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	Branch:  Click or tap here to enter text.
	Worker:  Click or tap here to enter text.

	Case name:  Click or tap here to enter text.

	Prime:  Click or tap here to enter text.
	Date of notice:
Click or tap to enter a date.

	Due date to return item(s): Click or tap to enter a date. 



Notice of Request for Information           or Verification Needed

	[bookmark: Text1]Enter case name

	[bookmark: Text2]Enter address

	[bookmark: Text3]Enter City, State Zip



Your Medicaid Long Term Services and Supports (LTSS) are now pending for other information or verification to be provided. The information or verification listed below must be provided to determine your eligibility. If you need more time to get the things listed below or if you need help getting the information, please let us know before the due date by contacting your worker. If we do not hear from you by the due date, we will assume you do not wish to complete the process and your request may be denied or your ongoing benefits may be closed. You may reapply for benefits at any time. 

	Nursing Facility Care

	In-Home Care
	Community Based Care
	Medical Verification
	Release(s) of Information
	Click or tap here to enter text.
	Description of Information or Verification Needed


	☐	☐	☐	☐	☒	☐	Part of the long term care eligibility determination involves a review by the Department’s contractor Maximus, in order to share information please sign the attached release of information called Authorization for Disclosure, Sharing and Use of Individual information forms.  To authorize specially protected information first initial next to the 4 areas of “specially protected information” 
HIV/AIDS _____; Mental Health _____; Genetic Testing ______ and Alcohol or drug diagnosis ______.  Information shared may include this information.  

Finally, read the acknowledgment section and place your signature page 2 to finish the authorization. 
	☐	☐	☐	☒	☐	☐	Please provide supporting documentation, such as medical records, demonstrating that your assessed service needs are based on a medical, nonpsychiatric diagnosis or physical disability. 
	☐	☐	☐	☐	☒	☐	If you do not have documentation, or are unable to request it from your providers, the Department will make a good faith effort to obtain records on your behalf.  However, you must authorize the Department to pursue the records.  Attached are additional releases of information, insert provider information in the RELEASE FROM section and place your initials next to the 4 areas of “specially protected information” HIV/AIDS _____; Mental Health _____; Genetic Testing ______ and Alcohol or drug diagnosis ______.  

Providers will not release records without initials next to the specially protected information types.  

Finally, read the acknowledgment section and place your signature page 2 to finish the authorization. 


Reminder: Due date to return item(s): Click or tap to enter a date.
	Worker’s name:
Click or tap here to enter text.
	Local office address:
Click or tap here to enter text.
	Worker Phone #:
Click or tap here to enter text.
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