	FOSTER CARE TRANSITIONAL MEDICAID REFERRAL

	Michigan Department of Health and Human Services

	

	Foster Care Transitional Medicaid (FCTMA) provides Medicaid for eligible youth who were under the responsibility of the Michigan Department of Health and Human Services or Tribal Court with an open foster care case on his/her 18th birthday (refer to FOM 803 or BEM 118 for more information about the FCTMA program).

	CONTACT INFORMATION

	Youth Name:
	     

	Previous Address:
	     

	Address (or where mail can be received):
	 FORMCHECKBOX 

	Current
	 FORMCHECKBOX 

	New Address
	Date moving:
	     

	     

	Verification (Check if verified):
	Method of verification (e.g. DL, State ID):
	County of Residence:

	 FORMCHECKBOX 

	Identity
	 FORMCHECKBOX 

	Residence
	     
	     

	Phone Number(s)

and Email:
	 FORMCHECKBOX 

	Cell
	 FORMCHECKBOX 

	Home/Other
	 FORMCHECKBOX 

	Email

	
	
	         
	
	         
	
	     

	FORMER FOSTER CARE YOUTH ELIGIBILITY CRITERIA

	FCTMA eligibility requires that the youth is under 26 years of age 

	And at the time of the youth’s 18th birthday, he/she was:

	 FORMCHECKBOX 

	Under the responsibility of MDHHS or tribal court and

	 FORMCHECKBOX 

	In an out-of-home placement.

	ADDITIONAL INFORMATION

	Case Number:
	     
	Recipient ID Number:
	     

	Date of Birth:
	Method of Verification (e.g. Birth Certificate):
	Citizenship Verification (e.g. Birth Certificate):

	     
	     
	     

	Social Security Number:
	Method of Verification (e.g. SS Card):

	     
	     

	Gender:
	Race: 
	
	Ethnicity:

	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Female
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Date current Medicaid or medical insurance will end:
	     

	Comments:

	     

	REFERRAL SOURCE

	Name of MDHHS Foster Care Worker or 
	 FORMCHECKBOX 
 Other MDHHS designee
	     
	(Title)
	Phone

	     
	         

	Signature
	Date

	
	     

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.


Foster Care Transitional Medicaid
Distribution: 
Copy for Case File.

800-343-7320
Send completed copy electronically to:


FCTMA@michigan.gov or

Fax: 517-432-6079
DHS-57 (Rev. 9-15) Previous edition obsolete.

