AFER Form/Instructions


Special Health Care Needs – Annual Financial Eligibility Review Form

	 FORMCHECKBOX 

I am NOT interested in enrolling in Special Health Care Needs (SHCN) for the upcoming year.

(If not interested in enrolling, please check the box and return the form to SHCN)

 FORMCHECKBOX 

I AM interested in enrolling in Special Health Care Needs (SHCN) for the upcoming year.
(If interested in enrolling, please review the information below, update if necessary and mail)


	
	SHCN Participant
RECEIVING SERVICES 
	IS THE INFORMATION LISTED CORRECT?
	IF NO, PLEASE WRITE THE CORRECT INFORMATION BELOW

	Participant Name
	(MOHSAIC Information)
	__ Yes  __ No
	

	DCN
	(MOHSAIC Information)
	__ Yes  __ No
	

	Date of Birth
	(MOHSAIC Information)
	__ Yes  __ No
	

	Social Security Number
	(MOHSAIC Information)
	__ Yes  __ No
	

	Sex
	(MOHSAIC Information)
	__ Yes  __ No
	

	Race
	(MOHSAIC Information)
	__ Yes  __ No
	

	Telephone Number
	(MOHSAIC Information)
	__ Yes  __ No
	

	Street Address
	(MOHSAIC Information)
	__ Yes  __ No
	

	City, State, Zip
	(MOHSAIC Information)
	__ Yes  __ No
	

	County
	(MOHSAIC Information)
	__ Yes  __ No
	

	Responsible Party Name
	(MOHSAIC Information)
	__ Yes  __ No
	

	Responsible Party Telephone
	(MOHSAIC Information)
	__ Yes  __ No
	

	Insurance
	(MOHSAIC Information)
	__ Yes  __ No
	

	Receiving SSI Benefits
	(MOHSAIC Information)
	__ Yes  __ No
	

	Total people living in household

(Family Size)
	(MOHSAIC Information)
	__ Yes  __ No
	

	Other family members receiving SHCN services

(Family Size Adjustment)
	(MOHSAIC Information)
	__ Yes  __ No
	

	Alternate Contact(s) Name
	(MOHSAIC Information)
	__ Yes  __ No
	

	Alternate Contact Telephone
	(MOHSAIC Information)
	__ Yes  __ No
	

	Family Income (Adjusted gross income from federal income tax form)
	(MOHSAIC Information)
	__ Yes  __ No
	

	Child Support Received
	(MOHSAIC Information)
	__ Yes  __ No
	

	Child Support Paid
	(MOHSAIC Information)
	__ Yes  __ No
	


PARTICIPANT/RESPONSIBLE PARTY RIGHTS AND RESPONSIBILITIES:

Application is made for admission of the above name participant to Special Health Care Needs Section 201.040 & 191 RSMo.  I understand SHCN may release or obtain information from any agencies that are participating in the treatment and care plan for the applicant.  The information on this application form may be exchanged with agencies that administer relevant or applicable Funded Services.  I consent to the release of personal, financial, and medical information from this application form and supporting documents to the agencies that administer relevant or applicable Funded Services for establishing and verifying eligibility and for performing evaluations.  I understand that the agencies that administer such Funded Services shall maintain confidentiality of this information according the applicable laws.  I have been informed that SHCN provides care on a nondiscriminatory basis as required by Title VI of the Civil Rights Act of 1964.  I understand SHCN eligibility shall not be considered until all information has been received by SHCN.  I understand that intentionally making a false or misleading statement or intentionally misleading, concealing or withholding facts may result in repaying in cash the value of benefits received.  I understand any medical insurance benefits I may receive for services authorized by SHCN may be forwarded to the provider of service(s).  I must cooperate with the providers of service and SHCN in giving all information concerning trust funds, legal actions, settlements and third party payor i.e., medical insurance, Medicaid, etc.  I understand if I receive money from a third party or insurance related to the injury, disability or disease, Children with Special Health Care Needs shall be reimbursed for the amount expended.  I have been advised and understand my rights and responsibilities under SHCN.  All the information I have provided is correct to the best of my knowledge.

	Signature of Parent/Guardian
	Signature of Participant 18 or Older
	Date of Signature


Instructions for completing the 

Annual Financial Eligibility Review (AFER) form:
Print in black ink.

1. If you are not interested in enrolling in Special Health Care Needs for the upcoming year, check the box at the top of the AFER form that states, "I am NOT interested in enrolling…"

· GO TO NUMBER 3.

2. If you are interested in enrolling in Special Health Care Needs for the upcoming year, check the box at the top of the AFER form that states "I AM interested in enrolling…"

· Review, for accuracy, the information printed in the column, "SHCN PARTICIPANT RECEIVING SERVICES".

· In the column, "IS THE INFORMATION LISTED CORRECT", check YES or NO, as appropriate.

· If you answer ‘NO’ to any item, please correct the information on the appropriate line in the column, "IF NO, PLEASE WRITE THE CORRECT INFORMATION BELOW".

Description of:

· Total people living in the household (Family Size):

· The number of family members living in the household dependent upon the income.

· Other family members receiving SHCN services (Family Size Adjustment):

· Other family members living in the household who are receiving SHCN service, not including the person listed on the form.

· Participant/Responsible Party Rights and Responsibilities:

· Read the Participant/Responsible Party Rights and Responsibilities before you sign and date the form.

3. Signatures:

· For all participants under age eighteen (18), the parent or guardian must sign the:

· Signature of Parent/Guardian

· For all participants over age eighteen (18), the participant must sign the:

· Signature of Participant 18 or Older, and
· Participants who are listed as a dependent on the parent’s or guardian's Income Tax form or have a court appointed guardian, the parent or guardian must also sign the:

· Signature of Parent/Guardian

4. Date of Signature:

· Enter the date the participant or parent or guardian signs the form.

· If you have any questions, please contact your service coordinator (the phone number is provided on the cover letter).

Return the form in the enclosed, self-addressed envelope.

