
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Module II 
Training Materials 

 



 

 

Screening Checklist 
 
 
Step-By-Step Guide to Completion 
 
The Screening Checklist enables you to ascertain whether or not your client is presumptively eligible for 
Medicaid. The actual form has three copies (one for the client, one for the LDSS, and one for you.) 
 
 
Section 1: Fill in the applicant's name, address, county of residence, birth date, home phone number, and 
social security number (not required).  The presumptive determination date should be the date of the first 
visit to the provider. This date marks the beginning of the 45 days of coverage.   It is also important to fill in 
the EDC (Expected Date of Confinement).  This confirms for the LDSS that the woman is, indeed, pregnant 
and will ensure that she is covered for the 60 days after the pregnancy ends. 
 
 

LDSS-4150 (Rev. 12/03) 

MEDICAID PRESUMPTIVE ELIGIBILITY FOR PREGNANT WOMEN SCREENING CHECKLIST 

APPLICANTôS    DATE OF BIRTH  EDC 

NAME: M D Y M D Y 

 LAST FIRST M.I. 

ADDRESS:    PRESUMPTIVE DETERMINATION DATE  SOCIAL SECURITY NUMBER 

  M D Y   (Optional ï please provide if available) 

   

  

    HOME PHONE (INCLUDE AREA CODE)  MESSAGE PHONE 

COUNTY OF 

RESIDENCE: 

   (       )  

 

 

 

Section 2: If the client already has Medicaid or Family Health Plus, there is no need to go any 
further with this form because she is already eligible for full coverage for perinatal care services.  If 
the woman has a Medicaid card, check the Medicaid Eligibility Verification System (MEVS) to 
confirm the status of her eligibility.  This check should be done at each visit and is important in 
ensuring that your facility receives payment from Medicaid.  See the charts on page 9 for the 
messages that will show on your MEVS terminal. 
 

   2.    Does applicant currently have Medicaid or Family Health Plus coverage?   NO    Yes     If óYesô, STOP!   See Section 2 of  

Instructions. 

 

 

Section 3: If the woman has recently applied for any of the programs listed, circle the program for 
which she applied.  If youôve circled a program, it is important that you fill in when, where, and case 
name. Having this information will save the LDSS valuable time as they investigate the application. 
 

 

3. Check if applicant has recently (within the last 3 months) applied for:   Medicaid     Family Health Plus     Cash Assistance   

If ñYesò, When?______________________    Where?_____________________________    Case Name___--________________  



 

Section 4: Answer the yes or no question.  If the woman has applied for Family Health Plus, be 
sure to complete the questions in Section 3. 
 

4. If applicant has applied for Family Health Plus, and her eligibility has not been determined or she has not heard from her 
health plan yet, does she need ongoing prenatal care?   Yes        No 

 

 

 

Section 5: If the applicant has any other health insurance coverage, please list insurance 
information as requested. If this section is not immediately available, do NOT delay completing and 
filing the checklist with LDSS.  Obtain the information at the next client contact. 
 
 

5.    Does applicant have Health Insurance Coverage?   Yes        No                      Does not want to use, claims good cause     

 Type:  Inpatient          Outpatient           Dental             Drugs             Other (specify)   

NAME OF INSURANCE COMPANY POLICY NUMBER POLICY HOLDERôS RELATIONSHIP TO 
POLICY HOLDER 

NAME SEX 

A.      

B.      

C.      

 

 

Section 6: When determining family size; a pregnant woman always counts as two people.  Count 
a legal spouse only if he is living with the pregnant woman. Count her other children only if they 
are under 21. 
 

 

6. Family Size: 

 Pregnant Woman ...................    

 Enter 1 if spouse is in the home    

 Enter number of womanôs children 
 under age 21 in the home ...... +   
 

                                         TOTAL   

 

 

 

2 



 

Section 7: List all the GROSS household income (amount before taxes) on a monthly basis.  You 
can convert weekly wages to monthly wages by multiplying by 4.333333.  Temporary Assistance 
(TA) and Social Security Income (SSI) grants are exempt.  Do not count student income, loans, or 
grants.  You do not need to verify the income amount at this point. The $90 deduction is per wage 
earner. Child support received from an absent parent is counted as income on line 6a.  Families 
receiving child support are allowed a $100 deduction as shown in 6b.  
 

 

 
 

 

Section 8: (1) using the Standards chart which shows current monthly income levels, find the 
column indicating appropriate household size. (2) Compare the family's actual net monthly income, 
as determined in section 6, to the monthly income level in the chart for the appropriate household 
size.  (3) If the family's income is less than 100% of the federal poverty level, the client is eligible 
for Ambulatory Medicaid Service.  (4) If the family's income is less than 200% of the federal 
poverty level, the client is eligible for Ambulatory Prenatal Services. 
 

8. Compare Net Monthly Income (6) for Family Size (5) to Current Monthly Income Levels 

Net Monthly Income is:  Less than 100% poverty  Eligible for all Ambulatory Medicaid Services 

   Less than 200% poverty  Eligible for Ambulatory Prenatal Services Only 

   More than 200% poverty  Ineligible (Subject to Spenddown) 



Section 9: Record the pregnant womanôs Medicaid Managed Care plan choice  
 
 

 
 
 
 
Section 10:  Print your agency's name, address, phone number, and then sign your name.  
 

 
 

10. 
QUALIFIED 
   PROVIDER 

 NAME  SIGNATURE 

 ADDRESS  PHONE NUMBER 

 

If ELIGIBLE, submit to department of social service with Medicaid application in 5 days. 

If INELIGIBLE, make referral to department of social services for determination. 

 

 



 
Ahn Woods Scenario 

 
Ahn Woods is a 28 year old woman who has come to the Healthy Family Clinic for a 
pregnancy test.   When the test confirmed that she is pregnant, she was concerned about 
her and her husbandôs ability to pay for the prenatal care she needs.  The staff at Health 
Family Clinic decided to determine whether Ahn may be eligible for Medicaid. 
 
Ahn is married and lives with her husband, John, and Anhôs four year old daughter, Kathryn, 
from her first marriage.  The family lives in Mineola, NY (Nassau County).   Ahn and her 
daughter were on Medicaid before Ahn and John were married.  Ahn requested that the case 
be closed when she and John were married. 
 
John works full time and his gross weekly earnings are $450.  His employer provides health 
insurance and John pays a health insurance premium of $40/week.  Ahn works part time and 
her gross weekly earnings are $125.  Ahn pays her cousin $25/week to watch Kathryn while 
Ahn works.  Ahn also receives $50/week in child support for Kathryn from her first husband. 
 

 

 

 

Note: 
 

Use of the following formula ensures a more accurate picture of monthly income and 
expenses: 
 

Weekly  X  4.333333 = Monthly 
Biweekly  X  2.166667 = Monthly 



LDSS-4150 (12/08) 

MEDICAID PRESUMPTIVE ELIGIBILITY FOR PREGNANT WOMEN SCREENING CHECKLIST 

1. APPLICANTôS 
  

 DATE OF BIRTH  EDC 

NAME: M D Y M D Y 

 LAST FIRST M.I. 

       ADDRESS:    PRESUMPTIVE DETERMINATION 

DATE 

 SOCIAL SECURITY NUMBER 

  
M D Y 

(Optional ï please provide if available) 

   

  

    HOME PHONE (INCLUDE AREA 

CODE) 

 MESSAGE PHONE 

          COUNTY OF 

           RESIDENCE:   
 (       )  

2. Does applicant currently have Medicaid or Family Health Plus coverage?   Ã NO     Ã YES            

 If óYesô, STOP! See Section 2 of Instructions. 

3. Check if applicant has recently (within the last 3 months) applied for:  Ã  Medicaid     Ã Family Health Plus   Ã  Cash Assistance 

 If óYesô, When?   Where?   Case Name   

4. If applicant has applied for Family Health Plus, and her eligibility has not been determined or she has not heard from her health plan   

 yet, does she need ongoing prenatal care?  Ã Yes       Ã No                       

5. Does applicant have Health Insurance Coverage:  Ã  Yes     Ã  No                 Does not want to use, claims good cause    Ã 

 Type:  Ã Inpatient        Ã Outpatient         Ã Dental            Ã Drugs          Ã Other (specify)                                                                   

NAME OF INSURANCE COMPANY POLICY NUMBER 
POLICY HOLDERôS RELATIONSHIP TO 

POLICY HOLDER NAME SEX 

A.      

B.      

6. Family Size: 

 Pregnant Woman .....................................    

 Enter 1 if spouse is in the home ...............    

 Enter number of womanôs children 

 under age 21 in the home ........................ +   

   

                                         TOTAL     

 

 

7. a. Householdôs monthly gross income .....................................................  a.   

  (Include wages, social security, child support, 

  alimony, unemployment benefits, etc.) 

  (Do not count wages, grants, or loans of 

  students or Public Assistance or SSI grants) 

b. Deductions (Monthly) 
$90 from earned income only ................................    

Child care expenses from employment 

($175.00 maximum per child age 2 or over; 
$200.00 maximum per child under age 2) .............   

$100 from child/ spousal support only  .................    

Health Insurance ....................................................  +  

 Total Deductions   - b.  

 Net Monthly Income (a ï b)   

8. Compare Net Monthly Income (7) for Family Size (6) to Current Monthly Income Levels 

Net Monthly Income is:  Less than 100% poverty  Eligible for all Ambulatory Medicaid Services 

   Less than 200% poverty  Eligible for Ambulatory Prenatal Services Only 

   More than 200% poverty  Ineligible (Subject to Spenddown) 

9. If eligible, Health Plan Choice:                                                    ..............   Doctor:      

 

10. QUALIFIED 
   PROVIDER 

 NAME  SIGNATURE 

 ADDRESS  PHONE NUMBER 

If ELIGIBLE, submit to Department of Social Service with Medicaid application in 5 days. 

If INELIGIBLE, make referral to Department of Social Services for determination. 

2 



 

 

 

 

 

 

 

 

 

 

 

 

Medicaid Standards Chart 
 
 
  

2 
 
3 

 
4 

 
Each Addnl. 
Person 
 

 
Medicaid 
Level 
 

 
$1117 

 
$1285 

 
$1452 

 
+$168 

 
100% Federal 
Poverty 
Level 
 

 
$1215 

 
$1526 

 
$1838 

 
+$312 

 
200% Federal 
Poverty 
Level 
 

 
$2429 

 
$3052 

 
$3675 

 
+$624 

 

 

 

 

 

Note: 

 

Use of the following formula ensures a more accurate picture of monthly income and expenses: 
 
Weekly  X 4.333333  =  Monthly 
 
Biweekly  X 2.166667  =  Monthly  
 



NOW YOU CAN CHOOSE A HEALTH PLAN  
(Voluntary Districts) 

 

What is Medicaid Managed Care? 
 
Medicaid Managed Care offers many New Yorkers a chance to choose a Medicaid health plan.  Managed care plans 
focus on preventive health care and provide enrollees with a medical home for themselves and their families.  You 
may choose a managed care health plan to meet your own individual needs. 
 

 Who Can Join a Medicaid Health Plan? 
 
Most people with Medicaid may choose a health plan.  Some people are not allowed to join. This means they are 
Excluded.  Look at the list of Exclusions to see if you are excluded from joining a health plan.  You may also call your 
Local Department of Social Services (LDSS) if you have questions. 
 

If You Join a Health Plan, What Happens Next? 
 
¶ You will get a letter with the date that you must begin using your health plan. The letter will include a health 

assessment form.  Please fill out and return this form so that your new plan will know about your health care 
needs.   

¶ You will receive a welcome letter and a member ID card from your health plan. If you need care before your 
health plan ID card arrives, use the health planôs welcome letter to show your doctor or other health care 
provider that you are a member.  

¶ You will use the hospitals, clinics, and doctors that work with the health plan. You wonôt be able to see your 
former doctor, or use the clinics and hospitals you do now unless they are in the health plan you chose.  

¶ Keep Your Medicaid Benefit Card and Your Health Plan ID Card. You need to use the Medicaid benefit 
card for pharmacy services and other services that may not be covered by your health plan, such as outpatient 
chemical dependence services. In addition, you will need the Medicaid benefit card to get mental health and 
some substance abuse services if you get SSI, SSD or you are certified blind or disabled.  

 

How the Health Plan Works 
 

¶ You choose one doctor to be your regular health care provider. This person is your Primary Care Provider 
(PCP). Some plans will let you choose a nurse practitioner. Each family member will have a PCP who works 
with the health plan.  

¶ You can reach your PCPôs office or health plan 24 hours a day, 7 days a week. 

¶ Your PCP gives you regular check-ups to help prevent problems from starting or getting worse. Visit your PCP 
soon after you join a health plan.  

¶ Your children will have regular check-ups as they grow up. 

¶ You will get health care during pregnancy to keep you and your baby healthy.  

¶ You can see specialists. 
        Å Your PCP gives you a referral (permission) if you need to see a specialist.  

             Å If you see a specialist often, you can ask your health plan to have the specialist be  
                your PCP, or get special permission to see the specialist for a long time.  

¶ You do not need a referral for some specialists. 
               Å You do not need a referral for OB-GYN preventative services or for pregnancy care.  
                   Å You do not need a referral to see a provider in the health plan for optical care.  
        Å You do not need a referral for one mental health assessment and one chemical dependence            
(including alcohol and substance abuse) service assessment in one year.  

 
  

 
 
 
 



Benefits 
 
When you join a health plan, you keep the same Medicaid benefits.  Most Medicaid services are provided by the health 
plans. Among the services offered by the health plans are:  
 
   Å Regular check-ups and shots      Å Visits to the doctor when you are sick  
   Å Care during pregnancy        Å Family planning services 
   Å Hospital care, lab tests, X-rays       Å Referrals to specialists, when needed  
   Å FQHC services (Federally Qualified                       Å Mental health services  
     Health Center services)                                      Å Transportation assistance   
   Å Other Medicaid services, such as eye care,     Å Emergency care                                                                    
     medical equipment and HIV testing and counseling  
 

Children up to age 21 and pregnant women (during pregnancy and for 60 days postpartum) are exempt from the regular 

Medicaid co-payments. 

 

Using the Emergency Room  
 
¶ Go to the Emergency Room when you think there is a real emergency. Do not use it for routine care. Your 

Primary Care Provider (PCP) can treat problems that are not emergencies.  

¶ Examples of medical emergencies:    
 Å Passing out       Å Trouble breathing    Å Broken bones 
            Å Convulsions (fits or spasms)   Å Miscarriage                        Å Bad burns  
 Å Poisoning or drug overdose     Å Heart attack    Å High fever 
            Å Bleeding that will not stop        Å A lot of pain              Å Rape 
 Å Head or eye injuries                 Å Chest pains  

¶ If you go to the emergency room, call your health plan as soon as possible afterwards.  

 

Family Planning Services  

 
¶ All members of every health plan can go to any Medicaid provider for family planning. 

¶ Members do not need a referral from your PCP for family planning.  

¶ Family planning services include:  Birth control pills, condoms, diaphragms, IUDs, Depo Provera, Norplant and 
foam; Emergency contraception; Pregnancy testing and counseling; Sterilization; Sexually transmitted disease 
testing and treatment; HIV testing and counseling when it is part of a family planning visit; Abortions (that you 
and your doctor agree are necessary).  

_________________________________________________________________________________ 

 
Your health plan provides information in other formats if needed, such as large print, recordings, or 
Braille. Your health plan also provides interpreter services if needed when you contact the health 
plan. In some cases, health plans have the important written materials available in other languages. 

_______________________________________________________________ 
 
Problem Solving ï Use Your Planôs Member Services Department 
 
If you have a problem call your health planôs Member Services Department. Each health plan has Member Services 
staff to:  

¶ Tell you about the health plan and help you choose a PCP.  

¶ Send you a member handbook and a member ID card with the health planôs phone number on it and the name 
of your PCP.  

¶ Invite you to a meeting to learn about the health plan or tell you about it over the phone.  

¶ Answer other questions or solve problems that you have.  
 
 
 



If You Have a Problem with Your Health Plan, You Can:  
 
¶ Call the health planôs Member Services Department and tell them your problem. Often they can help. The 

number is on your health plan ID card.  

¶ Call your LDSS Managed Care Unit. 

¶ Ask for a fair hearing if your health plan has denied, stopped, or reduced covered services you think you should 
get. Call your LDSS to find out more about fair hearings.  

¶ Call the State Department of Health Complaint Line, Monday through Friday, 8:30 a.m. to 4:30 p.m., at 1-800-
206-8125, if you have a problem with your health services.  

 
_________________________________________________________________________________ 
 

Your Rights In a Health Plan: 
 

¶ Have all information about your health care kept confidential.  

¶ Know how the health plan works, and what services it offers. 

¶ Choose a PCP who will give you regular check-ups and keep track of all your health care. 

¶ Get an appointment within 48 to 72 hours if you are sick and within 24 hours if you need care  
            right away.  

¶ If you do not need care right away, get an appointment for a check-up within 12 weeks of joining the health 
plan.  

¶ Get a second opinion about certain medical conditions from another provider in your health plan.  

¶ Change your PCP.  

¶ Go to the Emergency Room for emergency care.  

¶ Be treated with dignity and respect.  

¶ Complain to the health plan, State Department of Health, or to your LDSS if you have problems with your 
health plan. You can reach the State Department of Health at 1-800-206-8125.  

Request a Fair Hearing. You can call 1-800-342-3334 to ask for a Fair Hearing. 

 

 



CHOOSING A HEALTH PLAN  
(Mandatory Districts with NY Medicaid Choice) 

 

Who Must Choose? 
 
Most people with Medicaid must choose a health plan. This means that you must choose a health plan to get most of 
your Medicaid benefits.  
 
Most people have 60 days to choose a health plan. If you receive Supplemental Security Income (SSI), Social Security 
Disability (SSD), or you are Certified Blind or Disabled, you have 90 days to choose a health plan. If you do not choose 
a health plan, one will be chosen for you.  Itôs important to choose so that you can have a health plan with the doctors, 
hospitals and special programs that you want and need. 
 
Some people with Medicaid are not required to join a health plan (Exempt). Some people cannot enroll 
(Excluded). Look at the list of Exemptions and Exclusions or you can call New York Medicaid CHOICE at 1-
800-505-5678 (TTY 1-888-329-1541). If you think you are exempt or excluded, you must tell New York Medicaid 
CHOICE or you will be enrolled in a health plan.  
 
You have the right to a fair hearing if you apply to be exempt or excluded and do not get it. To learn more about fair 
hearings call New York Medicaid CHOICE. 
 

What Happens Next? 
 
¶ You will get a letter with the date that you must begin using your health plan. The letter will include a health 

assessment form.  Please fill out and return so that your new plan will know about your health care needs.   

¶ You will receive a welcome letter and a member ID card from your health plan. If you need care before your 
health plan ID card arrives, use the health planôs welcome letter to show your doctor or other health care 
provider that you are a member.  

¶ You will use the hospitals, clinics, and doctors that work with the health plan. You wonôt be able to see your 
former doctor, or use the clinics and hospitals you do now unless they are in the health plan you chose.  

¶ Keep Your Medicaid Benefit Card and Your Health Plan ID Card. You need to use the Medicaid benefit 
card for pharmacy services and other services that may not be covered by your health plan, such as outpatient 
chemical dependence services. In addition, you will need the Medicaid benefit card to get mental health and 
some substance abuse services if you get SSI, SSD or you are certified blind or disabled.  

 

How the Health Plan Works 
 

¶ You choose one doctor to be your regular health care provider. This person is your Primary Care Provider 
(PCP). Some plans will let you choose a nurse practitioner. Each family member will have a PCP who works 
with the health plan.  

¶ You can reach your PCPôs office or health plan 24 hours a day, 7 days a week. 

¶ Your PCP gives you regular check-ups to help prevent problems from starting or getting worse. Visit your PCP 
soon after you join a health plan.  

¶ Your children will have regular check-ups as they grow up. 

¶ You will get health care during pregnancy to keep you and your baby healthy.  

¶ You can see specialists. 
        Å Your PCP gives you a referral (permission) if you need to see a specialist.  

              Å If you see a specialist often, you can ask your health plan to have the specialist be  
                your PCP, or get special permission to see the specialist for a long time.  

¶ You do not need a referral for some specialists. 
               Å You do not need a referral for OB-GYN preventative services or for pregnancy care.  
                   Å You do not need a referral to see a provider in the health plan for optical care OR one           mental 
health assessment and one chemical dependence (including alcohol and                           substance abuse) 
service assessment in one year.  
  

 



Benefits 
 
When you join a health plan, you keep the same Medicaid benefits. Most Medicaid services are provided by the health 
plans.  Among the services offered by the health plans are:  
 
   Å Regular check-ups and shots      Å Visits to the doctor when you are sick  
   Å Care during pregnancy        Å Family planning services 
   Å Hospital care, lab tests, X-rays       Å Referrals to specialists, when needed  
   Å FQHC Services (Federally Qualified                       Å Mental health services  
     Health Center services)                                      Å Transportation assistance   
   Å Other Medicaid services, such as eye care,     Å Emergency care                                                                    
     medical equipment and HIV testing and counseling  
Children up to age 21 and pregnant women (during pregnancy and for 60 days postpartum) are exempt from the regular 

Medicaid co-payments. 

 

Using the Emergency Room  
 
¶ Go to the Emergency Room when you think there is a real emergency. Do not use it for routine care. Your 

Primary Care Provider (PCP) can treat problems that are not emergencies.  

¶ Examples of medical emergencies:    
 Å Passing out       Å Trouble breathing    Å Broken bones 
            Å Convulsions (fits or spasms)   Å Miscarriage                        Å Bad burns  
 Å Poisoning or drug overdose     Å Heart attack    Å High fever 
            Å Bleeding that will not stop        Å A lot of pain              Å Rape 
 Å Head or eye injuries                 Å Chest pains  

¶ If you go to the emergency room, call your health plan as soon as possible afterwards.  

 

Family Planning Services  

 
¶ All members of every health plan can go to any Medicaid provider for family planning. 

¶ Members do not need a referral from your PCP for family planning.  

¶ Family planning services include:  Birth control pills, condoms, diaphragms, IUDs, Depo Provera, Norplant and 
foam; Emergency contraception; Pregnancy testing and counseling; Sterilization; Sexually transmitted disease 
testing and treatment; HIV testing and counseling when it is part of a family planning visit; Abortions (that you 
and your doctor agree are necessary).  

_________________________________________________________________________________ 

 
Your health plan provides information in other formats if needed, such as large print, recordings, or Braille. 
Your health plan also provides interpreter services if needed when you contact the health plan. In some 
cases, health plans have the important written materials available in other languages. 

_______________________________________________________________ 
 
Problem Solving ï Use Your Planôs Member Services Department 
 
If you have a problem call your health planôs Member Services Department. Each health plan has Member Services 
staff to:  

¶ Tell you about the health plan and help you choose a PCP.  

¶ Send you a member handbook and a member ID card with the health planôs phone number on it and the name 
of your PCP.  

¶ Invite you to a meeting to learn about the health plan, or tell you about it over the phone.  

¶ Answer other questions or solve problems that you have.  
 
 
 
 

If You Have a Problem with Your Health Plan, You Can:  



 
¶ Call the health planôs Member Services Department and tell them your problem. Often they can help. The 

number is on your health plan ID card.  

¶ Call the New York Medicaid CHOICE HelpLine. 

¶ Ask for a fair hearing if your health plan has denied, stopped, or reduced covered services you think you should 
get. Call New York Medicaid CHOICE to find out more about fair hearings.  

¶ Call the State Department of Health Complaint Line, Monday through Friday, 8:30 a.m. to 4:30 p.m., at 1-800-
206-8125, if you have a problem with your health services.  

 
_________________________________________________________________________________ 
 

Your Rights In a Health Plan: 
 

¶ Have all information about your health care kept confidential.  

¶ Know how the health plan works, and what services it offers. 

¶ Choose a PCP who will give you regular check-ups and keep track of all your health care. 

¶ Get an appointment within 48 to 72 hours if you are sick and within 24 hours if you need care  
            right away.  

¶ If you do not need care right away, get an appointment for a check-up within 12 weeks of joining the health 
plan.  

¶ Get a second opinion about certain medical conditions from another provider in your health plan.  

¶ Change your PCP.  

¶ Go to the Emergency Room for emergency care.  

¶ Be treated with dignity and respect.  

¶ Complain to the health plan, State Department of Health, or to your LDSS if you have problems with your 
health plan. You can reach the State Department of Health at 1-800-206-8125.  

¶ Request a Fair Hearing. You can call 1-800-342-3334 to ask for a Fair Hearing.  



 

CHOOSING A HEALTH PLAN 
(For Districts NOT using NY Medicaid Choice)  

 

Who Must Choose? 
 
Most people with Medicaid must choose a health plan. This means that you must choose a health plan to get most of 
your Medicaid benefits.  
 
Most people have 60 days to choose a health plan. If you receive Supplemental Security Income (SSI), Social Security 
Disability (SSD), or you are Certified Blind or Disabled, you have 90 days to choose a health plan. If you do not choose 
a health plan, one will be chosen for you.  Itôs important to choose so that you can have a health plan with the doctors, 
hospitals and special programs that you want and need. 
 
Some people with Medicaid do not have to join a health plan (Exempt). Some people cannot enroll (Excluded). 
Look at the list of Exemptions and Exclusions and call your Local Department of Social Services (LDSS) if you 
think you are exempt or excluded.  You must tell your LDSS if you think you might be Exempt or you will be 
enrolled in a health plan.  
 
If you apply to be exempt or excluded and do not get it, you have the right to a fair hearing. Call your LDSS Managed 
Care Unit to find out more about fair hearings. 
 

What Happens Next? 
 
¶ You will get a letter with the date that you must begin using your health plan. The letter will include a health 

assessment form.  Please fill out and return this form so that your new plan will know about your health care 
needs.   

¶ You will receive a welcome letter and a member ID card from your health plan. If you need care before your 
health plan ID card arrives, use the health planôs welcome letter to show your doctor or other health care 
provider that you are a member.  

¶ You will use the hospitals, clinics, and doctors that work with the health plan. You wonôt be able to see your 
former doctor, or use the clinics and hospitals you do now unless they are in the health plan you chose.  

¶ Keep Your Medicaid Benefit Card and Your Health Plan ID Card. You need to use the Medicaid benefit 
card for pharmacy services and other services that may not be covered by your health plan, such as outpatient 
chemical dependence services. In addition, you will need the Medicaid benefit card to get mental health and 
some substance abuse services if you get SSI, SSD or you are certified blind or disabled.  

 

How the Health Plan Works 
 

¶ You choose one doctor to be your regular health care provider. This person is your Primary Care Provider 
(PCP). Some plans will let you choose a nurse practitioner. Each family member will have a PCP who works 
with the health plan.  

¶ You can reach your PCPôs office or health plan 24 hours a day, 7 days a week. 

¶ Your PCP gives you regular check-ups to help prevent problems from starting or getting worse. Visit your PCP 
soon after you join a health plan.  

¶ Your children will have regular check-ups as they grow up. 

¶ You will get health care during pregnancy to keep you and your baby healthy.  

¶ You can see specialists. 
        Å Your PCP gives you a referral (permission) if you need to see a specialist.  

             Å If you see a specialist often, you can ask your health plan to have the specialist be  
                your PCP, or get special permission to see the specialist for a long time.  

¶ You do not need a referral for some specialists. 
               Å You do not need a referral for OB-GYN preventative services or for pregnancy care.  
                   Å You do not need a referral to see a provider in the health plan for optical care OR one           mental 
health assessment and one chemical dependence (including alcohol and                           substance abuse) 
service assessment in one year.  



  

Benefits 
 
When you join a health plan, you keep the same Medicaid benefits.  Most Medicaid services are provided by the health 
plans. Among the services offered by the health plans are:  
 
   Å Regular check-ups and shots      Å Visits to the doctor when you are sick  
   Å Care during pregnancy        Å Family planning services 
   Å Hospital care, lab tests, X-rays       Å Referrals to specialists, when needed  
   Å FQHC Services (Federally Qualified                       Å Mental health services  
     Health Center services)                                      Å Transportation assistance   
   Å Other Medicaid services, such as eye care,     Å Emergency care                                                                    
     medical equipment and HIV testing and counseling  
Children up to age 21 and pregnant women (during pregnancy and for 60 days postpartum) are exempt from the regular 

Medicaid co-payments. 

 

Using the Emergency Room  
 
¶ Go to the Emergency Room when you think there is a real emergency. Do not use it for routine care. Your 

Primary Care Provider (PCP) can treat problems that are not emergencies.  

¶ Examples of medical emergencies:    
 Å Passing out       Å Trouble breathing    Å Broken bones 
            Å Convulsions (fits or spasms)   Å Miscarriage                        Å Bad burns  
 Å Poisoning or drug overdose     Å Heart attack    Å High fever 
            Å Bleeding that will not stop        Å A lot of pain              Å Rape 
 Å Head or eye injuries                 Å Chest pains  

¶ If you go to the emergency room, call your health plan as soon as possible afterwards.  

 

Family Planning Services  

 
¶ All members of every health plan can go to any Medicaid provider for family planning. 

¶ Members do not need a referral from your PCP for family planning.  

¶ Family planning services include:  Birth control pills, condoms, diaphragms, IUDs, Depo Provera, Norplant and 
foam; Emergency contraception; Pregnancy testing and counseling; Sterilization; Sexually transmitted disease 
testing and treatment; HIV testing and counseling when it is part of a family planning visit; Abortions (that you 
and your doctor agree are necessary).  

_________________________________________________________________________________ 

 
Your health plan provides information in other formats if needed, such as large print, recordings, or Braille. 
Your health plan also provides interpreter services if needed when you contact the health plan. In some 
cases, health plans have the important written materials available in other languages. 

_______________________________________________________________ 
 
Problem Solving ï Use Your Planôs Member Services Department 
 
If you have a problem call your health planôs Member Services Department. Each health plan has Member Services 
staff to:  

¶ Tell you about the health plan and help you choose a PCP.  

¶ Send you a member handbook and a member ID card with the health planôs phone number on it and the name 
of your PCP.  

¶ Invite you to a meeting to learn about the health plan, or tell you about it over the phone.  

¶ Answer other questions or solve problems that you have.  
 
 
 
 



If You Have a Problem with Your Health Plan, You Can:  
 
¶ Call the health planôs Member Services Department and tell them your problem. Often they can help. The 

number is on your health plan ID card.  

¶ Call your LDSS Managed Care Unit. 

¶ Ask for a fair hearing if your health plan has denied, stopped, or reduced covered services you think you should 
get. Call your LDSS to find out more about fair hearings.  

¶ Call the State Department of Health Complaint Line, Monday through Friday, 8:30 a.m. to 4:30 p.m., at 1-800-
206-8125, if you have a problem with your health services.  

 
_________________________________________________________________________________ 
 

Your Rights In a Health Plan: 
 

¶ Have all information about your health care kept confidential.  

¶ Know how the health plan works, and what services it offers. 

¶ Choose a PCP who will give you regular check-ups and keep track of all your health care. 

¶ Get an appointment within 48 to 72 hours if you are sick and within 24 hours if you need care  
            right away.  

¶ If you do not need care right away, get an appointment for a check-up within 12 weeks of joining the health 
plan.  

¶ Get a second opinion about certain medical conditions from another provider in your health plan.  

¶ Change your PCP.  

¶ Go to the Emergency Room for emergency care.  

¶ Be treated with dignity and respect.  

¶ Complain to the health plan, State Department of Health, or to your LDSS if you have problems with your 
health plan. You can reach the State Department of Health at 1-800-206-8125.  

¶ Request a Fair Hearing. You can call 1-800-342-3334 to ask for a Fair Hearing.  



 

 

 

 

 
 

 

 

Jackie Smith Scenario 
 
Jackie Smith comes in to your office. She is a single, 23-year-old woman who is four months pregnant.  She 
has no health insurance. Jackie was on Medicaid three years ago but became in-eligible when she started 
working. She lives in an apartment with another woman to whom she is not related. She cannot expect any 
help from the father of her unborn child. She works as a salesclerk for $300 per week. 
 
She pays her roommate $25 per week to watch her two-year-old son Jamie while she is at work. She 
receives $50 per week in child support from Jamie's father. 
 
What is your eligibility determination for Jackie? 
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MEDICAID PRESUMPTIVE ELIGIBILITY FOR PREGNANT WOMEN SCREENING CHECKLIST 

2. APPLICANTôS 
  

 DATE OF BIRTH  EDC 

NAME: M D Y M D Y 

 LAST FIRST M.I. 

       ADDRESS:    PRESUMPTIVE DETERMINATION 

DATE 

 SOCIAL SECURITY NUMBER 

  
M D Y 

(Optional ï please provide if available) 

   

  

    HOME PHONE (INCLUDE AREA 

CODE) 

 MESSAGE PHONE 

          COUNTY OF 

           RESIDENCE:   
 (       )  

2. Does applicant currently have Medicaid or Family Health Plus coverage?   Ã NO     Ã YES            

 If óYesô, STOP! See Section 2 of Instructions. 

3. Check if applicant has recently (within the last 3 months) applied for:  Ã  Medicaid     Ã Family Health Plus   Ã  Cash Assistance 

 If óYesô, When?   Where?   Case Name   

4. If applicant has applied for Family Health Plus, and her eligibility has not been determined or she has not heard from her health plan   

 yet, does she need ongoing prenatal care?  Ã Yes       Ã No                       

5. Does applicant have Health Insurance Coverage:  Ã  Yes     Ã  No                 Does not want to use, claims good cause    Ã 

 Type:  Ã Inpatient        Ã Outpatient         Ã Dental            Ã Drugs          Ã Other (specify)                                                                   

NAME OF INSURANCE COMPANY POLICY NUMBER 
POLICY HOLDERôS RELATIONSHIP TO 

POLICY HOLDER NAME SEX 

A.      

B.      

6. Family Size: 

 Pregnant Woman .....................................    

 Enter 1 if spouse is in the home ...............    

 Enter number of womanôs children 

 under age 21 in the home ........................ +   

   

                                         TOTAL     

 

 

7. a. Householdôs monthly gross income .....................................................  a.   

  (Include wages, social security, child support, 

  alimony, unemployment benefits, etc.) 

  (Do not count wages, grants, or loans of 

  students or Public Assistance or SSI grants) 

c. Deductions (Monthly) 
$90 from earned income only ................................    

Child care expenses from employment 

($175.00 maximum per child age 2 or over; 
$200.00 maximum per child under age 2) .............   

$100 from child/ spousal support only  .................    

Health Insurance ....................................................  +  

 Total Deductions   - b.  

 Net Monthly Income (a ï b)   

8. Compare Net Monthly Income (7) for Family Size (6) to Current Monthly Income Levels 

Net Monthly Income is:  Less than 100% poverty  Eligible for all Ambulatory Medicaid Services 

   Less than 200% poverty  Eligible for Ambulatory Prenatal Services Only 

   More than 200% poverty  Ineligible (Subject to Spenddown) 

10. If eligible, Health Plan Choice:                                                    ..............   Doctor:      

 

10. QUALIFIED 
   PROVIDER 

 NAME  SIGNATURE 

 ADDRESS  PHONE NUMBER 

If ELIGIBLE, submit to Department of Social Service with Medicaid application in 5 days. 

If INELIGIBLE, make referral to Department of Social Services for determination. 
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Service Packages for Presumptively Eligible Pregnant Women 
 
 
As you can see in the chart below, clients may be eligible for two different service packages 
depending on their income. 
 
Ambulatory Medicaid Services (Prenatal Package A) provides coverage for all outpatient health 
care. 
Ambulatory Prenatal Care (Prenatal Package B) provides services necessary for a woman to 
have a healthy birth outcome. 
 
Neither service package covers inpatient care. 

Description ¢ 100% 
Ambulatory Medicaid 
Services 

¢ 200% 
Ambulatory Prenatal Care 

EMEVS 
Message 

Presumptive Eligibility 
Prenatal A 

Presumptive Eligibility 
Prenatal B 

Included 

Services 

Physician Care 
Midwife Care 
Outpatient Clinic 
Pharmacy 
Dental 
Laboratory 
Eye Care 
Transportation 
Home Health Care 
Personal Care 
Nursing Services 
Podiatry 
Physical Therapy 
Occupational Therapy 
Speech Pathology 
Durable Med. Equip. 
Abortion 
Clinical Psychology 
Outpatient/Mental Health 
Outpatient/Alcoholism 
Health Education 
Nutritional Counseling 
Family Planning 

Physician Care 
Midwife Care 
Outpatient Clinic 
Pharmacy 
Dental 
Laboratory 
Transportation 
Home Health Care 
Personal Care 
Nursing Services 
Clinical Psychology 
Outpatient/Mental Health 
Outpatient/Alcoholism 
Health Education 
Nutritional Counseling 
Family Planning 

Excluded 

Services 

Inpatient Care 
Alternate Level Care 
Institutional LTC 
Long Term Home Health Care 

 

Inpatient Care 
Alternate Level Care 
Institutional LTC 
Podiatry 
Eye Care 
Durable Med. Equip. 
Abortion 
Physical Therapy 
Occupational Therapy 
Speech Pathology 
Hospice 
Long Term Home Health Care 



Sample Case Scenarios 
 
 
Several sample case scenarios have been provided on the next pages for your practice.  Read the 
case scenario and make your presumptive eligibility determination for each.  At the back of the 
book you will find a sample screening checklist.  Please make copies for these practice cases. 
 
Note: 
 
Use of the following formulae ensures a more accurate picture of monthly income and expenses: 
 
Weekly  X 4.333333  =  Monthly 
 
Biweekly  X 2.166667  =  Monthly  



 

 
 

 

 

Carmen Bustillo Scenario 
 
 
Carmen Bustillo is in her fifth month of pregnancy.  Carmen earns approximately $500 gross 
income each week as a legal secretary and another $200 each week doing free-lance word-
processing.  She has two children:  Carlos, 4, and Tanya, 18 months. She pays a day care center 
$150 ($75 per child) each week to take care of the children while she is at work.  Carmen's 
husband moved out four months ago and has not been heard from since.  Carmen has a health 
insurance plan that covers inpatient costs only. 
 
Is Carmen eligible? 
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MEDICAID PRESUMPTIVE ELIGIBILITY FOR PREGNANT WOMEN SCREENING CHECKLIST 

3. APPLICANTôS 
  

 DATE OF BIRTH  EDC 

NAME: M D Y M D Y 

 LAST FIRST M.I. 

       ADDRESS:    PRESUMPTIVE DETERMINATION 

DATE 

 SOCIAL SECURITY NUMBER 

  
M D Y 

(Optional ï please provide if available) 

   

  

    HOME PHONE (INCLUDE AREA 

CODE) 

 MESSAGE PHONE 

          COUNTY OF 

           RESIDENCE:   
 (       )  

2. Does applicant currently have Medicaid or Family Health Plus coverage?   Ã NO     Ã YES            

 If óYesô, STOP! See Section 2 of Instructions. 

3. Check if applicant has recently (within the last 3 months) applied for:  Ã  Medicaid     Ã Family Health Plus   Ã  Cash Assistance 

 If óYesô, When?   Where?   Case Name   

4. If applicant has applied for Family Health Plus, and her eligibility has not been determined or she has not heard from her health plan   

 yet, does she need ongoing prenatal care?  Ã Yes       Ã No                       

5. Does applicant have Health Insurance Coverage:  Ã  Yes     Ã  No                 Does not want to use, claims good cause    Ã 

 Type:  Ã Inpatient        Ã Outpatient         Ã Dental            Ã Drugs          Ã Other (specify)                                                                   

NAME OF INSURANCE COMPANY POLICY NUMBER 
POLICY HOLDERôS RELATIONSHIP TO 

POLICY HOLDER NAME SEX 

A.      

B.      

6. Family Size: 

 Pregnant Woman .....................................    

 Enter 1 if spouse is in the home ...............    

 Enter number of womanôs children 

 under age 21 in the home ........................ +   

   

                                         TOTAL     

 

 

7. a. Householdôs monthly gross income .....................................................  a.   

  (Include wages, social security, child support, 

  alimony, unemployment benefits, etc.) 

  (Do not count wages, grants, or loans of 

  students or Public Assistance or SSI grants) 

d. Deductions (Monthly) 
$90 from earned income only ................................    

Child care expenses from employment 

($175.00 maximum per child age 2 or over; 
$200.00 maximum per child under age 2) .............   

$100 from child/ spousal support only  .................    

Health Insurance ....................................................  +  

 Total Deductions   - b.  

 Net Monthly Income (a ï b)   

8. Compare Net Monthly Income (7) for Family Size (6) to Current Monthly Income Levels 

Net Monthly Income is:  Less than 100% poverty  Eligible for all Ambulatory Medicaid Services 

   Less than 200% poverty  Eligible for Ambulatory Prenatal Services Only 

   More than 200% poverty  Ineligible (Subject to Spenddown) 

11. If eligible, Health Plan Choice:                                                    ..............   Doctor:      

 

10. QUALIFIED 
   PROVIDER 

 NAME  SIGNATURE 

 ADDRESS  PHONE NUMBER 

If ELIGIBLE, submit to Department of Social Service with Medicaid application in 5 days. 

If INELIGIBLE, make referral to Department of Social Services for determination. 
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Cindy Miller Scenario  
 
Cindy Miller is a 32-year-old woman who comes to your office because of a positive reading on her home 
pregnancy test.  Cindy and her husband, Jeff, are excited about having their first baby, but are very worried 
because Mr. Miller is collecting disability as a result of an accident at work.  Mr. Miller's health insurance 
stopped two weeks ago.  The disability checks are only $345 every two weeks.  Cindy sells cosmetics and 
makes an average gross income of $400 per month. 
 
Is Cindy eligible? 
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MEDICAID PRESUMPTIVE ELIGIBILITY FOR PREGNANT WOMEN SCREENING CHECKLIST 

4. APPLICANTôS 
  

 DATE OF BIRTH  EDC 

NAME: M D Y M D Y 

 LAST FIRST M.I. 

       ADDRESS:    PRESUMPTIVE DETERMINATION 

DATE 

 SOCIAL SECURITY NUMBER 

  
M D Y 

(Optional ï please provide if available) 

   

  

    HOME PHONE (INCLUDE AREA 

CODE) 

 MESSAGE PHONE 

          COUNTY OF 

           RESIDENCE:   
 (       )  

2. Does applicant currently have Medicaid or Family Health Plus coverage?   Ã NO     Ã YES            

 If óYesô, STOP! See Section 2 of Instructions. 

3. Check if applicant has recently (within the last 3 months) applied for:  Ã  Medicaid     Ã Family Health Plus   Ã  Cash Assistance 

 If óYesô, When?   Where?   Case Name   

4. If applicant has applied for Family Health Plus, and her eligibility has not been determined or she has not heard from her health plan   

 yet, does she need ongoing prenatal care?  Ã Yes       Ã No                       

5. Does applicant have Health Insurance Coverage:  Ã  Yes     Ã  No                 Does not want to use, claims good cause    Ã 

 Type:  Ã Inpatient        Ã Outpatient         Ã Dental            Ã Drugs          Ã Other (specify)                                                                   

NAME OF INSURANCE COMPANY POLICY NUMBER 
POLICY HOLDERôS RELATIONSHIP TO 

POLICY HOLDER NAME SEX 

A.      

B.      

6. Family Size: 

 Pregnant Woman .....................................    

 Enter 1 if spouse is in the home ...............    

 Enter number of womanôs children 

 under age 21 in the home ........................ +   

   

                                         TOTAL     

 

 

7. a. Householdôs monthly gross income .....................................................  a.   

  (Include wages, social security, child support, 

  alimony, unemployment benefits, etc.) 

  (Do not count wages, grants, or loans of 

  students or Public Assistance or SSI grants) 

e. Deductions (Monthly) 
$90 from earned income only ................................    

Child care expenses from employment 

($175.00 maximum per child age 2 or over; 
$200.00 maximum per child under age 2) .............   

$100 from child/ spousal support only  .................    

Health Insurance ....................................................  +  

 Total Deductions   - b.  

 Net Monthly Income (a ï b)   

8. Compare Net Monthly Income (7) for Family Size (6) to Current Monthly Income Levels 

Net Monthly Income is:  Less than 100% poverty  Eligible for all Ambulatory Medicaid Services 

   Less than 200% poverty  Eligible for Ambulatory Prenatal Services Only 

   More than 200% poverty  Ineligible (Subject to Spenddown) 

12. If eligible, Health Plan Choice:                                                    ..............   Doctor:      

 

10. QUALIFIED 
   PROVIDER 

 NAME  SIGNATURE 

 ADDRESS  PHONE NUMBER 

If ELIGIBLE, submit to Department of Social Service with Medicaid application in 5 days. 

If INELIGIBLE, make referral to Department of Socia l Services for determination. 
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