Module 3
Training Materials



Case Processing Checklist

If client is eligible:

Check box
when
complete

1.| Assist her in completing DOH 4133 (Growing Up Health
Application) or DOH 4220 (Access NY Application). Thisis a
requirement in order for her to receive Presumptive Eligibility
Benefits.
1 To assist the PW in completing Section H, explain WIC
benefits
1 See last checklist for other family members who wish to

apply

2. Complete the Presumptive Eligibility Determination letter
a. Give the client a copy of it along with a copy of the
Screening Checklist and the Documentation
Checklist attached to the application.
b. Tell her she should receive a Medicaid card in
approximately 3 weeks.
i. If she needs services in the interim, she can
take her copy of the Screening Checklist to the
LDSS and request a temporary Medicaid card.
It would be helpful for you to call your contact
person at LDSS to let them know what her
needs are.

3.| Complete Welcome Letter to give the client a list of services for
which she is eligible. (See Module 3 Training Materials for the
appropriate letter - 100% or 200%).

4.| Discuss documentation required for the Medicaid determination
with the client. Make notes of the documents she already has and
those she will need to obtain on the Documentation Checklist
contained in the application.

5.| Forward the checklist, the application, and available documentation
with Documentation Checklist to LDSS within five working days.

6.| If the pregnant woman wishes to apply, forward a copy of the
application along with the appropriate documentation to the WIC
office. Arrange details relating to referrals with the WIC office(s) in
your area.




If client is ineligible: Check box when
complete
1. Give the client notice of ineligibility through the
Presumptive Eligibility Determination Letter
2. Advise the client to apply directly at her LDSS. She
may be able to fAispenddowr
If other family member wish to apply: Check box when
complete

1. If the spouse an other family members appear to be
over the Medicaid income levels, please refer the
family to a Facilitated Enroller (FE) in a location that is
convenient for the family. Call 1-800-698-4543 to find
a location. A current list of FEs is available at the
Depart ment 6 s website:
http://www.health.state.ny.us/nysdoh/fhplus/where.htm.
2. Copy PWb6s application and
has available for other family members to take with
them to the FE

Note: Application for other family members i The pregnant woman who comes to you
to apply for Medicaid for herself and her children may have family members who are
eligible for Medicaid, Child Health Plus or Family Health Plus (FHPIus). The Growing
Up Health application, DOH-4133, is to be used for pregnant women and children under
age 19 who appear eligible for Medicaid. The Access NY Health Care application,
DOH-4220, should be used for pregnant women whose spouse and children appear to
be eligible for Medicaid.



Anh Woods Scenario

Anh 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 hus

prenatal care she needs. The staff at Health Family Clinic decided to
determine whether Anh may be eligible for Medicaid.

Anh is married and | ives with her
daughter, Kathryn, from her first marriage. The family lives in Mineola, NY
(Nassau County). Anh and her daughter were on Medicaid before Anh
and John were married. Anh 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. Anh works part time and her gross weekly earnings are $125.
Anh pays her cousin $25/week to watch Kathryn while Anh works. Anh
also receives $50/week in child support for Kathryn from her first husband.

husba



ACCESS NY HEALTH CARE

Child Health Plus / Family Health Plus / Medicaid / PCAP / WIC

PLEASE READ the entire application and INSTRUCTIONS before you fill it out. Print clearly in blue or black ink. If you need more room for any
section, attach the Additional Information page. An incomplete application cannot be processed and will result in a delay of coverage.

m Contact Information please tell us who you are and how to contact you.

First Name Middle Initial | Last Name

Daytime Phone # Evening Phone # Primary Language Spoken Primary Language Read

HOME Street Apt#
ADDRESS

of the persons - =
applying for City State Zip Code County

health insurance

MAILING Street Apt#
ADDRESS

of the persons
applyir?g = City State Zip Code County
health insurance
MAILING Street Apt#
ADDRESS

of the contact
person, if City State Zip Code County

different

Household Information List the head of household on line 1. List the full legal names of the persons applying
- for or already receiving Child Health Plus, Family Health Plus, Medicaid, or PCAP. You must also list the name of any
= OIl D parent, step-parent or spouse of an applying person who lives in the household, even if the person is not applying.
You may list other members of your household at your option {for example, a dependent child under the age of 21).
Listing the other household members may allow us to give you a higher eligibility level.

Is this OPTIONAL FOR NON-APPLICANTS
person Does this | Social Race/
a parent person Security Ethnic
Date | City and Is this of any Relationship| want Number (ifavilable) | Group
Name of State of | Sex | person applying |to Head of |health Not needed for (see codes
First, Middle Initial, Last Birth | Birth F/M | pregnant? | child? Household |insurance? pregnant women |pow)
Maiden Name, LIF [¥es [Yes HEAD OF [Yes
01 | if any:
Wothers Full Om| Do [INo | HOUSEHOLD | [INo
Maiden Name:
Maiden Name, DF DYES DYES DYES
02 | if any:
Mothers Full Um | Ono [INo CNo
Maiden Name:
OF | Ofes [Yes [Yes
03
Mother's Full Om| o Do [INo CNo
Maiden Name:
OF | Oes [Yes es
04
Mother’s Full DM DNO DNO DNO
Maidaen Name:
UF | Des [Yes [¥es
05 [
Mather's Full [INo [INo [No
Maiden Name:
Is anyone in the household a veteran? [ JYes [ INo If Yes, Name:

Race/Ethnic Affiliation Codes: (optional): A-Asian, B-Black or African American, H-Hispanic or Latino, I-Native American or Alaskan Native,
P-Native Hawaiian or other Pacific Islander, W-White, U-Unknown
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Yail 08 Health Insurance You or your family may still be eligible even if you have other health insurance.

1. Does anyone in the household already get Medicaid, Family Health Plus, Child Health Plus or PCAP? Uyes [NO
Name CIN/ID# Name CIN/ID#

v

i}

i Name CIN/ID# Name CIN/ID#

=

2. Does anyone who is applying have Medicare? Uyes [No Medicare #

3. Does anyone who is applying already have other health insurance? UYes LINO

Name of Policy Holder

Insurance Company Name Group/Policy # Monthly Cost
$
Person(s) Covered End Date of Coverage
]
>~ .
. | Name of Policy Holder
=
Insurance Company Name Group/ Policy # Monthly Cost
$
Person(s) Covered End Date of Coverage

4. Can anyone over age 19 get coverage through a federal, state, county, municipal or school district health benefits plan? [Yes [IND

If yes Name Employed by
5. Is the parent/step-parent of any child applying a public employee who can get family coverage through a state health
benefits plan? (see instructions) [ves [nO
If yes, does the public agency where that person works pay all or part of the cost of this health plan? [Yes LINOD
6. Inthe past 6 months, has anyone who is applying lost or cancelled any type of health insurance that was provided through an employer?
(If no, skip to Section D) UYes LIND If yes, what date did you lose employer coverage: {(mm/dd/yyyy)
Your answer to this question will help us understand the reasons why people change their health insurance.
Why do the person(s) no longer have the health insurance? (check only one)
1. The person who had the 1nsurance no longer works for the employer that provided the insurance.
1l Th ho had the i l ks for th L h ided the i
il 2. The employer stopped offering health insurance.
: O 3. The employer stopped offering health insurance for the child{ren) or stopped paying for health insurance for the child(ren)
= but continued to cover the working parent.
[l 4. The cost of the health insurance went up and it was no longer affordable.
[J 5. Child Health Plus or Family Health Plus costs less than the insurance the person(s) used to have.
L] 6. Child Health Plus or Family Health Plus offers better benefits than the insurance the person{s) used to have.

for health insurance. Almost all children are elibible for health insurance regardless of immigration status.

M CitizenShip Pregnant women do not have to complete this section. This information is needed only for people applying

Is everyone who is applying a U.S. citizen? (if yes, skip to Section E) Uves Uno

If NO, please give the following information for anyone applying for health insurance who is not a U.S. Citizen.
Your answers to these questions will be kept completely confidential.

Does this person belong to any | If box A is checked, | If either A or B, enter date
First N ML | LastN of the categories listed below? | enter date of status | when the person entered the
R3S REITS Hb || L83 LIS Check the appropriate box. {DOS}) (mm/dd/yyy) | United States(DEC) (mm/dd/yyyy)
[a I8 [ [None
Oa OB O Dhene
a B [lc [None
[a [I8 [c [INone
A: Check A if the person is under one of the following categories: Lawful Suspension of Deportation, Pawlee for less than one year, Covered by an approved
Permanent Resident (green card holder), Asylee, Refugee, Amerasian, Cuban/Haitian immediate relative petition, Properly filed or granted application for adjustment of
Entrant, Withholding of Deportation, Parolee for at least one year Conditional Entrant, status, Has lived continuously in the United States since before January 1, 1972, Living
Native American bom in Canada who is at least 50% Native American, Some in the United States with the knowledge and permission or acquiescence of the federal
battered/abused immigrants and/or children. This list is not all-inclusive. Enter the date immigration agency and whose departure the federal immigration agency does not
status was acquired (DOS). contemplate enforcing.
B: Check B if the person is under one of the following categories: Order of C: Check Cif the person is a non-immigrant. {Ex: short-term visa holders such as
Supervision, Stay of Deportation, Yoluntary Departure, Deferrd Action status, foreign visitors, students, temporary workers.)
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m Household Income List the types of money and the amount received by everyone listed in Section B

How much How often is the
List Type does the person|income received?
Name of Person of income/ receive? {weekly, every two
Types of Income (Who receives this income?) | employer name (before taxes) |weeks, monthly, other)
Example Mary Smith wages/XYZ Company |$350 weekly

Earnings From Work: Includes wages,
salaries, commissions, tips, overtime,

self-employment

Does your employer offer health insurance? OYes ONO If yes, please complete a “Request for Information -Employer Sponsored Health
Insurance” form. We may be able to pay the cost of your health insurance premiums if it is cost effective.

Unearned Income: Includes Social
Security Benefits, disability payments,

unemployment payments, interest and
dividends, veteran’s benefits, workers’

compensation, child support payments/
alimony, rental income

Contributions: Money from relatives
or friends, roomers or boarders {Include

money that anyone gives you each
month to help meet living expenses)

Other: Temporary (cash) Assistance or
Supplemental Security Income (SSI)

payments, student grants or loans

If no income, please explain
(for example, living with friend or relative):

Do you have to pay for childcare (or for care of a disabled adult) in order to work or go to school? [Yes UNo
Child's/adult’s name: How much? How often
$ (weekly, every two weeks, monthly)
Child’'s/adult’s name: How much? How often
g $ (weekly, every two weeks, montily)
w [Child’s/adult’s name: How much? How often
= $ (weekly, every two weeks, monthly)
Child’s/adult’s name: How much? How often
$ (weekly, every two weeks, montfrly)

Housin g EXPenses These questions help us determine the best program for the applicants.

Monthly housing payment Type of heat (gas, oil, etc.) Is heat included in your housing payment?
[IYes [No

m IIInessIInjury These questions help us determine which program is best for the applicants

Is anyone who is applying blind, disabled, handicapped, or have a chronic illness or special health care need? UYes [No

If yes,
Names:

Does anyone applying have an injury, illness, or disability that was caused by someone else,
or that could be covered by insurance, other than health insurance (such as homeowner's or auto insurance)? [lves [No

If yes,
Names:

Does anyone who is applying have unpaid or recently paid medical bills from the past 3 months?
{Medicaid may be able to pay these bills.) UYes [no

m WIC wicisa free program that helps women, infants and children get the food they need for good health

If anyone in the household is pregnant, a new mother, or a child under five years of age, would you like to apply for WIC? OYes o
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If this application includes ONLY children under age 19 and/or a pregnant woman, go to
UMl section K. If this application includes other persons, continue with Sections I and J.

W Resources skip this section if this application is only for a child(ren) under the age of 19, or a pregnant

woman. Adult applicants must answer these questions.

Resources include money in a bank or credit union, stocks, bonds, mutual funds, certificates of deposit, money market accounts, 401k plans, trust
funds, the cash value of life insurance, motor vehicles, or property that someone owns. Do not count the value of the home you live in. The inter-
viewer will assist you in determining the value of your resources.

The total value of
my/our resources is

Parent or Spouse Not Living in the Household

Pregnant women do not have to answer these questions. All other applying persons, age 19 or over, must be willing to provide information about
a parent or spouse living outside the home to be eligible for health insurance, unless there is good cause. Children may still be eligible even if a

parent is not willing to provide this information.

1. Does a parent of any applying children live outside the home?(If no, skip to question 2 below.) [les [INo
If yes, are you willing to give us information to help us get health insurance from the parent, if it is available to him /her? [lYes (o
Is there any reason {good cause)} not to help us get health insurance from the spouse?
(An example of good cause is that a family member might be harmed in some way.) UYes [INo
2. Does a spouse (husband or wife) of anyone applying live outside the home? {If no, skip to Section K.} [lYes [ClNo
If yes, are you willing to give us information to help us get health insurance from the spouse, if it is available to him/her? [lYes (o
Is there any reason {good cause) not to help us get health insurance from the spouse?
(An example of good cause 7s that a family member might be harmed in some way.) UYes [INo

m Health Plan Selection

Persons eligible for Child Health Plus and Family Health Plus must join a health plan to receive their health services. Some people enrolled in
Medicaid may be required to join a health plan now and others may be required to join one soon. You may also use this section to pick a plan for

Medicaid.

NOTE: If you or a family member are found eligible for Medicaid and are in a county that does not require people to be in a health plan, we will still
enroll you in this plan if it provides Medicaid, unless you tell us you do not want us to do this, by writing to the local social services department or

by checking this box. [ ]

Doctor/
S5 Date Health
. Number of Center Code
Name of Applying Person (if available) Birth Health Plan Doctor/Health Center | (optional) Dentist
NYS DOH
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