	DEPARTMENT OF HEALTH SERVICES
Division of Medicaid Services
F-01338 (08/2019)
	MODEL TEMPLATE
(Remove)
	STATE OF WISCONSIN



[bookmark: Text1]<County Letterhead Here>
remove DHS header

[bookmark: _GoBack]Children’s Long-Term Support Parental Payment Limit Declaration


Child’s Name (Last, First, Middle): 	

Child’s Date of Birth: 	

Child’s County of Residence: 	

Number of People living in Child’s Household: 	

Adjusted Gross Income for Parent(s)[footnoteRef:1] of child [1:  Parent(s) and other Adults Living in Household, if included in Household Size.
] 

As reported on most recent federal tax return: 	

Medical/Dental Expenses as reported on
Most recent federal tax return: 	


I attest that the information provided above is complete and accurate, and all income and medical/dental expenses reported are exact amounts as reported on my/our most recent federal tax return.


Name 1 (Print): 	

Relationship to Child: 	

Date: ____________________________

Signature 1: 	

If applicable:

Name 2 (Print): 	

Relationship to Child: 	

Date:____________________________

Signature 2: 	
	1 of 1
