WARREN COUNTY CENTRAL POINT OF COORDINATION
APPLICATION UPDATE

Application Date:
SS #: Name:
Last First MI
Sex: [ ] Male [ ] Female Birth Date:
Current Address:
Street City State Zip County
Phone #: () Legal Settlement:

Guardian/Payee/Conservator: [ ] Yes [ ] No

Are you Blind? [ ] Yes [ | No

[ ]Legal Guardian [ ] Protective Payee [ ] Conservator
( Check any that are appointed and write in name etc.)

Name:

Address:

Phone:

[ ]Legal Guardian [ ] Protective Payee [ ] Conservator
(Check any that are appointed and write in name etc.)

Name:

Address:

Phone:

Marital Status: (Check applicable status) [ ]1. Single [ ]
Legal Status: (Check applicable status) [ ] 1. Voluntary [

Living Arrangement: (Check applicable arrangement) [ ]

2. Married [ ] 3. Divorced [ ]4. Separated [ ]5. Widowed
] 2. Involuntary, Civil [ ] 3. Involuntary, Criminal

1. Alone [ ] 2. With Relatives [ ] 3. With Unrelated Individuals

Disability Group/Primary Diagnosis: (Check applicable diagnosis)

[ ]140.Mental Illness [ ] 41.Chronic Mental Illness [ ]42

Diagnosis:

.Mental Retardation [ ] 43.Developmental Disability [ ] 44.Other

Health Insurance Information: (Check all that apply)
Primary Carrier (pays first)

[ 1 Medicaid
[ ] Private Insurance
[ ] Medically Needy

[ 1 Applicant Pays
[ 1 Medicare
[ T No Insurance

Company Name

Address

Policy Number:
(or Medicaid/Title 19 or Medicare Claim Number)

Current Employment: (Check applicable employment)[
[

[y —

Employer:

Secondary Carrier (pays second)

[ 1 Medicaid
[ ] Private Insurance
[ ] Medically Needy

[ 1 Applicant Pays
[ 1 Medicare
[ 1 No Insurance

Company Name

Address

Policy Number
(or Medicaid/Title 19 or Medicare Claim Number)

1.
6. Student [ ]14.0Other

Position:

Unemployed [ ] 3. Employed, Full time [ ] 4. Employed, Part time



Others in Household:

Name Relationship
Monthly Income: Applicant Amount: Others in Household
(Check Type, Fill in amount) Amount:

1. Public Assistance
Social Security.
Veterans Benefits

SSI

Employment Wages
Child Support

SSDI

Dividends, Interest, Etc
Railroad Pension
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Total Monthly Income

Resources: (Check and fill in amount and agency)

Type Amount Bank, Trustee, or Company
Cash

Checking Account
Savings Account
Certificates of Deposit
Trust Funds

Stocks and Bonds
Burial Fund/Life Ins.
Other Resources
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Total Resources County Co-Payment

Services/Provider:

Service Requested Provider (if known) Rate/Unit Effective Date

Service Requested Provider (if known) Rate/Unit Effective Date

Service Requested Provider (if known) Rate/Unit Effective Date

Service Requested Provider (if known) Rate/Unit Effective Date

Service Requested Provider (if known) Rate/Unit Effective Date
Contact Person (Case Manager, Social Worker, IMW, Coordinator, Etc.):
Name: Relationship:

Person Completing the Form (if other than applicant)
Name: Relationship:

The above listed services have been discussed with me and are requested with my knowledge and consent. As a signatory
of this document, I certify that the above information is true and complete to the best of my knowledge, and I authorize
the County CPC staff to check for verification of the information provided. I understand that the information gathered
in this document is for the use of the County in establishing my ability to pay for services requested, in assuring the
appropriateness of services requested, and in confirming legal settlement. I understand that information in this
document will remain confidential.

Applicant’s Signature (or Legal Guardian) Date

Revised 7-1-02




