
2 

3 

4 

5 

$16891 

$22800 

$28710 

$34619 

$40528 

$46438 



FAMILY SIZE ANNUAL INCOME 

$15,856 

$21,404 

$26,951 

$32,499 

$38,047 

$43,595 











Provide< j1295952604- 251kOOOOJX~ 

Co~on Number: 

Login Checklist 

• Call !he DMS Hdpdesk 3! l-U6-Sl.S-00i3 to obtain a cot>5nnalion number. 
• VerifY th2t you are using Imemet Explorer 5. 0. N etsc>pe 6. or a higher version of either as your brow:;er, 
• VerifY !h3t you have illsbllcd Adobe Acrobat Reader 'i"CC':ion 5. 0 or higher. 
• ~ run: you have !he completed p:llient infotm31ion brochure, 4 col3t:lizr: i:he infomwion you will need for !he 

fo:m. 
• You will need your provide< number located on !he PE lr'::liai!lg certific:lte :md !he conli:m:llion number before you 

c:m !oEin-





Corr.rronwealth :>f Kentucky 

Cabinetior Health ~nd Farr.il•o' Services 

t'.lledicaid Presumptive Eligibility ident if ication 

Eliiible ReCipient Name ana Ac~res EJiiibili'tV Period ICentifiClltiOn No. 

I From: 

To: 

s~ G ra ntini Pmvider 
Name: 
Adores.: 

Date Of Birth Oty: 
Stllte: Zip: 

Other lnsurl!nte 

(If ~PPii Cll ble) 
RetipientSignl!rure: lrrmlid w ithout MCO HealthProfesicnl!l Sitn~~ture 

number (m~beori.iinal;mmpnotallowed) 

MCO 

SeMce Provider 
This c~f)f-1: th.Dt the person li~ here i' el i~ble fo-r tempD!'Wiry Mediaid llenefia f:>r ttl• ti~ ~riod shown. Thi~ 

indude.s primary C.ll'\!, laboratory, X-ray. dentaL emer:encv room. preventi"Ve C&Jre , tr.~nspor't3tion.. .and ph.o~~rma:y 
~rvic~:s provided by the Kentudcy Me:cftC4JidPro:roam~ Ust tM ldllntifiation No. J(Str,j abow for bil lintpurp!YAL 

Their :mi17'ed Mallopd C.re Orp'li::ll'lion (MCO) w!n manap tni• "*"""'' a... ·Questions reprdinr pr:wi<l<lr 
porticiplltion, t'(P*, JCO;:a ond duration ofl>en.tt::, bill irlr pr:>adurH, • mounts or 1!1ird p:rty ftm nity show d be direc:tld t:1 

thotMCO. 

R~ient 
U'H this j(ilurtif'.a'tion .,d '(.)Ur m•napd 0~ CJll"d' 'tD Ot:tain .HI"Vic:•s f:,r pr.:>,.;~r: partkiplf.in: in ..,O~r fVI.anap.d Ca~ 
Orpni:ation. This indl.dts primary a"'e phy1i~.,s, priJ'I\ri art c:t'·n:e~ nral ~lllt1"1 c::linia , dtul .=.nu, .dtnti:t; 
in~pendent lo!>orotoriM, hospiUI tmer:et~<y r<>em$, .an~ ~ol1!1 ~partrn<!nt:. Show b<>lh the-2! idonti!iation:..ntn~ 
you re-ceivemedOI are-or~ prc:!:Seriptionsfilted. 

You ore he reb'( no<if'~ that undllr Stzo L.ow, KRS :205.6:14, your rill>t t:1 tni rd ~arty payment, if applicable, nos !>Hn 
ossJrnodtotho Cobi netbr tnoomountthe Modi aid prosr.om paid on ~rbehllf. 

You musttak• tni: idtntifiation with you wtt~ you J:Otoyour loa I O.~rtm.ntforCommunity a.sltd Servic:a otfic•to 
:.p~lyfor »d!fitioral btn-tfit:. 

~deral Uw pnwidufOf' a S10.000f"nw or imprilon1'1Mnt fcr a year, or bat..h.. b anyone who willfuJiy &iwsfaiM 
information in app~for medical ossistanc.,foilsto report d>an&'H reJMjnrto eli EJ'blity,or P*nrits""" of 
idontification contliMdhereon by on inenploP*rJ<)f\ 

~"!'.,:o.t.~ 

Kt:!:It«~if~' ~n Ec;•Jal o~~·Dr:ur.il;'l Et"lJ;I()•/er ~l'iF/D Ken:uc!:'/UnbridledSplri':.ror; 



































Friday 13 Sept~mber 2013 1:41pm 

Application Date: 

Provider Number. 

DMS C<lnfirmalion #: 

Patient SSN: 

Last Name: 

First Name: 

Date of Birth: 

* Street Atldress: 

*City: 

*State: 

*Zip Code: 

* Couuty: 

*Home Phone: 

Work Phone: 

Marital Status: 

*Race: 

Street Address: 

City: 

State: 

Zip Code~ 

9/13/2013 

CBBE889996 

Patleijf Information 

8/17/1992 

KY 

None 

(999)999-9999 

(999)999-9999 

.. 
.. 

a( mg Adaress (if different) 

.. 



Remove All --7 

Replace with 

Be low 

Contact u~ 

. 00 

A"daltio~!.Jnformation 

Make t hese two 

fields required . 

* Due Date (mm/ddlyyyy) 

0 Yes @No· If so, how many? 

O Yes @No 

Does the Applicant ha,·e insurance that covers doctor's office ' 'istfs and/or 
hospitalizations? 

NameofPlan 

Nrune of Insurance Co. 

Policy Nlunber 

Group Nlunber 

Nrune of Plan 

Nruue of Insurance Co. 

Polic.y Nlunber 

Group Number 

Paimal)' 

Secondary 

r Submit lnform~t i(ln j[ Cancel j 
Last Updated:9/13/201 

~ 1 Disdaimer 1 Individuals with Disabilities Copyright© 2005 Commonwealth of Kentucky 
All rights reserved. 

1) Is patient under 65? Yes No 
a. If yes, continue with app. 
b. If no, stop. 

2) Is patient under 19? Yes No 
a. If yes, cover under Children category 
b. If no, continue with application 

3) Is patient pregnant? Yes No 
a. If yes, cover under pregnant category and determine number of unborn children 

and add to family size and due date 
b. If no, continue 

4) Is patient a former foster care child between the ages of 19 and 26? Yes No 
a. If yes, cover under former foster care 
b. If no, continue. 

5) Does patient have any children under the age of 19? Yes No 
a. If yes, cover under parent/caretaker category 



b. If no, cover under Adult category. 




