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PART I.
Please read the following statement.

If Medicaid provides you services in a nursing facility or an intermediate care facility for the mentally retarded, or in a home and community based waiver services program as an alternative to care in a nursing facility or in a Supports for Community Living facility for the mentally retarded, your estate will be subject at your death to recoupment of the monies expended on your behalf for services received during the period of institutionalization.

PART II
Please answer the following questions.

A.
Does the above-named individual have homestead property?  [  ]Yes  [  ] No  [  ] Unknown.  If yes, enter the tax assessment value of the homestead property.  If actual amount is unknown, enter the estimated tax assessed value _____________________.

B.
Does the above-named individual have a last will and testament?  [  ]Yes  [  ]No  [  ] Unknown.  If yes, enter the name, address and telephone number of the executor or administrator.  If there is more than one executor or administrator, enter each name, address and telephone number.

If there is no will, enter the name and address of the interested party or next of kin.

Name: 
____________________________________ 
___________________________________

Address: 
_____________________________________        ___________________________________

               ________
_____________________________        ___________________________________

City, State, Zip Code: ___________________________        ___________________________________

Telephone Number:  (  )


(    )


C.
If the above-named individual has a spouse, minor dependent child or a blind or disabled child, complete the following:

1.
Name of Spouse ________________________________

2.
Name of Minor Dependent Children
  
a.  ________________________________


b. ________________________________
c.  ________________________________

 d. ________________________________
e. _________________________________

3.
Name of Blind or Disabled Children

a. _________________________________


b. ________________________________
c. _________________________________

YOUR SIGNATURE:

I have been advised of estate recovery provisions and understand the questions on this form.  I certify that the information contained on this statement is true and complete to the best of my knowledge.

Your Signature ______________________________________  
Today's Date ______________________       
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