2009-2010 Financial Eligibility Form
We are required by law to keep information about you confidential. The information is not to be passed on to anyone else or to be used for any purpose other than to establish financial eligibility to access state funded services.
	Client’s Legal Name: ____________________________________________

	Client ID: ______________________

	Provider Name:  _______________________________________________

	
Client Social Security Number:  





	ELIGIBILITY DETERMINATION
All dollar amounts should be for the prior month. 



	1. Do You Have Insurance?

To include Medicare, Veteran's benefits or other third party insurance. 
	     

	2. Do You Have Medicaid?

If yes, include Medicaid number here:  ________________________________________________

	     

	3. Number of People in Residence:

Number of all individuals related to you by blood or marriage living on the property, including applicant, excluding those adults whose income is not considered.


	     

	4. Current Gross Income for Residence:

Based on previous month; to include taxable income, wages, salary, tips, etc. Include incomes for persons in a family related by blood, marriage, or adoption. Step parents, step children, adult siblings, and individuals receiving Supplemental Security Income (SSI) or Supplemental Security Disability Income (SSDI), are excluded from consideration as a member of the household for income and counting purposes. Income from minor siblings is excluded from household income. The term “family household” is synonymous with the term family unit. 

	     

	5. Court-Ordered Obligations

All Financial payments which have been ordered by a court that may include victim’s restitution, courts costs and fees, fines, supervision costs, the drug court or mental health court fees, child support, and alimony. 
	     

	6. Dependent Support
Amount paid for an individual that is dependent on his family’s income for over fifty percent (50%) of his financial support; to include child support, elder care, and alimony.

	     

	7. Child care payments necessary for employment

	     

	8. Medical expenses
Amount paid for insurance premiums, payments to doctors and hospitals, medication, physical therapy, and dental

	     

	9. Transportation:
Amount paid for car payments, gas, insurance, and public transportation.

	     

	10. Extraordinary rehabilitative expenses
Those payments incurred as a result of the disability needs of the person receiving services. They include monthly costs for items including, but not limited to, wheelchairs, adaptive equipment, medication, treatment, or therapy which were not included in the medical payments deduction and the annual estimate of the cost of services received.

	     

	11. State and federal tax payments, including FICA

	     

	12. Total Deductions: (Add lines 5 through 11)

	     

	13. Income Amount Used to Determine Eligibility: (Subtract line 12 from line 4)


	     

	14. Reimbursement Rate: (See reimbursement table)


	     

	CLIENT AFFIRMATION:  I affirm that the statements made herein are true and correct to the best of my knowledge.  I understand that any false statements or misstatements of material fact could result in disqualification and/or criminal or civil action.  I understand that I may be asked to provide verification of my statements of income, statements of expenses and dependents.



	Client Name and Signature:
	Staff Signature:      


	Date:      
	Parent or Guardian Signature: 



	SUD Program Reimbursement Schedule

	Number of Persons in Family Unit and Monthly Income

	Rate of Poverty
	 1 
	 2 
	 3 
	 4 
	 5 
	 6 
	 7 
	 8 
	Dept. Share

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Annual Income
	$10,830
	$14,570
	$18,310
	$22,050
	$25,790
	$29,530
	$33,270
	$37,010
	 

	0-99%
	below $903
	below $1214
	below $1526
	below $1838
	below $2149
	below $2461
	below $2773
	below $3084
	100%

	100%
	$903
	$1,214
	$1,526
	$1,838
	$2,149
	$2,461
	$2,773
	$3,084
	95%

	110%
	$993
	$1,336
	$1,678
	$2,021
	$2,364
	$2,707
	$3,050
	$3,393
	90%

	120%
	$1,083
	$1,457
	$1,831
	$2,205
	$2,579
	$2,953
	$3,327
	$3,701
	85%

	130%
	$1,173
	$1,578
	$1,984
	$2,389
	$2,794
	$3,199
	$3,604
	$4,009
	80%

	140%
	$1,264
	$1,700
	$2,136
	$2,573
	$3,009
	$3,445
	$3,882
	$4,318
	75%

	150%
	$1,354
	$1,821
	$2,289
	$2,756
	$3,224
	$3,691
	$4,159
	$4,626
	70%

	160%
	$1,444
	$1,943
	$2,441
	$2,940
	$3,439
	$3,937
	$4,436
	$4,935
	65%

	170%
	$1,534
	$2,064
	$2,594
	$3,124
	$3,654
	$4,183
	$4,713
	$5,243
	60%

	180%
	$1,625
	$2,186
	$2,747
	$3,308
	$3,869
	$4,430
	$4,991
	$5,552
	55%

	190%
	$1,715
	$2,307
	$2,899
	$3,491
	$4,083
	$4,676
	$5,268
	$5,860
	50%

	200%
	$1,805
	$2,428
	$3,052
	$3,675
	$4,298
	$4,922
	$5,545
	$6,168
	45%

	NOTE: At 100% of poverty add $312 for each additional family member


Submission Type   	





Initial





Financial Eligibility Update





Date Completed 





_____________________
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