


3. INCOME INFORMATION 

Could you get health insurance for your children through any employer named above if you had the money to pay the premiums? 
 
 Which employer?........................................................................................................................................................................................ 

 
1 of 4 

List all earnings from employment and money from self-employment that you, your spouse, and children in your household receive. Please provide proof of income. Attach proof of the 
most recent income for one (1) full month. Only income of the legal parent(s) living in the home is used in determining the children’s eligibility.   
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Name of  
Employer 

Address of  
Employer 

Phone # of  
Employer 

Gross Amount 
(before  
deductions) 

How Often (weekly, 
bi-weekly, monthly 
 

Beginning Date 
of Employment 
 

 

 

 

         Yes        No 

List any other income, such as Supplemental Security Income (SSI), alimony, child support, pension, Social Security, rental income, or retirement, strike, unemployment, veterans, 
worker’s compensation benefits that you, your spouse, and children in your household may receive. Attach proof of income if Social security #(s) are not provided on Item #2. 

 

 

 

 

Person Receiving Benefit Type of Benefit Amount Received How Often? 

Name of  
Employed  
Person 

Do you pay someone to take care of your child/children or to take care of a dependant adult who lives with you while you work? 
  
If yes, fill out this section………………………………………………………………………………………. 

       Yes        No   

4. CHILD/ADULT CARE EXPENSES 

 Phone # Name of Child Care Provider 
or Day Care Center 

Child’s Name 
(or Adult’s) 

Cost Who pays for this 
child (or adult)? 

 

 

 

Has anyone applying for health benefits had any health insurance coverage in the last 6 months?? 
  
If yes, fill out this section……………………………………………………………………………………….        Yes        No   

     

5. HEALTH INSURANCE INFORMATION 

Insurance Company 
Or Employer Plan 

Policy # Name of Insured Policy Holder’s Name 
& Social Security # 

End Date of 
Coverage* 
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6.  
Do you want to apply for health benefits for up to three months prior to the date of this application, if it is available?* Only the applications approved for Medi-
caid may be eligible for the three months prior coverage. 

 
  If yes, which months?...........................................................................................................................................................
 (Attach proof of income for the month(s) that you need coverage, if different from what you told us in #3.) 

 
*CHIP will not cover prior months.  
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         Yes        No 

7.  
PLEASE NOTE:  Assistance in establishing paternity and obtaining support for your child(ren) is available through CHILD SUPPORT SERVICES. You must 
specifically request it, otherwise referral will not be made. 
 
However, if you are an adult (not pregnant) applying for Medicaid, you are required to cooperate with CHILD SUPPORT SERVICES in order for you to obtain 
medical assistance for yourself (your children’s eligibility will not be affected if you choose to not cooperate.)  Do you agree to cooperate? 

       Yes         No  

8.  
RIGHTS AND RESPONSIBILITIES  (Please read carefully.) 

• Children under 21 who are eligible for health benefits under 
Medicaid are eligible for free health check-ups under a spe-
cial prevention program called Early and Periodic Screening, 
Diagnosis and treatment (EPSDT.) For more information, 
contact your Health Department or call 1-800-421-2408 and 
ask for EPSDT information. 

 
• Information about Family Planning Services and WIC food 

services is available from your local Health Department. 
 
• Information you share is confidential. Your medical informa-

tion can only be released if needed to administer the Medi-
caid or CHIP Programs. If you receive care or treatment un-
der Medicaid or CHIP, you authorize the health care provider 
to release to Medicaid and the CHIP insurer your medical 
records and information relating to your diagnosis, examina-
tion, and treatment.  

• Information that you give may be reviewed and verified by 
state and federal staff. You must fully cooperate with state 
and federal workers if your case is reviewed. No additional 
permission is needed to get verification or other information. 

 
• Your application will be considered without regard to race, 

color, sex, age, handicap, religion, national origin, political 
belief, or Limited English Proficiency. 

 
• An annual review is required for all recipients of Mississippi 

Health Benefits. Whenever you receive a renewal notice, it 
should be fully completed and returned with verification of 
family income for the most recent full month, (example: the 
first day of the month to the last day of the month.) Failure to 
complete the renewal process may result in the termination of 
benefits for the individual(s) due for review. 

 
• Face-to-face interviews are required for new applications 

and redeterminations. 

9.  
Please sign this statement: 
 
I certify that the information I have provided above is true to the best of my knowledge, and I give permission for the State of Mississippi to 
make any necessary contacts to check my statements. I have read the list of my rights and responsibilities that is printed above. I know that 
I could be penalized if I knowingly give false information. I certify that the children and adults I am applying for are United States citizens or 
qualified aliens. 
 
 
 

Signature of applicant………………………………………………………………….  Date…………………….. 

MAIL THIS APPLICATION TO YOUR NEAREST MEDICAID REGIONAL OFFICE.  You will be notified 
by your worker of the time and place for your face-to-face interview. The application must be checked for 
Medicaid eligibility first. If not eligible for Medicaid, the applicant will be screened for CHIP. If you need 
help with this application, call your Regional Medicaid Office, or call 1-800-421-2408.  
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Interviewed by: 

 
 
Date: 

Additional information: 

You may ask for a hearing if your are not satisfied with any action taken by the State of Mississippi in connection with your application for health bene-
fits. Medicaid does not pay medical expenses that a third party, such as private health insurance, should pay.  By accepting Medicaid, you agree to give 
your rights to any their party payment to the Division of Medicaid.  These payments include payments from hospitals and health insurance policies. 



 

 

 

Pregnancy Verification 

Patient’s Name         Pregnant?  Yes      No       
 
Expected Date of Delivery 
 
First Maternity Visit 
 
 
 
Signature of Medical Practitioner (MD/RN)       Date 
 

  

Fold here and seal with tape. DO NOT STAPLE. 
Fold here and seal with tape. DO NOT STAPLE. 

From: First Class 
Postage Required 

 
Post Office  

Will Not Deliver 
Without Proper 

Postage 

To: 

STREET ADDRESS 

CITY STATE ZIP CODE 
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