Medicaid Eligibility Problem Form
[bookmark: _GoBack]Date of Report:	     

	[bookmark: Text1]Consumer Name:     
	DDD Client? |_|Yes |_|No
	[bookmark: Text3]Date of Birth:     

	[bookmark: Text4]Address:     
	[bookmark: Text23]County:     

	[bookmark: Text5]Name of Contact Person:     

[bookmark: Text6]Relationship to Consumer:     
	[bookmark: Text7]Contact Person’s Telephone:     
	[bookmark: Text8]Email:     

	Assets
[bookmark: Text9]Amount of money in the bank in the name of the consumer: $     
[bookmark: Text10]Any other assets in the name of the consumer (e.g., stocks, bonds)? $     
[bookmark: Check1][bookmark: Check2]If there are assets in the name of the consumer, was a special needs trust ever developed? |_|Yes |_|No
Comments:      

	[bookmark: Check3][bookmark: Check4][bookmark: Text12]Social Security Disability? |_|Yes |_|No          If yes, monthly amount: $     
[bookmark: Text15]At what approximate age did SSD start?   
Do you know the circumstances that led to SSD starting? |_|Yes |_|No  If yes, please explain:      
Did SSD begin because of the parent's work history, or the consumer's employment?      
[bookmark: Check5][bookmark: Check6]Medicare? |_|Yes |_|No

	Medicaid History
[bookmark: Check7][bookmark: Check8]Has the person ever received Medicaid? |_|Yes |_|No
If yes, approximate age when Medicaid started:   
Approximate age when Medicaid ended:   
Do you know why Medicaid ended?  |_|Yes |_|No  If yes, please explain:      
If the person has never received Medicaid, did the consumer ever apply for Medicaid?  |_|Yes |_|No  
If yes, explain why Medicaid was denied:      
If no, explain why no application was ever made to Medicaid:      

	Employment questions
1) Currently employed? |_|Yes |_|No
2) If yes, Number of hours/week:         Salary:  $      per month
3) If currently employed: Did consumer apply for Medicaid’s Workability Program |_|Yes |_|No  Comments:      
4) Receiving unemployment income? |_|Yes |_|No          If yes, amount of unemployment income: $      per month
5) Receiving SSD because of consumer's work history? |_|Yes |_|No          If yes, amount of SSD per month $     
6) Does consumer have any other income not listed above?  |_|Yes |_|No          If yes, what is the other income and amount?       
7) Comments:      

	Miscellaneous
[bookmark: Text18]If applicable, Please mention any other issues that you think are relevant to this person's applying for Medicaid:     

	I give permission for this information to be forwarded to The Arc of New Jersey, and also give permission for it to be forwarded to the NJ Division of Medical Assistance and Health Services (NJ Medicaid) and/or the Division of Developmental Disabilities (DDD).
	[bookmark: Text21]*Signature:     
	[bookmark: Text22]Date:     






Please email this completed form to Beverly Roberts at broberts@arcnj.org or to Helen Rivera at hrivera@arcnj.org.  The form may also be faxed to (732) 214-1834.  We will get back to you as soon as possible.

*Electronic Signature accepted:  Typed signature with date indicates electronic verification of the information provided.	                      Revised 12/13/2012
