STATE OF WISCONSIN

DEPARTMENT OF HEALTH AND FAMILY SERVICES
Division of Heaith Care Financing
HOF 101 37 (104086}

MEDICAID CHANGE REPORT

If you are receiving Medicaid or BadgerCare. you must report any changes in the make up of your househalid (if anyone moves in or out of
your household, if anyone gets married, becomes pregnant, or gives birth to a child}, address, income or employment status within ten
days. People age 65 or older, plind or disabied must also report changes in assets within 10 days. If such a change has occurred, fill cut
this report and mail it or take it fo the office shown in the box below, or contact your worker by telephone or in person about any changes.
If this report does not provide encugh room 1o document a change, attach a sheet of paper with the additicnal information written on it to
this report.

e ERTYRTBIA CounTy DEPT. OF
HEALTH & HUMAN SERVICES
PO BOX 134
PORTAGE WI 51901

“Your Name | Case Number | Worker Name

K you intentionally fail o report any changes or pravide false information, you may be fined, have to pay back any Medicaid benefits you
wrongfully received. be prosecuted, or alf three. You may be required to provide proof of any changes vou report.

SECTION | - CHANGE N ADDRESS .
i you move, you must report your new addrass.
Date of change . New telephone number

New address (street. city. state, zip code)

SECTION Il - CHANGE IN HOUSEHOLD COMPOSITION ~ "
You must report if anyone moves in or out of your household, if anyone gets married. becomes pregnant, or gives birth to a baby (include
_infermation about the person who gave birth and the newborn

Name(s) (Last, First, Ml : Date of change

Social Security Number (33N Date of birth Reiatéc;nship to Case Head

Describe the change

*Providing or appiying for an SSN s voluntary. however any person who wants Yisconsin Medicaid but doss not provide ther SSN or
apply for one wili not be eligible for benefits {549 B2(2) Wis Stats.].

SECTION I - CHANGE IN INCOME ) 3
You must report a change in your gross insome amount, & new source of income, changes in your amployment status (part-time to fuill-time
of fuil-time to part-time. loss of empicyment), changes in salary or rate of pay. changes in the amount of Sodial Security, Veterans benefits,
_Unemployment Insurance Worker's Compensation, or any other change in the amount of money your househald receives.

Name {Last, First. M | Date income changed

H

Source of income - Monthly amount | How ofien Paid

R



MEDICAID CHANGE REPORT

HOF 16137 {10/06) CHG

SECTION IV - CHANGE IN ASSETS o
Those whio are age 65 or older, biind or disabled must report changes in their cash, bank accounts. bonds, stocks, vehicles or other assets,

Name of owner (Last, First, MI} Date of change
Type of asset | Describe the change | New valtie or amount
'3
Name of owner (Last, First, M} | Date of change o
Type of asset ! Describe the change t New vaiue or amount

%

_SECTION V - CHANGE IN VEHICLES
Those who are age 85 or older, blind or disabled must report if you obtain, sell or give away a car, truck, motorcycle, boat, snowmaobile,
camper, of another type of vehicie.

Name of owner (last, first, M[j ’ - Date of change

Type of vehicle | Make | Mogel i Year | Amount receved | Describe change {bought, soid. els
z : i I'$

i i i i

_SECTION VI - OTHER CHANGES

Report any other changes that you befieve may affect your Medicaid eligibifity. Examples of other changes inciude someone getting or
dropping health insurance or someons becoming disabled or recovering from & disability. inciude the date of any other change.

" Describe change

Do you expect that the changes reported or this form will remain the same next month? ] Yes [ ] No

f No, explain,

b understand that there are penalties for hiding information or giving faise information. | aiso understand that | may have o pay back any
benefts | receive because | do not fully report changes in my circumstances, | agree 10 provide proof of any changes, ¥ asked o do so.
My answers on this form are correct and compiete to the pest of my knowledge.

"SIGNATURE - Participant i Date signed | Teiephone number

RETAIN COMPLETED FORM IN CASE FILE (FOR MEDICAID OFFICE USE ONLYY

Fage 2
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