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Child’s Name:
_____________________________________________

*Current Family Financial Support:
 First Steps
  Medicaid
  Medicaid Waiver  Private Insurance
  Head Start 
  Medicare
 Tricare
  Medicaid Waiver  
 SSI         WIC

   HANDS
   TBI Trust Fund
   Title V
   Hospice Services
  IMPACT Plus

  Rural Health Clinic Services
       Other

Primary Insurance:

*Insurance Company: _______________________________________________

Policyholder’s Name: _________________________________________

*Policy #: ____________________________________________

Policyholder’s Relationship to Insured: ________________________________________

*Insurance Effective Date: _________________________ (mm/dd/yyyy)

Policyholder’s Employer: _____________________________________________

Group #: _________________________

Policyholder’s SSN: _________________________
Policyholder’s DOB: _____________________________

Phone # for Claims: _______________________________ ((###) ###-####)

*Address: ______________________________
 *City: __________________  *State: _______  *County: ___________________

Secondary Insurance:

*Insurance Company: _______________________________________________

Policyholder’s Name: _________________________________________

*Policy #: ____________________________________________

Policyholder’s Relationship to Insured: ________________________________________

*Insurance Effective Date: _________________________ (mm/dd/yyyy)

Policyholder’s Employer: _____________________________________________

Group #: _________________________

Policyholder’s SSN: _________________________
Policyholder’s DOB: _____________________________
Phone # for Claims: _______________________________ ((###) ###-####)

*Address: ______________________________
 *City: __________________  *State: _______  *County: ___________________
Medicaid #: _____________________________________

Annual Household Income:  $______________________________
 Family refuses income verification –MAX Family Share applies

Household Size:  1
2
3
4
5
6
7
8
9 and above
Sibling(s) in EI System?:

Sibling Child ID#: ________________________

__________________________

__________________________

Family Share:
Primary Family Share Account


Not Billable Due To:
Medicaid
 Sibling in EI
Bankruptcy     Low Income
Temporary Suspension
NA

Note: ______________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________
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*Indicates required fields














(If yes, flag for audiological screen)
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If there are sibling(s) in EI program, you want to designate this case as the primary billing account, please check this box, else please check (Sibling in EI) for “Not Billable Due To.”








(If yes, flag for audiological screen)





(If yes, flag for audiological screen)





(If yes, flag for audiological screen)





(If yes, flag for audiological screen)








