PAFS-431
COMMONWEALTH OF KENTUCKY
FMTL-369
(R. 10/05)
Cabinet for Health and Family Services


Department for Community Based Services

CLAIM REFERRAL

(Case Must Be Attached)

A   Case Name  






B.  Case No.  





C.  Address  







D. Type of Claim



[  ] FS         [  ] MA



[  ] K-TAP   [  ] Child Care Pymt.


Phone  







E. Discovery Date  





F.  Specific/Detailed Reason for Referral/Information Requested


Detection:
[  ]OIG
[  ] DCS


Time Period Involved:





[  ]QC

[  ] Super. Review








[  ]ME

[  ] Worker

       (From)                 (To)






[  ]PAFS-84
[  ] IEVS/Batch Match (Specify)












[  ]Audit

[  ]Third Party Contact__________________________











[  ]Client Report

    Explanation 















G.  Comments on Household Situation 












H.
Recommendation on the Category of the Claim:
[  ] AE
[  ] IHE
[  ] IPV (Hearing)


Explanation 















I.
Worker Signature 





   Wkr. Code  


  Date________


J.
FSS Signature  






Date 

_________  Agree: [  ]Yes  [  ]No


Explanation ________________________________________________________________________



K.
OIG Referral:
[  ]PAFS-88 Attached

L.
Claims Worker Section


Placed on PAFS-430 Log:
[  ]Yes
[  ]No
Date






Claim Exists:


[  ]Yes
[  ]No


Claim Completed:

[  ]Yes
[  ]No
Date






Comments: 















Claims Worker Signature 







Date __________________

