[bookmark: _Toc287971631][bookmark: _Toc297019269][bookmark: _GoBack]NEWBORN SCREENING BENEFITS PROGRAM APPLICATION FOR SERVICES
 (To be completed by Applicant or Parent/Guardian-ALL FIELDS ARE REQUIRED)
	Applicant Name / Solicitante /Nombre                                  
	Date of Birth/Fecha de nacimiento
	Home Phone No./Teléfono de la casa
	County/Condado

	
	
	
	

	Mailing Address (Street or PO Box)/Dirección Postal (Calle o Apdo.)
	City/Ciudad
	ZIP/Zona Postal

	

	
	

	Home Address, if different from above. Domicillio particular, si es diferente a la dirección de arriba.

	


	Diagnosis/Diagnostico:

	Physician Specialist’s Name/Nombre de Especialista Doctoro

	What type of benefits are you requesting?



1. On the chart below, fill in the first line with information about applicant. Fill in the remaining lines for everyone who lives with you for which you are legally responsible. / En la tabla a continuación, llene la primera línea con información acerca de  solicitante. Llene las líneas restantes acerca de todos que viven con usted y es legalmente oneysable.
	
Name 
Nombre

	Sex
Sexo

Male/Female
Hombre / Mujer
	Date of Birth
Fecha de nacimiento

	Texas Resident
Ciudadano de Texas

Yes/ Sí or No
	U.S. Citizen
Ciudadano de EEUU

Yes/ Sí or No
	What Relation to you?
¿Parentesco con usted?


	
a.
	
	
	
	
	Applicant
Solicitante

	
b.
	
	
	
	
	

	
c.
	
	
	
	
	

	
d.
	
	
	
	
	

	
e.
	
	
	
	
	



2. Copies of latest paystubs that equal one month of pay must be submitted with this form.  List all of your household’s income below. Be sure to include the following: Government checks; money from work; school scholarships; child support; workers compensation; disability benefits and unemployment. Copias de los últimos cheques que equivalen a un mes de pago debe ser presentado con este formulario. / Haga una lista de los ingresos de la unidad familiar a continuación. Asegúrese de anotar: Cheques del gobierno; ingresos de trabajo; becas de la escuela; manutención de niños, o pagos por desempleo.
	Name of person receiving money
Nombre de la persona que recibe el dinero

	Name of agency, person, or employer who provides the money
Nombre del patrón, la persona o la agencia que paga el dinero

	Amount received
Cantidad recibida

	How often received?
(daily, weekly, every two weeks, monthly?) ¿Con qué frecuencia lo recibe? (¿diariamente, por semana, cada quincena, una vez al mes?)

	

	
	
	

	

	
	
	



3. Do you, or does anyone in your household have any of the following? .............. …..............................................................................|_|Yes/Sí     |_|No  

Medicaid,         Medicare,      CHIP,     Health Insurance,       V. A.,        Tricare,        Other_____________________________      
                   If yes, circle which one: ¿ Usted o alguien en su familia tienen alguno de los siquentes?  En caso affirmative, un ciruclo que:
                      If yes, please provide copy of your insurance card.  (seguro de salud)    (administracion de los veteranos)       


[bookmark: Check5][bookmark: Check6]4.  Are you – or is anyone in your household – pregnant? ¿Está usted o alguien de la unidad familiar embarazada?.............. ….................|_|Yes/Sí     |_|No

If Yes, who?/Si contesta “Sí,” ¿quién?  _____________________________________________________________________________________________

	The statements I have made, including my answers to all questions, are true and correct to the best of my knowledge and belief.  I agree to give eligibility staff any information necessary to prove statements about my eligibility.  I understand that giving false information could result in disqualification and repayment.
A mi leal saber y entender, las declaraciones que he hecho, y mis respuestas a todas las preguntas, son verdaderas y correctas.  Me comprometo a dar al personal que verifica la elegibilidad toda la información necesaria para comprobar mis declaraciones sobre la elegibilidad.  Yo entiendo y acepto que al proporcionar información falsa puede resultar in que yo no califique y que tenga que devolver el pago al Programa.

	Signature – Applicant / Firma – Solicitante
	Date / Fecha
	Signature –  Applicant’s Representative
	Date / Fecha
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[bookmark: _Toc287971630]NBS BENEFITS PROGRAM APPLICATION FOR SERVICES INSTRUCTIONS

The NBS Benefits Application For Services is used to screen, determine potential eligibility, and document eligibility determination for medical services assistance programs, such as Medicaid, Children’s Health Insurance Program (CHIP), Title V Genetic Services, NBS Benefits Program, or other funding sources.  The form does not determine final eligibility or ineligibility for any programs other than NBS Benefits Program.  Clients must be referred to other programs, such as Medicaid and CHIP, to determine eligibility and apply for services.

Instructions for Completing the NBS Application For Services 
To the greatest extent possible, the application should be completed, signed and dated by the applicant, or the applicant’s representative.

1. The family composition chart should reflect a group of people who live together, with one or more of the persons being legally responsible for support of the other person(s).  The needs, income, resources, and medical expenses of anyone in the budget group are considered in determining eligibility for the group.  For the purposes of this screening tool, consider only the parent(s), caretaker, spouse, and children under age 18 who live together as a family. (See Section 1 of manual for more information on family composition).
1. The income chart should include any type of payment that is of gain to the family.
3-4.	These questions collect information on other benefits received, as well as pregnancy status, to assist NBS Benefits Program staff in determining potential eligibility.

Instructions for Completing the Statement of Applicant’s Rights and Responsibilities

1. Applicant reads the Statement of Applicant’s Rights and Responsibilities.
1. Applicant signs and dates the Statement of Applicant’s Rights and Responsibilities.
1. Contractor signs as witness to the applicant’s signature.

Eligibility Items:
· Family Composition:  Enter number of family members in each of the categories listed.  Enter total number of family members in bolded box.  Note type of documentation on form.  Attach documentation.

· Residency:  Incorporated into family composition chart.  An “eligible alien” is a person who is not a US citizen, but has immigration documents.  “Other person” may be an individual who is not a US citizen and has no immigration documents.  Note type of documentation on form.  Attach documentation.


· Income:  Income is any type of payment that is of gain to a family.  Income may be earned or unearned.  Earned income is defined as gross monthly income received for a certain degree of activity or work.  Unearned income includes payments received without performing work-related activities, including benefits from other programs such as Social Security, VA benefits, TANF, or unemployment.  If actual or projected income is not received monthly, convert it to monthly using one of the following methods:

· If paid weekly, multiply weekly salary by 4.33.
· If paid every two weeks, multiply salary by 2.17.
· If paid twice a month, multiply salary by 2.

· Childcare expenses may be deducted from total income.  Allowable deductions are actual expenses up to $200 per dependent per month under 2 years of age and $175.00 per dependent per month for children age 2 to 12 (up to age 18 if the child is disabled).  
· The Grand Total Income (gross monthly income) is equal to Total Earned Income added to Total Unearned Income minus Total Childcare Expense Deduction(s).
·  Title V Genetic Services and NBS Benefits Program do not consider assets when determining eligibility, but assets are considered for Medicaid, CHIP, and CSHCN.

· Other Benefits:  Other benefits may include Medicaid, Medicare, SSI, or County Indigent Program, for example.  Contractor staff should note other benefits received and/or denied by applicant and family members.

· Special Circumstances:  If Coordinating provider is assisting family with form, may document any special circumstances not already noted in this section, if applicable.

