the change.
If HP cannot read the 632 or 632W they will attempt one time to contact the person who faxed the request. If no
contact is made by QP/DPH, the PE change will not be completed.

The coversheet contains four (4) sections.
1. Identify PE

PRESUMPTIVE ELIGIBILITY CHANGES/CORRECTIONS
FAX TO: HP Member Enroliment TODAY'’S DATE:
1-866-483-1045

UPDATE (check one): PE PREGNANCY PE WHM
Attach Form 632 Attach Form 832w

Add today’s date and check which PE program will be corrected. The HP fax number should be used by QP/DPH
and the Division of Family and Children Services (DFCS) offices only.

Only one complete fax is needed. Change requests faxed to HP, Monday-Friday,
8:00 AM - 4:45 PM will be completed in three (3) business days.

QP/DPH can access GAMMIS on the Web portal to determine that the change was completed; there will be no
notification of the completion,
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2. Required Changes/Corrections Needed

Name O

Address []

Residential County Code OJ
Social Security Number ]

Date of Birth OJ

Duplicate ID Merge: Original Duplicate

Application Date (only if the application date is in another month) (I

Check the appropriate box(es) on the change(s)/correction(s) as needed. Each of these changes can be found on
the attached 632 or 632W form except for duplicate ID numbers.

The following required changes/corrections are needed so the member can receive correct PE services by
providers:

Namc —member cannot receive prescriptions when the name is spelled wrong and/or the first and last name are
reversed.

Address —the Care Management Organizations (CMOs) begin to mail their welcome aboard packets to members
using this address. The member has a limited amount of time to choose their CMO, otherwise a CMO will be
chosen for them.

Residential County-the Non Emergency Transportation (NET) uses this code to provide services.

Social Security Number- used to match with other systems. If the member needs assistance and does not have
their member ID number this is one way the providers/HP/DCH can identify the member.

Date of Birth- if the member needs assistance and does not have their member ID number this is one way the
provider/HP/DCH can identify the member,
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3. Additional changes

Administrative County Code O

Race: [JAmerican Indian or Alaskan  TAsian  [CBlack [JCaucasian
O Hispanic  OOther: (specify)

Ethnicity: Hispanic O N/A O

Citizenship: L1 U.S. Citizen 0 Qualified Immigrant 3 lllegal Immigrant
O Other: (specify)

Expected Birth Date of Fetus [J

Number of Births [J

If “additional changes™ are the only changes requested do not fax the form to HP. These changes will be updated
in GAMMIS when the full Medicaid detcrmination is completed.
HP will not make any “additional changcs” if there is not a required change/correction.

4. Contact Information

CONTACT INFORMATION:
Name of person completing this form:

Please Print Clearly
Direct phone number of person completing this form:

The person submitting the form to HP will need to provide a name and direct phone number in this section. This
may nol necessarily be the person that completed the 632 or 632W form. This section is used if HP or DCH needs
to contact this individual to obtain information to update the PE: please print clearly.

PE CORRECTIONS EMAIL BOX

This email box will now be used to report PE cases that cannot be updated due to a system error message given to
QP/DPH on the PE Panel screen. All PE should be added to GAMMIS using the web portal. You will not be able
to add a PE to the web portal when the member is active for PAHB.
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QP/DPH may not see the active PAHB when screening on the web portal because the member is not
enrolled in a Managed Care Healthy Baby (MCHB) plan. MCHB may be either WellCare,
Amerigroup, or Peach State. Until the system fix is completed, you will not be able to add PE on
the web portal for an active PAHB member.

[f the QP/DPH has the ability to scan the 632 or 632W form they can email the form to
pecorrections@dch.ga.gov : or fax the 632 or 632W form only to 1-770-302-8169.

After 4/1/12 any documents faxed to the PE Corrections email box other than the 632 or 632W
forms will not be acted upon.

Please distribute to all State Office Staff, supervisors and members of the QP team that process the
PE Pregnancy Medicaid and/or the PE Women’s Health Medicaid. If you have questions or need
additional information please contact Memi Wilson, Family Medicaid Program Consultant, at 404-
463-0521. '

cc:  Jon Anderson, DCH Deputy Chief, Member Services & Policy
Jonathan Duttweiler, DHS/DFCS Medicaid Policy Unit Manager
Gwendora Bailey, DHS/DFCS Director Right from the Start Medicaid
Sophia Jefferies, Program Consultant, Department of Public Health
Cathy Broom, Program Consultant, Department of Public Health
Lynnette Rhodes, DCH Legal Services
HP File
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MEMORANDUM

TO: Dr. Seema Csukas, Interim Program Director
Maternal and Child Health and WIC Programs
Department of Public Health

FROM: Yvonne Greene, Eligibility Program Director 2
Medicaid Eligibility Policy (DCH)

DATE: January 31, 2013
SUBJECT: Increase in Income Levels for Presumptive Eligibility (PE) Medicaid

The poverty level income limits used to determine Presumptive Eligibility Medicaid have changed. Income limits
are based on the federal poverty guidelines that are revised and published annually. These new income limits
should be used for all Presumptive Eligibility determinations completed by the Department of Public Health,
beginning February 1, 2013.

Federal Poverty Guidelines

Family Size ) Monthly Income Limit

$1916

$ 2586

$ 3256

$ 3926

$ 4596

$ 5266

$ 5936

$ 6606
EACH ADDITIONAL PERSON ADD: $670

0~ On o e LD D

Please distribute to all State Office Staff, supervisors and members of the DPH team that process the PE Pregnancy
Medicaid and/or the PE Women’s Health Medicaid. If you have questions or need additional information please
contact Memi Wilson, mwilson@dch.za.cov, at 404-463-0521.

cc: Jon Anderson, Deputy Chief, Member Services & Policy
Jonathan Duttweiler, DHS/DFCS Medicaid Policy Unit Manager
Gwendora Bailey, Director, DHS Right from the Start Medicaid
Sophia Jefferies, Program Consultant, Division of Public Health
Cathy Broom, Program Consultant, Division of Public Health
Lynnette Rhodes, DCH Legal Services
Federally Qualified Health Centers/Rural Health Centers
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December 23, 2013

MEMORANDTUM

TO: Dr. Seema Csukas, Director

Maternal and Child Health Section, Department of Public Health

FROM: Yvonne Greene, Eligibility Program Director 2 L )
Medicaid Eligibility Policy (DCH) :3 )
RE: Affordable Care Act Changes for Presumptive Eligibility Medicaid

The purpose of this Memorandom is to inform Qualified Providers (QF) of the Affordable Care Act
(ACA) changes to the Presumptive Eligibility (PE) Medicaid effective January 1, 2014,

FEDERAL POVERTY TLEVEL (FPL)

For PE Pregnancy Medicaid and PE Women's Health Medicaid (WHM) the FPL will increase from
200%% to 220%. The Centers for Medicare and Medicaid Services (CMS) provided clarification on
how to caleulate the 5% FPL deduction amount. disregard any previous income charts that were

distributed.

Eamily PGW _ 2% iy PGW _ 5%
Size Disregard Size Plus Disregard
amount amount

220% Plus 5% 220% 5%

1 52,108 52,156 $48 11 29,478 | 59,694 §216

2 52845 52,910 $65 12 1510215 510,448 §233

3 53,582 53,664 $82 13 510,952 | 511,201 5249

4 54,319 54,418 $99 14 $11,689| 511,955 5266

5 55,056 55,171 5115 15 512,426 512,709 5283

6 55,793 55,925 5132 16 513,163 | 513 463 $300

7 56,530 56,679 5149 17 513,900 | 514,216 $316

8 57,267 57433 $166 18 | 314,637 [ 514,970 §333

9 58,004 58,185 §182 19 | 515374 [ 515724 §350

10 58,741 58,939 $199 20 316111516478 5367
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FORMS
The PE application forms 632 (PE Pregnancy) and 632W (PE WHM) have been revised.

The single streamlined application will be vsed as the full Medicaid application for PE Pregnancy
Medicaid. The current full Medicaid application form 94 will continue to be used for PE WHM.

The HIPAA form 5460 was revised and should be vsed when the Division of Family and Children
Services (DFCS), or the Bight from the Start (BSM) Project. is able to supply QPs the revised form.
Ounly the signature page four (4) will need to be included in the PE Packets. The current HIPAA
form 5460 can be used until the revised form has been supplied. or QPs in house HIPAA form can
be nsed temporarily so the cost of coptes is not incurred.

DCH has requested all original versions of the HIPAA form 5460 from DFCS’ central supply be
delivered to the local DPH offices as these forms are still valid vatil supplies have been depleted.

Copies of these forms are attached to this Memorandum and are included in the PE manuvals on line
for January 1, 2014,

ACA CHANGE FOE PE MEDICATD

The PE Pregnancy Medicaid determination process will change significantly due to the ACA.
These changes are included in the uwpdated PE ACA Pregnancy Manual available January 1, 2014
on the Georgia Medicaid Management Information System (GAMMIS) Web Portal. DCH
completed introduction training on these changes in October 2013.

PE WHM Medicaid will only have the FPL change and updated form 632W; no other changes will

occur. PE WHM changes are included in the updated PE ACA WHM Manual available January 1,
2014 on the GAMMIS Web Portal.

QF wotkers that complete both PE Pregnancy and PE WHM Medicaid must be cautious of the
differences in determining PE Medicaid beginning January 1, 2014,

PE TEAINING
Due to changes with the VICs scheduling, PE Pregnancy and PE WHM training dates will be still

be conducted quarterly; however, the dates will be different and announced once DCH receives the
confirmation of the new dates for 2014,
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PREGNANCY COERECTIONS

Changes with the ACA require PE Pregnancy Medicaid to accept the applicant’s statement of
pregnancy and the nomber of expected births. Medical verification is not allowed prior to the PE
Pregnancy approval. If the applicant is approved for PE Pregnancy Medicaid and it is discovered
afterwards that she is not pregnant, this case mmst be reported to DCH immediately for closure.

Email Memi Wilson at mwilson@dch ga. gov with the subject line indicating PE closure. The email
will contain the beneficiary’s name and member ID number to be closed; or fax the 632 form
indicating on the form she is not pregnant to 770-344-4232,

QUALTFTED HOSPITALS

The ACA requires that Qualified Hospitals (QH) have the option to complete PE Medicaid for
Pregnancy. WHM. Parent/Caretaker with Child(ren). Children Under 19 Years of Age. and Former
FosterCare Medicaid. Successful completion of PE training is required for QHs making PE
determinations.

CMS must approve the PE Hospital Manual and updates to GAMMIS must be completed prior to
allowing QHs to complete PE Medicaid applications.

PE training will be completed quarterly at DCH. The first training 15 scheduled Febrary 5, 2014
with additional traiming offered the first Wednesday in April. July and October; WebEx training and
onsite traiming will also be available.

ATTACHMENTS

ce: Jon Anderzon, Deputy Chief, Member Services and Policy
Ann Carter, Operations Divector, DEFCS Office of Family Independence
Jonathan Duttweiler, Medicaid Policy Unit Manager, DFCS Office of Family Independence
Judy Adan, Interim BSM Project Director
Tara Dickerson, DCH Legal Services Director
Wesley Merritt, DCH QC Program Digector 2
Sheila Alexander, PeachCare for Kids® Program Director
Barbara E. Crane. Director, Office of Cancer Screening and Treatment, DPH
Cathy Broom. Program Consultant. DPH
Barbara Vance, Myers and Stauffer
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Janmary 14, 2014
MEMORANDUM
T0O: Dr. Seema Csukas, Director
Maternal and Child Health Section, Department of Public Health
FROM: Yvonne Greene, Eligibility Program Director 2 Jng
Medicaid Eligibility Policy (DCH) ;
RE: Presumptive Eligibility Medicaid Training

The purpose of this Memorandum is to inform Qualified Providers (QF) and Qualified Hospitals
(QH) of the Presumptive Eligibility (PE) Medicaid Training dates for 2014 and also to provide
information about the additional page en PE Medicaid applications to add budget group members.

PE PREGNANCY MEDICATD

Quarterly VICs PE Pregnancy Medicaid training is scheduled to begin at 9:00 AM and end at 3:00
PM on the dates and at the locations listed below. Lunch is planned for 12:00 PM to 1:00 PM.

Febrary 26th (10th floor)

May 28th (16th floor)

Aungust 27th (16th floor)

November 26th (16th floor)

January 23rd has been scheduled as a specialized training for PE Pregnancy Budget Groups
training (16th floor).

PE WOMEN'S HEAT.TH MEDICATD (WHRM)

Quarterly VICs PE WHM training is scheduled to begin at 9:00 AM and end at 3:00 PM on the
dates and at the locations listed below. Lunch is planned for 12:00 PM to 1:00 PM.

Febroary 20th (10th flocr)
May 15th (16th floor)
Angust 215t (16th floor)
November 20th (16th floor)
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PE HOSPITAL MEDICATID TRAINING

Quarterly PE Hospital Medicaid training is scheduled to begin at 9:00 AM and end at 3:00 PM.
Lunch is planned for 12:00 PM to 1:00 PA. Training will take place on the dates listed below in the
Department of Community Health, 5™ floor Overflow room. DCH is located at #2 Peachtree Street,
Atlanta Georgia 30303.

Febmary 5th
April 2nd
July 2nd
October 1st

FORMS

A second page has been created for Qualified Providers and Qualified Hospitals to add budget
group members if additional lines are needed. This second page can be used for PE Medicaid
application forms 632 PE Pregnancy Medicaid, 632W PE WHM and 632H Qualified Hospital
Presumptive Eligibility Determination.

When page two 1s used it will be included in the PE Packet. All PE Pregnancy Packets will
continue to be given to the Right from the Start Medicaid (RSM) Project or the Division of Family
and Children Services (DFCS) office; all PE WHM Paclkets will continme to be faxed to
ARROWHEAD daily; all PE Hospital Packets will be faxed to DCH daily.

ATTACHMENT

cc: Jon Anderson Deputy Chief Member Services and Policy
Ann Carter, Operations Director, DFCS Office of Family Independence
Jonathan Duttweiler, Medicaid Policy Unit Manager, DFCS Office of Family Independence
Judy Adan, Interim RSM Project Director
Tara Dickerson, DCH Legal Services Director
Wesley Merritt, DCH QC Program Director 2
Sheila Alexander, PeachCare for Kids® Program Director
Barbara E. Crane, Director, Office of Cancer Screening and Treatment, DPH
Cathy Broom, Program Consultant, DPH
Panla Brown, Project Officer, DFH
Barbara Vance, Myers and Stanffer
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MEMOEBANDTUM

TO: Dir. Seema Caukas, Director
Maternal and Child Health Section, Department of Public Health

April 7, 2014

FROM: Yvonne Greene. Eligibality Program Director 2
Medicaid Eligibility Poliey (DCH)

RE: Presumptive Eligibility Medicaid Federal Poverty Levels and Forms

The purpose of this Memorandum is to inform Qualified Providers (QP) and Qualified Hospitals
(QH) of the Presumptive Eligibility (PE) Medicaid Federal Poverty Levels (FPL) for 2014 and to

provide the revised PE forms.

FEDERAL POVERTY TLEVEL (FPL)

Az a result of the Affordable Care Act (ACA) the Centers for Medicare and Medicaid Services
(CMS) increased the FPL for PE Pregnant Women Medicaid from 200% to 220% effective January
1,2014. This year, Georgia will implement the annual cost of living increase effective April 1,

2014,
PE Pregnant Women Medicaid 220% FPL Effecrive 4/1/14

Budgzet 220% Sl 220%0 Budget 220% 3% 220%

Group FFL Deduction | Plus 5% | Group FFL Deduction | Plus 5%
1 N/A N/A N/A 11 D580 118 9807
2 1885 66 1051 12 10335 135 10570
3 363l 82 714 13 11081 152 11333
4 4374 100 4474 14 11827 el 13006
5 5118 117 2235 15 12573 186 12850
(i) 5864 134 008 16 13319 303 13622
7 6607 151 6758 17 14065 320 14385
8 7351 148 7519 15 14811 337 15148
9 8097 184 8281 19 15557 354 159011
10 8843 01 9044 20 16303 71 16674

Add $746 to the net income limit, and $17 to the deduction, for any additional individual{z) added.

Health Information Technology | Healthcare Facility Regulation

Presumptive Eligibility Revised July 1, 2016

Medical Assistance Plans

Equal Oipportunity Employer

State Health Benefit Plan

M-21



OF COMMUMNITY HEALTH

/’_ﬁ GEORGIA DEPARTMENT
T

Dr. Seema Csulas
Presumptive Eligibility Medicaid Federal Poverty Levels and Forms
Page 2 of 4

The FPL for PE Women's Health Medicaid (WHM) remained 200% effective January 1. 2014
through March 31, 2014, This year Georgia will implement the annual cost of living increase
effective April 1, 2014,

PE Women's Health Medicaid 200% FPL Effective 4/1/14

Budget 200%p Budget 200%

Group FFL Group FFL
1 1946 11 8716
2 2622 12 9304
3 3300 13 10072
4 3976 14 10750
5 4652 15 11428
(1] 5330 16 12106
7 6006 17 12784
8 6682 18 13462
9 7360 19 14140
10 8038 20 14818

Add $678 to the net income limit for any additional individual(s) added.
FORMS

The PE Medicaid forms have been updated as fillable PDF forms. Instructions for completion are
located in each PE Medicaid manuals.

DMA 632 PE Pregnant Women Medicaid Application

DMA 632/632H PE Medicaid Page 2

DMA 632W PE Women's Health Medicaid Application

DMA 632W PE WHM Page 2

DMA 634 Approval Notice of Action for PE Pregnant Women Medicaid
DMA 634 Denial Notice of Action for PE Pregnant Women Medicaid
DMA 634W Approval Notice of Action for PE WHM

DMA 634W Denial Notice of Action for PE WHM

Page two (2) of DMA 632/632H and DMA 632W is used when more space is needed for additional
household members and should be included in the PE Packet when used. All PE Pregnancy Packets
will continue to be given to the Right from the Start Medicaid (E.SM) Project or the Division of
Family and Children Services (DFCS) office; all PE WHM Packets will continue to be faxed to
ARFOWHEAD daily; all PE Hospital Packets will be faxed to DCH daily.
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The Quick Guide for Women's Health Medicaid and Pregnant Women Medicaid forms have also
been updated.

THIRD PARTY TTABTT.ITY (TPL)

A Third Party resource means any individual, entity or program that is or may be liable to pay all or
part of the costs for medical assistance fornished under Medicaid.

The Department of Community Health (DCH) requires all Medicaid providers to take reasonable
measures to determine the legal liability of the third parties who are liable to pay for services
furnished under Medicaid Medicaid is the secondary payer of claims when a TPL exists and
providers should file Medicaid claims accordingly. DCH has developed a process for the
Department of Public Health (DFH) to follow should an error code appear for a Medicaid claim
after the TPL was billed. DPH should refer to their District Billing Supervizor on the procedures to
follow. All other claim issues are to be referred to the DPH's Provider Representative by calling 1-
8500-766-4456 or using the Contact Us feature on the Georgia Medicaid Management Information

System (GAMMIS) at www mmis georgia. gov/portal

A DMA 285 form should be completed after a PE application has been approved, if TPL 13
discovered either verbally by the beneficiary or the TPL is listed on GAMMIS.

The only requirement for a PE beneficiary is to agree to cooperate with Medicaid regarding their
TPL by completing the top part of the DMA 285 form and sign/date both signatore sections at the
bottom. If the beneficiary indicates they no longer have the TPL listed on GAMMIS, have them
complete these same sections and indicate on the DMA 283 “Cancelled™.

The beneficiary is not required to provide their insurance card, but if they have it with them the
QP/QH should make a photocopy of the front and back of the card. Wirite the beneficiaries name
and Medicaid ID mumber on the photocopy and include this page with the DMA 285 form to be
either mailed (new address) or faxed to:

Health Management System (HMS)
900 Circle 75 Parkway
Suite 650
Atlanta, GA 30339
OF.
Fax: 770-937-0180

The DM A 285 form i= located in the PE Manuals and on GAMMIS.
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PE PREGNANCY CORRECTIONS

Changes with the Affordable Care Act (ACA) require QPs/QHs to accept the applicant’s statement
of pregnancy and the number of expected births. Medical verification is not allowed prior to the PE
Pregnant Women Medicaid approval If the applicant is approved for PE Pregnant Women
Medicaid, and it 15 medically verified afterwards that she is not pregnant, this case must be reported
to DCH immediately for closure.

Email Memi Wilson at mwilson@dch ga. gov with the subject line indicating PE closure. The email
will contain the beneficiary’s name, member ID number. and the date of the medical verification the
beneficiary is not pregnant. If the PE Pregnant Women Medicaid was approved the same day, fax
the PE Pregnant Women Medicaid packet and include a copy of the email to 770-344-4232; DCH
will forward the PE paclet to the Division of Family and Children Services (DFCS) for immediate
action.

PE PREGNANT WOMEN MEDICATD CTLOSURES

When a beneficiary”s PE Pregnant Women Medicaid case has closed, and the full Medicaid case
has not updated, DPH will speak with their Right from the Start Medicaid (FRSM) worker to resolve.
QPs/QHs are not avthorized to complete back-to-back PE applications. The ACA only allows one
approved PE Pregnant Women Medicaid per the same pregnancy.

Please distribute to all State Office Staff, supervisors and members of the QP team that process the
PE Pregnant Women Medicaid and/or the PE Women's Health Medicaid. If vou have questions or
need additional information please contact Memi Wilsoen mwilsen@dech ga. gov, Family Medicaid
Program Consultant. at 404-463-0321.

ATTACHMENTS

cc: Jon Anderson, Deputy Chief Member Services and Policy
Ann Carter, Operations Director, DFCS Office of Family Independence
Jenathan Duttweiler, Medicaid Policy Unit Manager, DFCS Office of Family Independence
Eristen Hernandez, B.SM Project Director
Tara Dickerson, DCH Legal Services Director
Wesley Merritt, DCH QC Program Director 2
Sheila Alexander, PeachCare for Kids® Program Director
Barbara E. Crane. Director, Office of Cancer Screening and Treatment, DPH
Cathy Broom. Program Consultant, DPH
Paula Brown, Project Officer, DPH
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February 20, 2015
MEMORANDUM

TO: Dr. Seema Csukas, Director
Matemal and Child Health Section, Department of Public Health
b [
FROM: Yvonne Greene, Eligibility Program Director 2 ”ﬁ\
DCH Medicaid Eligibility & Policy =T

RE: Presumptive Eligibility Medicaid Federal Poverty Levels for 2015

The purpose of this memorandum is to inform Qualified Providers (QP) of the
Presumptive Eligibility (PE) Medicaid Federal Poverty Levels (FPL) for 2015. The

following federal poverty level and income increases are based on the Center for
Medicare and Medicaid Services (CMS) 2015 Federal Poverty Level Guidelines at 100%
for the 48 contiguous States and the District of Columbia. Please use thess income
limits in processing presumptive eligibility effective April.1, 2015.

PE Pregnant Women Medicaid FPL at 220% effective April 1, 2015

Budget | 220% 5% 220%

Group FPL | Deduction | Pius 5%
1 NIA NIA /A
2 2921 67 2088
3 3684 84 3768
4 4446 102 4548
5 52009 118 5328
6 5072 136 6108
7 6734 154 6888
8 7497 171 7668
9 8260 188 8448
10 9022 206 9228
1 g785 223 10008
12 10548 240 10768

Add $763 to the net income limit, and $17 to the deduction, for any additional
individual(s) added
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February 20, 2015
Dr. Seema Csukas

Women's Health Medicaid (WHM) remains at 200% of the Federal Poverty Level. Please
use this income limit chart effective April 1, 2015.

Budget 200%

Group FPL

1962

2855

3348

4042

4735

5429

6122

6815

7509

8202

BBO5

b e g L= £ B =T 2 M DR KT

8589

Add $694 to the net income limit for any additional individual(s) added.

Please distribute to all State Office Staff, Supervisors, and members of the QP team that
process the PE Pregnant Women Medicaid and for the PE Women's Health Medicaid. If
you have any questions or need additional information please contact Karen Y. Houston,
Family Medicaid Program Consultant, at 404-857-7270,

cc:  Bonnie Taylor, Interim Deputy Chief, Member Services and Policy
Ann Carter, Operations Director, DHS Office of Family Independence
Kristen Hermandez, RSM Project Director
Tara Dickerson, Deputy General Counsel
James Knox, Director, Medicaid Legal Services
Randall Solomon, Interim Member Enroliment Director
Wesley Merritt, QC Program Director 2
Sheila Alexander, PeachCare for Kids® Frogram Director
Barbara Vance, Myers and Stauffer
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m GEORGIA DEPARTMENT
oF COMMUNITY HEALTH
=

Mathan Deal, Governor Clyde L. Reese lll, Esg., Commissioner

2 Peachiree Street, NW | Aflanta, GA 30303-3159 | 404-856-4507 | www.dch.georgia.gov

March 4, 2015

MEMORANDUM

TO: Dr. Seema Csukas, Director
Matemal and Child Health Section, Department of Public Health

FROM: Yvonne Greene, Bligibility Program Director 2
Medicaid Eligibility Folicy (DCH)

RE: GAMMIS system changes for Presumptive Pregnant Women and Presumptive
Women's Health Med caid

The purpose of this Memorandum is to inform Qualified Providers of the system changes within
GAMMIS in reference to the begin date of eligibility for persons who are determined
presumptively eligible and changes to the panels implemented on 02/26/15.

Presumptive Eligibility {(PE} Start Date

Members determined Presumptively Eligible will have an eligibility start date based on the date
the Qualified Provider determines the member eligible for Presumptive Eligibility. The member's
eligibility will no longer revert to the first day of the month.

Women's Health Medicaid Panel Changes

« Women's Healthcare Request panel has been changed to Women's Health Medicaid
Panel

* Determination/Eligibility Begin date field- This field will replace the Eligibilty Begin Date
field. The date in this field will represent member's effective date of sligibility. The
system will default to the current date. The member's eligibility will na longer revert to the
first day of the month.

= Net income =The members calculated net income

= Application date- This is the datethe member applied for PE services. This date cannot
be more than 30 calendar days in the past or futre.

= Medicaid Application submitted Y/N- Select Y or N if the member completed a full
Medicaid application,

Health Information Technology | Healthcare Fac ity Regulation | Medicaid | State Healt Benefit Plan

Equ ad Opportun ity Emgloyer
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Dr. Seema Csukas

GAMMIS changes for Presumptive Pregnant Women and Presumptive Women's Health
Medicaid

Page 2

Pragnant Panel Changes:

*» Determination/Eligibility Begin date field- This field will replace the Eligibility Begin Date
field. The date in this field will represent the member's effective date of eligibility. The
system will default to the current date. The member's eligibility will no longer revert to the
first day of the month. Application Date- This is the date the member applied for PE
services. This date cannot be more than 30 calendar days in the past or future.

» Net taxable income -The member's net taxable income.

Medicaid Application Submitted Y/N- Select Y or N if the member completed a full
Medicaid application,

* Presumptive Pregnant Women will now have the aid category of 864. Aid category 865
will no longer be available: however the member wil be eligible to receive the same level
of coverage and services.

Please distbute to all State office staff, supervisors, and members of the QP team that process
the PE Pregnant Women Medicaid and /or the PE Women's Health Mad esid If you have any
questions or need additonal information please contact Anika Wash ington,

awashinglon @dch. ga. gov, Program Consultant at 404-857 .7 283.

cc: Jonathan Duttweller, Deputy Chie{ Member Services and Policy
Ann Carter, Operations Direcpr, DFCS Office of Family Independence
G nger Henry, Interim Medicaid Policy Unit Manager, DFCS Offge of Family Independence
Kristen Hernandez, RSM Project Diector
Tara Dickerson, Deputy General Counsel
James Knox, Director, Medicaid Legal Services
Wesley Merritt, Qualty Control Program Director
Shelia Alexander, PeachCare for Kids® Program Direc pr
Barbara E. Crane, Director, Off ce of Cancer Screening and Treatment DPH
Cathy Broom, Pregram Consultant, DPH
Paula Brown, Project Offcer, DPH
Barbara Vance, Myers and Stauffer
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GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

Nathan Deal, Governor Clyde L. Reese lll, Esq., Commissionar

2 Peachiree Street, NW | Atianka, GA 30303-3159 | 404-656-4507 | www.dch georgla. gov

July 9, 2015

MEMORANDUM

TO: Ginger Henry, Medicaid Palicy Unit Manager
DFCS Office of Family Independence

FROM: Yyonne Greene, Eligibilty Program Director 2 [J-ﬁ'
DCH Medicaid Eligibility & Policy 5

RE: Same Sex Marage - How do we (reat Income and Resources?

Question:

Ifwe have a same sex marrled couple, how do we treat income and resources, bath if they indicate
they file jointly or indicate they fila separately. How do we determine who gets included in a
ParentiCaretaker with chilkdren budget, if income eligible?

Response:

On June 26, 2015, the Supreme Courl, in United States v. Obergefell ET AL v. Hodges, Diractor,
Ohio Depariment of Health, ET AL. held * The Fourteenth Amendment requres a State to icanse
a marriage batween two peaple of the same sex and to recognize a marmiage between two people
of the same sex when their mamage was lawfully licensed and performed out of state.” In addition
“The Cour, in this decision, holds same-aex couples may exercise the fundamental right to marry
in &l States, It follows that the Court also must hold = and it now does hold = that there is no
lawful basis for a State to refuse to recognize a lawful same-Sex mamiage performed in ancther
State on the ground of its same-sex character,’ Governar Deal States Georgia will abide by the
Federal law. As of June 26, 2015 Georgia recognizes same sex marriage for the Medicaid and
PeachCare for Kids® programs.

For Medicaid Modified Adjusted Gross Income (MAGI), Non-MAG! and PeachCare for Kids®
programs {he treatment of income and resources will be the same for same sex marmed couples
and married couples of the opposite 5ex

Please note we do not count fasources in MAGI,

Health Informaton Technology | Healthcare Faclily Regquistion | Medical Assslance Flans | 5iale Heskl Berefil Plan
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Ginger Henry
Page 2
July 9, 2015

Please update the Office of Family Independence Medicaid procedures manual to reflact this
change throughoul  Alse, issuz 8 numbered bulletin to expedite the dissemination of this

information, If you have any questions or need addifional information please contact Karen Y.
Heuston at 404-657-7270,

cc Jonathan Duttweiler, Assistant Chief, Member Services and Policy
Ann Carter, Operatiors Director, DHS Office of Family Indepandence
Kristen Hemandez, REM Project Diractar
Tara Dickerson, Deputy General Counsel
James Knax, Director of Medicaid Legal Services
Wesley Merritt, QC Program Director 2
Randall Solomon, Interim Member Enrallmant Cérector
Sheila Alexander, PeachCare for Kids® Program Director
Barbara Vance, Myers and Stauffer
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GEORGIA DEFARTMENT
v OF COMMUNITY HEALTH

Nathan Deal, Governor Clyde L. Reese Ill, Esq., Commissioner

2 Peachtree Street, NW | Aflanta, GA 30303-3155 | 404-656-4507 | www.dch.georgia.gov

MEMORANDUM

TO: Carrie Summers, VP, Healthcare Financing
Georgia Hospital Association
FROM: Yvonne Greene, Eligibility Program Director 2 Hrﬁa
DCH Medicaid Eligibility & Policy
RE: Presumptive Eligibility Medicaid Federal Poverty Levels for 2016
DATE: March 11, 2016

The purpose of this memorandum is to inform Qualified Hospitals (QH) of the Presumptive
Eligibility (PE) Medicaid Federal Poverty Levels (FPL) for 2016. The following federal poverty
level and income increases are based on the Center for Medicare and Medicaid Services (CMS)
2016 Federal Poverty Level Guidelines at 100% for the 48 contiguous States and the District of
Columbia. Please use these income limits in processing presumptive eligibility effective April. 1,
2016.

1 313 50 360 1317 1367 _| u» 1526 | 2030 2080 | 2178 uxn 4 249 | 190 | 2030
2 4#7 67 524 172 1343 1930 | 2057 N7 | 28 | B 3004 3298 3365 »no | a7
3 551 L) [13] 5 819 204 2588 344 3528 | 3098 | I A150 424 3360 3444
4 653 102 5 234 2754 3018 X | 452 | 4354 | M85 | ess? 5002 SI04 | 4050 | 4152
) 52 11% 27t 133 3R | a3 3651 459 | 49 | 524 | 5333 5834 B a0 | 859
] 126 136 962 361 ) | &5 | R 3306y St | 5973 | 6109 6707 | &85 | 430 | 5566

03 154 1057 | 4072 | 4226 | 4561 | 4715 | d2%6 | e | ems | eame 7361 5 6122 6278

R 1M 1141 4533 | 4 507 S43 | 6987 T8 | M | jee9 L] 358 | 6816 6987

1034 )] 122 | a9 S18) | sses | 5M3 7658 T3 | B2 | M 275 948 p:1") T8
10 1113 208 1319 | 5655 | 5661 511 6307 | se08 | sat4 ] ooz | o9 | 10130 | 103% | sz | a8
11 113 m 1417 916 | 6139 | ems | 6851 up | 942 | o6 | 10009 | 10987 | ias3 | sees | 9119
12 1244 240 1484 678 | 6618 | 7148 7385 5830 | 10070 | 10550 | 10790 | 1844 | 12084 | 990 | e

Health Information Technology | Healthcare Facility Regulation | Medical Assistance Plans | State Health Benefit Plan

Equal Opportunity Employer
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Carrie Summers
Page 2
March 11, 2016

Women's Health Medicaid (WHM) remains at 200% of the Federal Poverty Level. Please
use this income limit chart effective April 1, 20186,

Budget 200%
Group FPL
1980
2670
3360
4050
4740
5430
6122
6816
7510
8202
8896
9590

Slelelalodu|n]wit]—

—
—

o

Add $694 to the net income limit for any additional individual(s) added.

Please distribute to all Hospital Staff, Supervisors, and members of the QH team that
process the PE Pregnant Women Medicaid, PE Parent/Caretaker with Children
Medicaid, Children under 19 Medicaid, and /or the PE Women's Health Medicaid. If you
have any questions or neeg additional information please contact, Gloria D. Hill,
Healthcare Program Consultant 3, at 404-463-0521, cell 470-259-8609 or
ghillt@dch.ga.gov.

cc.  Jonathan Duttweiler, Assistant Chief, Member Services and Policy
Ann Carter, Operations Director, DHS Office of Family Independence
Kristen Hernandez, RSM Medical Assistance Group Director
Tara Dickerson, Deputy General Counsal
Randall Sclomon, Member Enrollment Director
Wesley Merritt, QC Program Director 2
Sheila Alexander PeachCare for Kids® Program Director
Barbara Vance, Myers and Stauffer
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GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

Nathan Deal, Govarnor Clyde L. Reese |ll, Esq., Commissloner

2 Peachiree Street, NW | Atlanta, GA 303033159 | 404-656-4507 | www.dch.georgla.gov

August 21, 2014
MEMORANDUM
TO: Jonathan Duttweiler, Medicaid Policy Unit Manager
DFCS Office of Family Independence
FROM Yvonne Greene, Eligibility Program Director 2 aﬁg
DCH Medicaid Eliglblitty & Poiicy
RE: Soclal Security Retirement, Survivor's, Disabiiity Insurance (RSD!) Income of Tax
Dependents for Modified Adjusted Gross Income (MAGI) based Medlcald and
PeachCare for Kids® determinations.
BACKGROUND

The Patient Protection and Affordable Care Act of 2010 required the use of new financlal
methodologles when determining Medicaid eligibility for MAGI classes of assistance. This
methodology redefines the financlal househoid by utllizing the tax fillng status of an applicant or
beneficiary. The household composition rules are applied to classes of assistance that are
required to use MAGI methodology to determine household taxable income and eiigibility

PURPOSE

To provide additional ciarification on Social Security RSDI received by a tax dependent child for
MAGI based budgeting based on the Affordable Care Act (ACA) effective January 1, 2014,

if the tax dependent/child has no other source of income and resides with a parent (biological,
step, adopted), the Soclal Security RSDI income is excluded. RSDI of a tax dependent/chid is
countable only if the tax dependent/child has OTHER Income that meets the IRS tax filing
thrasholdforinxdependemorifmechllddoesnotmidewimapawnmdlsnutclahnedasa

tax dependent by his or her parent.

Health Information Technology | Healthcare Faclity Regulation | Medical Assistance Plans | State Health Benefit Plan
Equal Oppartunity Employer
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Jonathan Duttweller
Page 2
August 21, 2014

Note: The filing threshald is applied based on whether the individual should file a tax retum. If
the Individual does not file, the threshold still applles.

The current (2013) IRS tax filing threshoids for tax dependents are:

+ $6100 annually for EARNED income
e $1000 annually for UNEARNED income

Note: RSD! does NOT count toward the uneamned threshald.
Note: The 2014 iRS tax filing thresholds will begin in January 2015.

Please update the Office of Family Independence Medicald procedures manual to refiect this
clarification. Also, issue a numbered bulletin to expedite the dissemination of this information. If
you have any questions or need additional information please contact Karen Y. Houston at
khouston@dch.ga gov or 404-857-7270 or Mollie Elder at melder@dch.ga.gov or 404-463-
8369,

cc:  Jon Anderson, Deputy Chief, Member Services and Policy
Ann Carter, Operations Director, DHS Office of Family independence
Kristen Hernandez, RSM Project Director
Tara Dickerson, DCH Legal Services, Director
Wesley Merritt, QC Program Director 2
Shella Alexander, PeachCare for Kids® Program Director
Barbara Vance, Myers and Stauffer
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Appendix R -Resources

Medicaid Transportation:

Non-Emergency Transportation

Beneficiaries enrolled in the Medicaid program need to get to and from health
care services, but many do not have any means of transportation. The Non-
Emergency Transportation Program (NET) provides a way for Medicaid
beneficiaries to get that transportation so they can receive necessary medical
services covered by Medicaid.

How do | get non-emergency transportation services?

If you are a Medicaid member and have no other way to get to medical care or
services covered by Medicaid, you can contact a transportation broker to take
you. In most cases, you must call three days in advance to schedule
transportation. Urgent care situations and a few other exceptions can be
arranged more quickly. Each broker has a toll-free telephone number to
schedule transportation services, and is available weekdays (Monday-Friday)
from 7 a.m. to 6 p.m. All counties in Georgia are grouped into five regions for
NET services. A NET Broker covers each region. If you need NET services,
you must contact the NET Broker serving the county you live in to ask for
non-emergency transportation. See the chart below to determine which broker
serves your county, and call the broker’s telephone number for that region.

What if | have problems with a NET broker?

The Department of Community Health (DCH) monitors the quality of the
services brokers provide, handling consumer complaints and requiring periodic
reports from the brokers. The state Department of Audits also performs on-site
evaluations of the services provided by each broker. If you have a question,
comment or complaint about a broker, call the HP Member Contact Center at
866-211-0950.
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Please give PE beneficiaries a copy of the following page regarding NET.
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Non-Emergency Transportamon

\\I GEORGIA DEPARTMENT OF
" ComMuniTy HEaLTH

Effactive on and after Tulv 1, 2012, the following Mon-Emereaney Transportation (NET) Brokers will
coordinats transposation for Madicaid members who have no othar wav to gt to medical carz or
sarvices coverad by Wedicaid. Each broker has a toll-fre= tzlephons number to scheaduls transportation
sarvices, and is availabls weskdavs (Wondav—Fridav) from 7 am. to $ p.m. Inmost cases, vou must
call thrae davs in advance to schaduls transpertation. Urpent care situations and a faw other axcaptions
can be arrangzd mors guickly.

Ifvounsad MET servicss, voumustcontact the NET Brokar servicing the county veoulive in to ask for
non-smergsncy transportation. Please sz the chart below to determine which broker services vour
county and call the brokar's teleaphone numbear forthat ragion.

Fegion Broker | Phone number Counties served
Wanh Zouthezstrans Banks, Basrow, Bamow, Catoosa, Chattoo =, Cheroles, Cobb,
Diads, Dawson, Donglas, Faonin, Flayd, Fossyih, Franklin
Tall fr== (Hlmer, (ardon, Habersham, Hall, Harzlson, Jackson Lumpkin,
1-B§g-3558-8824 Morzan, Murray, Paulding, Pickens, Poll, Babun, St=phens,
Tawns, Union, Walker, Waltan, Whie and Whidisld
Lacal
§78-310-4555
Atlaniz Zouthezstrans Fulton, D=Ealb and Gwrinnett
204-102-200
Zanrezl Lozistilasz Bzldwrin, Bibk, Bleckley, Butts, Carnall, Clayton, Savwetz, Dodss,
Favatre, Hazed, Hengy, Jasper, Jones, Lamer, Laussns,
Tall fr== Ml=rivrather, Monsos, Mewton, Piks, Pumam Fackdzls Spalding,
Telfzir, Tronp, Twizzss and Wilkinson
1-383-22+4-72581
Eazst LaogistiCars Appling, Bacon, Branilsy, Bryan, Bollach, Burks, Camden,
Candler, Chaslton, Chatham, Clarke, Columbiz, Efinsham,
Toll frzz Elbent, Emanuesl, Evans, Glascock, Glym, Gresns, Hanooadk,
1-BBE-224_TQER Ham, Joff Travis, Jefferson, Jenkins, Johnson Liberty, Lincaln,
Long Madison, McDuffis, Mcntash, Montssmeny, Oconss,
O gletharpe, Pieroe, Richmaond, Soreven, Talizferna, Tarmall,
Toosmbs, Trsutlan, Wars, Warran, Washington, Waynse, Whasler
and Wilkss
Southwest LozistiCars Atkinson, Baker, Ban Hill, Berrizn, Brooks, Calhoun,
Chatizhaachss, Clay, Clinch, Caffss, Colguint, Cook, Crawrfand,
Toll Fraz Crisp, Decatur, Doaly, Doughenty, Ezly, Echols, Grady, Harris,
1-BBE-224-7QB5 Houston, Irwin, Lamisr, Les, Lowndas, Macon, Marion, Miller,
Mlitchell, Muscozss, Peach, Polaski, Juitmen, Fandalph, Schlsy,
Saminals, Stewart, Sumter, Talbat, Taylas, Terrell, Thomas, Tift,
Toumer, Upson, Webster, Wilcox and Wanh

Tha Dbvision of hadicaid monitors the qualitv of the servicas brokers provids If vou have guastions or
commeants about aNET BEroker, contact HP Entarprisze Sarvicas Contact Canter at B66-211-0930.
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PowerLine;

The PowerLine is a statewide toll-free telephone number that provides healthcare
referrals.

The PowerLine is managed by Healthy Mothers, Healthy Babies Coalition of
Georgia. It was established in 1984 as a means of directing pregnant women to
prenatal services.

PowerLine’s mission was expanded in 1989 via a contract with the Georgia
Department of Community Health to assist women and children in accessing
Medicaid providers and public health programs.

Today, PowerLine provides healthcare referrals to any Medicaid, PeachCare for
Kids® and uninsured Georgian.

PowerLine can assist both English and Spanish speaking customers in gaining
accesses services.

The PowerLine maintains a database of Georgia’s Medicaid and PeachCare for
Kids® accepting providers. For those not eligible for Medicaid or PeachCare for
Kids®, referrals are made to healthcare providers who offer low-cost or sliding scale
fee services.

To access the PowerLine, call 1-800-822-2539 or, in the metro Atlanta area, 770-
451-5501 from 8:00 AM to 6:00 PM, Monday through Friday.

More information may be obtained at the following web site:
http://www.hmhbga.org/index.php

You can order free material to hand out to applicants by going to:

http://www.hmhbga.org/index.php?option=com_netinvoice&action=orders&t
ask=order&cid=2&amp:ltemid=88

Materials Order Form

Healthy Mothers, Healthy Babies Coalition of Georgia offers FREE materials on PowerLine. Please
submit your order below:
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http://www.hmhbga.org/index.php
http://www.hmhbga.org/index.php?option=com_netinvoice&amp;action=orders&amp;task=order&amp;cid=2&amp;amp%3BItemid=88
http://www.hmhbga.org/index.php?option=com_netinvoice&amp;action=orders&amp;task=order&amp;cid=2&amp;amp%3BItemid=88

P O

The Healthy Mothers, Healthy Babies PowerLine is your source for statewide healthcare

W E R L I N E

referrals and information

Metro Atlanta 770-451-5501
Statewide 800-822-2539
Monday through Friday

8:00AM-6:00PM

PowerLine is a fast way to find exactly the care you need.

PowerLine is a free service, funded by the Division of Public Health of the
Georgia Department of Community Health.

One simple call puts you in contact with:

*

*

*

PowerLine es una forma rapida de encontrar el cuidado que usted necesita. Una llamada le pone en

Medicaid Doctors

Dental Referrals

Low-Cost Health Resources for the Uninsured
WIC, Children 1st and Babies Born Healthy
Low-Cost Prenatal Referrals

Other Public Health Programs

Referrals for Breastfeeding Questions

Referrals to HIV Testing

contacto con:

*

*

*

Referencias a Médicos
Directorio de cuidado prenatal de bajo costo
WIC, Children 1st, y sitios para pruebas de VIH

Apoyo para Lactancia
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Textd4baby:
USDA

e
i
United States Department of Agriculture

Research, Education, and Economics
Agricultural Research Service
Hational Agricultursl Library

SUBJECT: Sunmer WIC Mailing

TO: Fegional, State and Local WIC Offices

FROM: Debra Whitford
Director, Supplemental Food Programs Division
Food and Muirition Service

Shirley King Evans

Acting Coordinator

Food and Nutrition Information Center
WNational Agricultural Library

The WIC Program is pleased to be a pariner in the Textdbaby imttiative, which aims to address the national
health challenge of improving matermal and chuld health. Textdbaby 15 a mobile information service
designed to provide free, health-related text messages to underserved pregnant women and new mothers,
empowering them with information they need to ensure their health and zrve their babies a healthy start in
hfe. Women who sign up for the service by textmz BABY (or BEBE for Spamsh) to 511411 will receive
free SMS text messages each week, timed to their due date or baby’s date of barth.

Thes mutrative 15 made possible through a public-private collaboration among povernment and mbal
agencies, corporations, non-profit orgamizations, professional associations, and academue mstiutens. Led
by the National Healthy Mothers and Healthy Babies Coalition, the goal of the Textdbaby initiative is to
launch and evaluate the effectiveness of mobile health technology as a means of providng ctical health
mformation and promotmg positive health outcomes among underserved populations.

Enclosed m thas mailing are four, & x 10 mch sample posters promotmg the TextdBaby mitiztrve. Each of
the four posters faatures a pregnant woman from a different racial/sthnic zroup and one poster 1= available
m Spamish. These files are available to primt from the WIC Works Web site http:wicworks nal usda. zov.
An crder form 15 included 1f you would like to obtain additional Textdbaby materials, meluding full-size,
18 x 24 mch posters and tear-pads. Please note that we have limited quamtities of these rtems available.
Addiionally, WIC agencies are encouraged to become aTextdBaby Outreach Partner to promote the
mitiative and encowrage the families you serve to signup for the service. As partners, you are elizible to
receive several benefits such as artwork for promotional materials, program updates, and aceess to an

onlme partner portal.

Usmg modem technology to provide valuable health and notnbon information to expectant and new moms
15 what WIC is all about. We hope that vou will use the enclosed mformation to promote this new
mnovative program to your participants. If you would like to leamn more about Textdbaby or become an
Chitreach Partner, please visit ther Web site www.textdbaby.orz, Please let us know what else we can do
to help vou help WIC! Contact the WIC Works team by phone: 301-504-6047, by fax: 301-504-6409, or
by emal: wicworks/dars usda gov.

oes ¥¥

National Agricutivral Library = Public S2rvicas Division
10301 Balimane Avenue » Beltsville, MD 20705-2351

An Equal Oppartunity Employer
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HEY MOM, ™
It's 4UL o

Text BABY fo 511411 ﬁ

Get FREE tips on your cell phone | ;
to help you through your pregnancy g % ¢
and your baby'’s first year. o

L Pty THELVE
Tk

noppE e
ot Hacli Mo, Hicll p fokiss Coolion. m

textdbaby.org
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Be Smart. Plan Before You Start!

Flanning for
Healthy Bables®

Be Smart. Plan Before You Start!

Flanning for
Healthy Babies*

Planning for Healthy Babies®

What is the Planning for Healthy Babies program?

Planning for Healthy Babies provides no cost family planning services to

eligible women in Georgia. You can enroll in either:

= Family planning

* Resource Mother — provides assistance to women who deliver a baby
weighing less than 3 pounds, 5 ounces

* Inter-pregnancy care (IPC) — only for women who deliver a baby weighin
less than 3 pounds, 5 ounces, and includes family planning and Resource
Mother services

What's covered?
* Annual physical exams including pap smears

= Coniraceptives and multivitamins with folic acid

= Family planning counseling

= |[PC semvices including primary care and dental services, substance
treatment services, Resource Mother services and more

Who is eligible?
= Women ages 18 through 44 who meet monthly family income limits
* Women who do not receive Medicaid are eligible for family planning services
= Women who deliver a baby weighing less than 3 pounds, 5 ounces and do not
receive Medicaid or are losing Medicaid coverage, are eligible for IPC services
* Women who receive Medicaid and deliver a baby weighing less than
3 pounds, 5 ounces are only eligible for Resource Mother services

See the other side fo apply for Planning for Healthy Babies...

Planning for Healthy Babies®

How do | apply?
You can apply online at: www._planning4healthybabies.org.

If you are unable to apply online, applications may be picked
up at your local:

* Public health department

* Division of Family and Children Services (DFCS) office

Completed applications and required documents should be
faxed to 888-744-2102 or mailed to:
Planning for Healthy Babies

Post Office Box 1810
Atlanta, GA 30301-1810

Where can | go for more information?
For more information, visit deh.georgia.gov/p4hb or call
877-P4H-B101 or 877-744-2101.

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH
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Planning for Healthy Babies®

Babies program?
Plannmg for Healfhy Babies provides no cost
farmily planning seraces to eligible wormen in
Georgio. You can enroll in either:
= Family planning
= Resource Mother — provides assistance
o women who deliver a balby weighing
less than 3 pounds, 5 ounces
= [nfer-pregrancy care [IPC] —only for women
who defiver a balby weighing less than 3 pounds,
5 ounices, and includes family plonning and
Resource Mofher services
For more information call B77-PAH-B100
[(87F7-744-2101)
I:Ewr_-f:‘i.
= e
1-“"4*"# \
How do | apply? vou
cion apply online ot
If you are unable fo opply oniine, appications
miary be picked up ot your locot
= Pulplic health departrment

= Division of Family and Children Services

Fick up o post cond todoy!

Gronoa Do asTMERT
OF CORlGLsETY HEALTH

Flarming foe
Healthy Bobies*

%, Be Smart. Plan Before You Start!
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How To Order
Understanding Medicaid
Booklets

For all Public Health (PH), Division of Family and Children
Services (DFCS), Right from the Start Medicaid (RSM), and
Qualified Providers (QP).

2011

Web Access

« GoTo:

https://www.mmis.georgia.qov

Member Information tab and then to the Member
Notification tab.
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Member Information Tab:

T
(// \ GEORGIA DEPARTMENT OF A1) " N Heaith
! CoMmMmuNTITY HEALTH WEB PORTAL ,\J v Pannership
\__

| searcn

Wednesday. February 23, 2011

Refresh session ] You have approximately 8 minutes until your session will expire.

Home | Contact Information [RMEGLESUGIGEVLLY | Provider Information | Provider Enrollment | Murse Aide | EDI | Pharmacy

tome [IEREIUR Find a Provider  FAQ for Members  Register for Secure Access
User Information H

LoginiManage Account S5 T)

NOTE: If you don't have a PDF reader already installed, Adobe Acrobat Reader is required to view these documents. Click here to obtain the
latest version of the free Adobe Reader.

PDF Reader Required ‘

Some users may have difficulty downloading files. Often this is caused by pop-up windows being blocked or by security settings in the browser.
Click here for help with d load issues.

File Download Tssues ‘

Member Notices (5 rows returned;

Title Size (KB) Release Date
Health Check Brochure: 1090.30 10/26/2010
Certification of Medicaid Eligibilty 76 1012712010
Home and Community Services Bookiet 8886.70 10/27/2010
Authorized Representative Form 130.40 117052010

Understanding Wedicaid Booklet 0272172011

Web Print

* You may print the booklet
from the web. PDF file.

Direct Link:

https://www.mmis.georgia.qo
v/portal/Portals/0/StaticCo
ntent/Public/ALLIMEMBER

%20NOTICES/Understand
ingMedicaid.pdf

Understanding

Medicaid

V@~ Gromoin Dirurrusnron
_ cm—
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Contact Us

* You can use the “Contact Us” feature on the web:

| Member information | Prowader information | Provider Envollment | Nurse Aide | EDI | Pharmacy

@ Numbers & Links

Mmm

Hequests Requiring PH1

2 FESRONSS 10 Your Inguiry contains protectad Reatth informatian (PHI) such as member or claims information. yed must log ino e secure
SUBIME YOUr QUESIION and recene T response. Upan Iogin, a0etional contact oplions retaked 10 FHI wil be avalladie

How do you want 1o be comacted?
Contact Method™ | Telephane o4

Last Mame, First Maeme

Pmona Humser, Ext

W Groacia Derawraest os
B b

DMA 292 (Request for Forms

* Download form DMA 292 from the web:

Home | Contact Infrmation | Member information
Mome  Provider Notices  Provider Manusls  Provider Messages
Web Poral Training  Provider Education

| Prowder Enroliment | Nurse Asde | EDI | Pharmacy
schodvies [[ERMIR] FASRR Request TPL Camees  FAQ for Providers

Usar Information

Logmmanage account [IEETIN

PDF Reader Required

NOTE: If you don't have a PDF reader already installed, Adobe Acrabat Reader ks required to view these documents. Click here to obtain the:
latest version of the free Adobe Reader,

File Download Issses

Some users may have dificulty downkading files. Often this s caused by pop-up windows being blocked or by security scttings in the browser.
Click here for help with download lssues,

ALL FORMS - n

o
Tite Cotegory  Size (KDY

2:‘:5“ K3g. Detormingtion for Prognancy Rowied ), popug B 0RIN
191 Submatsl form ENROLLUENT 38820 0102011
Form SA%E - Mambers Reltast of Nirmalicn ALL FORNS RE0 p2uNmn
ntesim Provider Payment Request Form CLANS MW o2ONI0N

Uedeas-PrachCare for Kebs Previder bhicrmation

it ENROLLIENT M50 O2IMZ011

S\ Gronsia Derawrunsr on
:\ Coumusrsy Heaurie
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Direct Web Link to Form DMA 292

M) T st e LIBINT ASORII Ol ot b 5 i

https://www.mmis.georgia. — [==== e i
gov/portal/Portals/0/Static Z —
Content/Public/ALL/FORM =
S/IDMA%20292- -
Request%20for%20Forms

%20011311%20(3).pdf -:E mmmmm Ems=asmass

Mail DMA 292 Form

+ Mail form DMA 292 to:

HP Enterprise Services
P. O. box 105209
Tucker, GA 30085-5209

HP will ship within five (5) business days. Order any
quantity you need; each box can contain 400 booklets
maximum.
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Ordering, Prescribing, and Referring

The Affordable Care Act (ACA) requires physicians and other eligible practitioners who
order, prescribe and refer items or services for Medicaid beneficiaries to be enrolled in
the Georgia Medicaid Program. As a result, CMS expanded the claim editing
requirements in Section 1833(q) of the Social Security Act and the providers’ definitions
in sections 1861-r and 1842(b)(18)C. Therefore, claims for services that are ordered,
prescribed, or referred must indicate who the ordering, prescribing, or referring (OPR)
practitioner is. The department will utilize an enrolled OPR provider identification
number for this purpose. Any OPR physicians or other eligible practitioners who are
NOT already enrolled in Medicaid as participating (i.e., billing) providers must enroll
separately as OPR Providers. The National Provider Identifier (NPI) of the OPR
Provider must be included on the claim submitted by the participating, i.e., rendering,
provider. If the NPI of the OPR Provider noted on the Georgia Medicaid claim is
associated with a provider who is not enrolled in the Georgia Medicaid program, the
claim cannot be paid.

Effective 4/1/2014, DCH will begin editing claims submitted through the web, EDI and
on CMS-1500 forms for the presence of an ordering, referring or prescribing provider as
required by program policy. The edit will be informational until 6/1/2014. Effective
6/1/2014, the ordering, prescribing and referring information will become a mandatory
field and claims that do not contain the information as required by policy will begin to
deny.

For the NEW CMS-1500 claim form:

Enter qualifiers to indicate if the claim has an ordering, referring, or prescribing provider
to the left of the dotted line in box 17 (Ordering = DK; Referring = DN or Supervising =

DQ).

For claims entered via the web:

Claims headers were updated to accept ordering or referring Provider ID and name for
Dental and Institutional claims and the referring provider's name for Professional claims.
The claim detail was updated to accept an ordering or referring provider ID and name.
Utilize the “ordering” provider field for claims that require a prescribing physician.

For claims transmitted via EDI:

The 837 D, I, and P companion guides were updated to specifically point out the

provider loops that capture the rendering, ordering, prescribing, referring and service
facility provider information that is now used to transmit OPR information.
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NEW CMS 1500 Claim Form (version 02/12) & ZFLD Locator Instructions

=]
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02112

[0

MATION ———— > | <—CARRIER—»

[T ]Pen PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP. EECH OTHER | 12, INSURED'S LD. NUMBER {For Program in em 1}
D (Medicares) |:| (Medicaid) |:| (ID#/DoD#) |:| (Marmber i02) |:| {1D#) |:| (1D4] |:| (o)
2, PATIENT'S NAME {Last Mame, First Narme, Middle Initial) 3. Pn‘R‘IENT%[B’lHTH %TE SEX 4. INSURED'S NAME {Last Mame, Firs Name, Middle Inftalj
| | v
. W ] f[]
5. FATIENT § ADDRESS (No., Strest) B. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (No., Strast)
sol[ ] spouse[ | cnia[ ] orher[ |
oIy STATE | 8. RESERVED FOR NUCC USE cITY
ZIP CODE TELEPHONE (Inchide Area Cade) ZIP CODE
8. OTHER INSURED'S NAME (Last Name, First Name, Migcle Initial) 10.18 PATIENT'S CONDITION RELATED T0O: LICY GROUF OR FECA N i
i
a, OTHER INSURED'S POLICY OR GROUP NUMBER . EMPLOYMENT? {Curren? or Previous) g
[Jes Z
b. RESERVED FOR NUCC USE ls. AUTO ACCIDENT? E
[ Jves =
. FESERVED FOR NUGC USE 1 OGRAM NAME E
]
» E
d. INSURANCE PLAN NAME OR PROGRAM NAME d. IS THERE ANOTHER HEALTH BENEFIT PLAN? :
[ Jves [ [no  ifyes complete flams 8, 53, and oc.
READ BACK OF FORM BEFORE 3. INSURED'S OR AUTHOFIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATU payment of medical benetits 1o the undersigned physician or supplier for
1o process this chim. | also request payment of governme services described below.
below,
SIGNED, SIGNED ¥
14, DATE OF JIRRENT ILLNE! 16, DATES PATIENT LUNABLE WORK IN RRENT OCCUPA’ N
R DDCL? T ILNES 9 qul o ABERY e { BT g
| | FROM | | O !
18. HOSPITAL N DATES RELATED IRAEMT SERV|
ORI Gr DATEA ATED 1O GREeNs tioey
FROM | | T0 | !
20. DUTSIDE LAB? § CHARGES
Cves [Jwo | |
to service Ine below (24E) (e 22, RESUBMISSION
o] | CODE ORIGINAL REF. NO.
o —— Dl
v —" H 23, PRIOA AUTHORIZATION NUMBER
. )
K. | L
[+ D. PROCEDURES, SERVICES, OR SUPPLIES E. T 3. H. L & -4
(Explain Unusual Circumstances) DIAGNOSIS e = n RENDERING =}
EMG | CPTHMCPCS | MODIFIER POINTER $ CHARGES uNTs | A | auaL, PROVIDER ID. # E
| | | | =Y I
| - O : W 5
| | =
| | | | | B N ]
N O § | ] Ll | [ &
o |
| | | | | | | | | [T E &
| I ) i 1 S 3
| | ! | | | T A S AT | -3
| | | i | | | | | ! | i | | | | el =}
I I I I I I I I =
| | | | | | | E
; S e e
Eeg ¢ k1 [ R F L | [ 2
| | | | | | | | i e T
ko | T . t || [ -
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOLINT NO. 27. ACCEPT ASSIGNNENT? | 28, TOTAL CHARGE 29.AMOUNT PAID | 30. Asvd for NUGC Use
l:l I:‘ YES NO $ i 5 ‘I i
31. SIGNATURE OF PHYSICIAN OF SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 3. BILLING PROVIDER INFO &P # ( )
INCLUDING DEGREES O CREDENTIALS
{1 certify that the stalements on the reverse
apply to this bl and are made a part thereat,)
SIGNED DATE A i a i i
el |1

NUGCC Instruction Manual available at: www.nucc.org
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o0 The following table outlines the revised changes on the above
CMS 1500 claim form version 02/12:

FLD Location

NEW Change

Header

Replaced 1500 rectangular symbol with black and white two-
dimensional QR Code (Quick Response Code)

Header Added “(NUCC)” after “APPROVED BY NATIONAL
UNIFORM CLAIM COMMITTEE.”
Header Replaced “08/05” with “02/12”

Item Number 1

Changed “TRICARE CHAMPUS” to “TRICARE” and
changed” (Sponsor’s SSN)” to “(ID#/DoD#).”

Item Number 1

Changed “(SSN or ID)” to “(ID#)” under “GROUP HEALTH
PLAN”

Item Number 1

Changed “(SSN)” to “(ID#)” under “FECA BLK LUNG.”

Item Number 1

Changed “(I1D)” to “(ID#)” under “OTHER.’

Item Number 8

Deleted “PATIENT STATUS” and content of field. Changed
title to “RESERVED FOR NUCC USE.”

Item Number 9b

Deleted “OTHER INSURED’s DATE OF BIRTH, SEX.”
Changed title to “RESERVED FOR NUCC USE.”

Item Number 9¢

Deleted “EMPLOYER’S NAME OR SCHOOL.” Changed
title to “RESERVED FOR NUCC USE.”

Item Number 10d

Changed title from “RESERVED FOR LOCAL USE” to
“CLAIM CODES (Designated by NUCC).” Field 10d is
being changed to receive Worker's Compensation codes or
Condition codes approved by NUCC.

FOR DCH/HP: FLD 10d on the OLD Form CMS 1500
Claim (08/05) will no longer support receiving the Medicare
provider ID.

Item Number 11b

Deleted “EMPLOYER’S NAME OR SCHOOL.” Changed
title to “OTHER CLAIM ID (Designated by NUCC)”.
Added dotted line in the left-hand side of the field to
accommodate a 2-byte qualifier

Item Number 11d

Changed “If yes, return to and complete Item 9 a-d” to “If yes,
complete items 9, 9a, and 9d.” (Is there another Health Benefit
Plan?)

Item Number 14

Changed title to “DATE OF CURRENT ILLNESS, INJURY,
OR PREGNANCY (LMP).” Removed the arrow and text in
the right-hand side of the field. Added “QUAL.” with a
dotted line to accommodate a 3-byte qualifier.”

FOR DCH/HP: Use Qualifiers: 431 (onset of current
illness); 484 (LMP); or 453 (Estimated Delivery Date).

Item Number 15

Changed title from ‘IF PATIENT HAS HAD SAME OR
SIMILAR ILLNESS. GIVE FIRST DATE” to “OTHER
DATE.” Added “QUALIFIER.” with two dotted lines to
accommodate a 3-byte qualifier: 454 (Initial Treatment); 304
(Latest Visit or Consultation); 453 (Acute Manifestation of a
Chronic Condition); 439 (Accident); 455 (Last X-ray); 471
(Prescription); 090 (Report Start [Assumed Care Date); 091
(Report End [Relinquished Care Date); 444 (First Visit or
Consultation).
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Item Number 17

Added a dotted line in the left-hand side of the field to
accommodate a 2-byte qualifier — Used by Medicare for
identifiers for provider roles: Ordering, Referring and
Supervising.

FOR DCH/HP: Use the following Ordering Provider,
Referring, Supervising Qualifiers (effective 4/01/2014):
Ordering = DK; Referring = DN or Supervising =
DQ.

Item Number 19

Changed title from “RESERVED FOR LOCAL USE” to
“ADDITIONAL CLAIM INFORMATION (Designated by
NUCC).”

FOR DCH/HP: Remove the Health Check logic from field
19 and add it in field 24H.

Item Number 21

Changed instruction after title (Diagnosis or Nature of 1lIness
or Injury) from “(Relate Items 1, 2, 3 or 4 to Item 24E by
Line)” to “Relate A-L to service line below (24E).”

Item Number 21

Removed arrow pointing to 24E (Diagnosis Pointer).

Item Number 21

Added “ICD Indicator.” and two dotted lines in the upper
right-hand corner of the field to accommodate a 1-byte
indicator.

Use the highest level of code specificity in FLD Locator 21.
Diagnosis Code ICD Indicator - new logic to validate
acceptable values (0, 9). ICD-9 diagnoses (CM) codes =
value 9; or ICD -10 diagnoses (CM) codes = value 0.
(Do not bill ICD 10 code sets before January 1, 2016.)

Item Number 21

Added 8 additional lines for diagnosis codes. Evenly space
the diagnosis code lines within the field.

Item Number 21

Changed labels of the diagnosis code lines to alpha characters
(A-L).

Item Number 21

Removed the period within the diagnosis code lines

Item Number 22

Changed title from “MEDICAID RESUBMISSION” to
“RESUBMISSION.” The submission codes are:

7 (Replacement of prior claim)

8 (Void/cancel of prior claim)

Item Numbers
24A-24 G
(Supplemental
Information)

The supplemental information is to be placed in the shaded
section of 24A through 24G as defined in each Item Number.
F FOR DCH/HP: ltem numbers 24A & 24G are used to
capture Hemophilia drug units. 24H (EPSDT/Family
Planning).

Item Number 30

Deleted “BALANCED DUE.” Changed title to
“RESERVED FOR NUCC USE.”

Footer

Changed “APPROVED OMB-0938-0999 FORM CMS-1500
(08/05)” to “APPROVED OMB-0938-1197 FORM 1500
(02/12).”
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