

If applying for the WIC Program, then Proof of Identity of Patient, Residency, and Income MUST BE PRESENTED at time of service.

 (PLEASE PRINT INFORMATION when completing the attached CH-5B Form)
#1.    (Patient) Legal Name

#2.    Patient Social Security Number 

#3.    Mailing Address, City, County, State, Zip Code

         (If P.O. Box is used for mailing address, list “Street Address” when putting directions to home)
         Residence PROOF CODE:   (Local Health Department Use Only)
#4.    Date of Birth

#5.    Check either Male or Female

#6.    Race (Check at least one, but can check up to five)
          Ethnicity (Check either Yes or No)

#7.    Special Eligibility (SKIP - Local Health Department Use Only)
#8.    Complete all contact questions (A daytime phone number of the person who signs the Financial Certification and 

          Consent for Medical Services is REQUIRED to ensure all questions have been completed PRIOR to the patient   

          receiving the service.)
#9.     Name of person responsible for any payments
#10.   Mother’s maiden name

#11.   Medicare Part B information (ensure number matches number on Card)
#12 -#13.   Check Yes or No for KTAP and Food Stamps (PROOF CODE – Local Health Department Use Only)
#14.    Complete insurance information (Insurance Code Assigned – Local Health Department Use Only)
#15 - #17.   (SKIP – Local Health Department Use Only)
#18.     Complete Medicaid information (PROOF CODE – Local Health Department Use Only)

#19.     Do not complete KenPac information, enter Medicaid MCO plan and patient ID#
#20.     Complete number in Household (unless the patient is a Medicaid recipient)

· Defined as:  how many people live at the address on #3 above
             Complete income (unless the patient is a Medicaid recipient)

· Please refer to attached “Household Income Definition” document 

             (If applying for the WIC Program, then Proof of Identity of Patient, Residency, and Income MUST BE    

             PRESENTED at time of service.  (Assure INCOME information entered on this document matches Income proof  

              provided.)
#21.     Complete the question:  Has this been the average income for the past 12 months?

FINANCIAL CERTIFICATION boxes:   (SKIP -  Local Health Department Use Only)
READ the CONSENT FOR HEALTH SERVICES section prior to signing.
FINANCIAL CERTIFICATION and CONSENT FOR HEALTH SERVICES shall be signed and dated.  (Without signature and date the service for the patient CANNOT not be provided.  Signature has to be the parent, legal guardian, legal custodian, or an adult has to provide an acceptable form of legal authority such as a Power of Attorney to Consent for Medical Services.)
ASSIGNMENT OF BENEFITS shall be signed if the patient has Medicaid, Medicare, or Insurance and the Local Health Department is being authorized to bill and receive payment from any of those third party payors.  (Signature has to be the parent, legal guardian, legal custodian, or an adult has to provide an acceptable form of legal authority such as a Power of Attorney to Consent for Medical Services.)
WIC RIGHTS AND RESPONSIBILITIES:  If receiving WIC Services read the attached rights and responsibilities before signing and dating.
If you have any questions about completing the document, please contact your local health department at:

LHD Name:__________________________________________________________________________________
LHD Address:_________________________________________________________________________________
LHD Phone#:_________________________________________________________________________________
 IF YOU WILL NOT BE PRESENT WITH THE CHILD/MINOR AT THE VISIT, THIS DOCUMENT MUST BE RETURNED COMPLETED TO THE LHD NO MORE THAN 30 DAYS BEFORE THE SERVICE IS PROVIDED.  THIS DOCUMENT MAY BE RETURNED BY MAIL OR PRESENTED TO THE LHD BEFORE OR AT THE TIME OF SERVICE.
INSTRUCTIONS FOR COMPLETING THE ATTACHED FORM (CH-5B)


“DO NOT WRITE ON THIS SHEET”
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