ICAMA FORM 6.01
NOTICE OF MEDICAID ELIGIBILITY/CASEACTIVATION

A.CHILD IDENTIFYING INFORMATION

1. NAME/BIRTHDATE/SOCIAL SECURITY NUMBERETC:

fa) Child A's Name: |Frank Clark
Social Security #
Race™ v
123-45-6783 AmerIndian Blaclk/Afnean | Native Hawatian
Alaskantat Asian | Amencan OtherPacific Islandsr | Whits Unlmown

Enter as: 000-00-0000

*Chack all boxes that are qpplicabls

Birthdate: 11/25/06 E thnicity*
____________ Enter s 0000°00 Hispani/Latino
Gender: | g [Male| [Female | *Chekifappicable
fa) Child B's Name:
Social Security #
Race™
AmerIndian Blacl/Afncan | MNative Hawaiian
AlazlcanMat Aszian | Amencan OtherPacific Islandsr | White Unlmown

Enter as: 000-00-000

*Chack all boxes thee are qpplicable

Birthdate: Ethnicity™
Enter o 0000/00 Hispanic/Lating
Gender Male Female | *Checkifapplicable
fa) Child C's Namie:
Social Security #
Race™
AmerIndian Black/Afnecan | MNabiwe Hawaiian
AlazleanMat Azian | Amencan OtherPacifie [xlandar | Whits Unlmoen

Enter oz 000-00-000

*Cheack all boxes that are gpplicabls

Ethnicity™

Hizpan¢'Latino

*Cheok [fapdicable
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2.ADOPTIVE PARENTS:
Parent 1- Name: Steve Clark

Race* v
AmerIndian BlacEAtnecan | MNative Hewatian
AlazlcanMat Asian | Amencan OtherPacific Islandsr | White Unlmown

*Chack all boxes that are qpplicabls

Ethnicity™

Hizpamc'Latino

*Chak [fappicable

Parent2- Name:

Race*
Amer Indian Blacl/Afnecan | MNative Hawaiian
AlazlcanMat Aszian | Amencan OtherFacific Islandsr | Whits Unlmown

*Chack all boxes that are qpplicabls

Ethnicity™ |:|

Hizpame'Latino

*Cheack [fapplicable

3. CURRENT FAMILY ADDRESS:

Number and Street: 250118 Chimney Rock Drive

County: Tarrant

City-  |Forest Hil State: [TX Zip: |76140-0000
Enier 2 letiers Enfer as: 00000-0000

Telephone: [(000) 000-0000 (ext )

Enter as: 000-000-0000
4. FAMILY ADDRESS IN NEW RESIDENCE STATE:

Number and Street: 1616 Conway Street

County: Ramsey

City: St. Paul State: |MN Zip: |55103-0000
Enier 2 letters Enigr as: 00000-0000

Telephone: [(612) 546-5987 (ext )

Enter as: 000-000-0000
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5. IF CHILD IS NOT RESIDING WITH ADOPTIVE PARENTS GIVE REASON:™

*f additional explanatory room is needed please 15 page 7 of this form

6. BASISOF MEDICAID ELIGIBILITY:

Title IV-E/SSI Title IV-E'AFDC
Child A
/| State Funded Adoption AssistanceMedicaid Option
Title IV-E/SSI Title IV-E'AFDC
Child B
State Funded Adoption AssistanceMedicaid Option
Title IV-E/SSI Title IV-E'AFDC
Child C

State Funded Adoption Assistance/Medicaid Option

7. DATE OF MEDICAID CL OSGREwoddsse child is living in the originating state

Child A:

11/30/09 Child B:

Enier as: 00-00-00

Child C:

Enier as: 00-00-00

§. DATE REQUESTED FOR MEDIC AT DLYPE- Pl § e

Child A:

12/01/09 Child B:

Eniter o 00-00-00

Child C:

Enter o 00-00-00

Enier as: 00-00-00

Eniter o 00-00-00
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B. MEDICAID COVERAGE FORSTATE-FUNDED CHILDEEN
ADOPTION ASSISTANCE STATE ] DOES DOES NOT

provide Medicaid to children with state funded adoption assistance as an optional Medicaid group.

2. THE ADOPTION ASSISTANCE STATE | DOES DOES NOT

provide Medicaid to children receiving state funded adoption assistance from another I[CAMA state if the
child was eligible to receive adoption assistance.

C.OTHERMEDICAL COVERAGE

1. Does the child continue to be eligible for other medical assistance from the adoption assistance
state?

Child A YES m |NO
Child B YES NO
Child C YES NO

2. Does the child have other third party coverage through any program, organization or person?

Child A YVES v no UNKNOWN
ChildB YES NO UNKNOWN
Child € YES NO UNKNOWN
3. LIST SOURCES OF MEDICAL COVERAGE OR BENEFITS:
Child A SSI SSA IRICARE nfsgiiig
Child B SSI SSA TRICARE n»:sﬁ?ﬁﬁg
Child C SSI SSA TRICARE nfsﬁiﬁg
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D.REFERRAL INFORMATION

FROM:

Compact Administrator's Name:

SamJones - Dept. of Family and Protective Services E-559

Number and Street: P O Box 38388

County: Travis

Citv: Austin State: [TX Zip: |78714-9030
Enier 2 letters Enier as: 00000-0000

Telephone: [(000) 000-0000 (ext

Enter gz; O00-000-0000

TO:

Compact Administrator's Name:

FPau Jones - MN Dept. Human Services

Number and Street: 444

Lafayette Road M

County: Ramsey
Clt‘-’ St Paul State- MM Elp H5155-0000
Enter 2 letiers Ender as: 00000-0000
Telephone: (651) 111-1111 (ext
Enter as: 000-000-0000
State Status: CurrentresidencestateIS [ g IS NOT the Adoption AssistanceState.
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E.CERTIFICATION

This is to certify that the records of mv office show the above named child(ren) to be eligible for the
Medicaid Identification document(s) in his\her'their new residence state in accordance with the

information contained herein, the attached Adoption Assistance Agreement,_ and the Interstate Compact

on Adoption and Medical Assistance.

In addition, [ hereby certify that the attached agreement is a true copy of the most current Adoption
Assistance Agreement for the named child(ren) in the files of my office and is effective unless the residence
state is notified that it has been terminated by the adoption assistance state.

Signed at:
City |Dallas State |TX
This |3 day of |December 20 |9

Signature:

Name:  |£ar0] Smith

Title: |[CPS Specialist || Agency: TX Dept. of Family and Protective Services

(000) 000-0000 (ext )
Enter as: 000-000-0000

Telephone:

DISTRIBUTION: Send original with one (1) copy of current adoption aesiicice agreemernt o (new)
Residence Siate, one (1) copy fo adoptive parent(s), retain one (1) file copy inissuing office.

[
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PART 5. IF CHILD IS NOT RESIDING WITH ADOPTIVE PARENTS (continued)
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