DMA- 5037( 11/ 87)
MEDI CAL PROVI DER VERI FI CATI ON FORM

(Dat e)

County Department of Social Services

Re:

(Appl i cant/ Reci pi ent)

(County Case Nunber)

(Patient’s Nane)

(Relation to App./Recip.)
Dear Medi cal Provider:

The individual nanmed above is seeking to neet a Medicaid deductible with
charges for nedical services provided by you for a nenber of the
applicant/recipient's famly. W will appreciate your information:

Eligibility Specialist

(Date(s) of Service) (Type of Service)

(Amount of Total Charge) (Date of Latest Paynent on Account)

Third Party Paynents

I nsurance Fil ed Amount of Payment
_________ I nsurance Pai d/ Deni ed Addi ti onal Paynents
Ant i ci pat ed

Any Other Third Party Paynent

Current Patient Responsibility

This account is still the patient's responsibility. yes no
| expect paynent fromthe patient for the unpaid bal ance of $
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( Dat e) (Medi cal Provider)
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