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F-20582  (03/2013)

	DEPARTMENT OF HEALTH SERVICES

Division of Long Term Care

F-20582  (03/2013) 
	STATE OF WISCONSIN

Federal Regulation 42 CFR § 435.225 & § 435.913 (a)
Wisconsin Statutes § 49.82 (2)


APPLICATION FOR KATIE BECKETT PROGRAM WISCONSIN MEDICAID 

Please contact the Katie Beckett Consultant for your county before filling out this application.  Click here to go to consultant map.  This map identifies the consultant for your county with contact information.
The online application is a MS Word fillable document. This document can be saved to a personal computer and printed out. Once this application, along with the forms from the packet are complete, contact the consultant again to schedule a home visit to meet your child, go over the application packet and answer your questions. 

This application cannot be electronically submitted for multiple reasons. The most important reason is that the application contains personal and sensitive information about your child. The Department does not have the ability to encrypt incoming e-mails. In addition, a home visit is required with new applications. The consultant will submit the completed application packet to the Department after meeting with you and your child in your home.
Click here to start the F-20582 Application for Katie Beckett Program Wisconsin Medicaid
	DEPARTMENT OF HEALTH SERVICES

Division of Long Term Care

F-20582  (03/2013) 
	STATE OF WISCONSIN

Federal Regulation 42 CFR § 435.225 & § 435.913 (a)

Wisconsin Statutes § 49.82 (2)

	APPLICATION FOR KATIE BECKETT PROGRAM WISCONSIN MEDICAID

	Please refer to the F-20582i Application Instructions prior to completing this form.
* Any person who wants Wisconsin Medicaid, but does not provide their SSN or apply for one will not be eligible for benefits, pursuant to Wisconsin Statutes § 49.82 (2).

	1.
Child's Last Name

     
	Child's First Name

     
	Child’s MI

 
	2.  Gender

  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	3.  Birthdate (mm/dd/yyyy)

	
	
	
	
	  
	  
	    

	4.
Child's Address – Street:


     
	5.  Date of Child’s Wisconsin Residency  

	
	    (mm/dd/yyyy)
	  
	  
	    

	       City, State, Zip Code:


     
	6.  County

     

	7.    Child's Social Security Number *Required
     
	8 a. U. S. Citizenship?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


(If "No", see 8b.)
	8 b. Alien Registration Number

     

(Include Photocopy)
	8 c. INS Verification Number

     

   (NURSE USE ONLY)

	9.
Ethnicity
 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Black or African American
 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 American Indian



 FORMCHECKBOX 
 Native Hawaiian/Other Pacific Islander 
 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Other      


	10a.  Name Parent #1—Check one:    FORMCHECKBOX 
 mother     FORMCHECKBOX 
 father

     
	Home Phone Number 

(     )      
	Cell Phone Number

(     )      
	Work Phone Number

(     )      

	
Is the address the same as your child’s?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      If “no”, list address (street, city, state, and zip code):

     

	10b.  Name Parent #2—Check one:    FORMCHECKBOX 
 mother     FORMCHECKBOX 
 father

     
	Home Phone Number

(     )      
	Cell Phone Number

(     )      
	Work Phone Number

(     )      

	
Is the address the same as your child’s?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      If “no”, list address (street, city, state, and zip code):
     

	11a.
Which parent(s) can be contacted for questions?
 FORMCHECKBOX 
 Parent #1    FORMCHECKBOX 
 Parent #2
	11b. Do both parents have legal custody?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If “no”- explain.

     

	12.
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Do you anticipate current Wisconsin Medicaid eligibility to end in the near future?  If "Yes," explain.      


	13.
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Are you currently applying for WI Medicaid through any programs besides Katie Beckett?  If "Yes," which ones? 

     


	14.
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Have you applied to the Katie Beckett Program on behalf of your child in the past?      

	
If "Yes," the application was -  FORMCHECKBOX 
 Approved      FORMCHECKBOX 
 Denied
Date -
	     
	

	

	15.
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Is your child covered by private health insurance?  If “yes,” please fill in enclosed health insurance form.

	16.
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Does your child have a diagnosis?

	If "Yes," what is the diagnosis?
	What doctor(s) made the diagnosis?
	Date of diagnosis?

	a.      
	a.      
	a.      

	b.      
	b.      
	b.      

	c.      
	c.      
	c.      

	d.      
	d.      
	d.      

	17.  You know your child best. Please briefly describe your child’s condition. Add additional pages if desired.      


	
	

	18.  SELF CARE   Please describe your child’s abilities and need for hands-on assistance or supervision. Questions are given to help you think about each self care area. 

	
a.
Bathing - Does your child need help getting in or out of the tub, assistance standing or sitting, or help soaping, rinsing, or drying their body?  Please explain.      

	
b.
Grooming - Does your child need any help with personal hygiene, brushing teeth, or washing their face and hands?  Please explain.      



	
c.
Dressing - Does your child need help putting on or taking off any article of clothing, including shoes and socks?  Please explain.      

	
d.
Eating - Does your child eat using fingers, utensils, or adaptive equipment? Does your child have a special diet, have trouble chewing or swallowing? If your child is tube fed, describe type and frequency.  Please explain.      


	
e.
Toileting - Is your child in diapers/pull-ups (daytime/nighttime), or on a toileting schedule? Does your child tell you when s/he needs to go to the toilet, need help on/off the toilet or need help cleaning self? Is your child on a catheterization and/or bowel program? Does your daughter need assistance with menstrual care?  Please explain.      


	
	

	19.
MOVEMENT


Indicate your child's movement patterns, and any assistance needed under each listed activity.

	
a.  Gross (large muscle) Motor Abilities
	Gross motor age equivalency (if known) -
	     

	
	Child’s actual age at testing -
	     

	
	
	Unable

To Do
	Assistance

Needed
	Does

Independently
	
	Unable

To Do
	Assistance

Needed
	Does

Independently

	
	Turn side-to-side
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Walk
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sit up
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Climb stairs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Crawl
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Wheelchair transfers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Stand
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Positioning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Please describe any assistance needed.

	     

	
b.
Adaptive Aids for Mobility - Describe adaptive aids used and assistance needed to use these aids. Wheelchair, lift, walker, splints or braces? Is your child able to use them without help?  If not, please explain.      

	20.
THERAPIES 

	
	If your child receives physical, occupational, speech, mental health counseling or other therapy services, including intensive in-home autism related services, please describe below. Also include a copy of the most recent progress summary for any listed therapy. 

	
	  a.
	Type

     
	Where Provided  (Home, School, Clinic)

     
	Number of Sessions/Week

     

	
	
	Provider Name, Address and Telephone Number

     

	
	
	Therapy Follow-up:  Describe what you do, how often and for how long.

     

	
	b.
	Type

     
	Where Provided  (Home, School, Clinic)

     
	Number of Sessions/Week

     

	
	
	Provider Name, Address and Telephone Number

     

	
	
	Therapy Follow-up:  Describe what you do, how often and for how long.

     

	
	c.
	Type

     
	Where Provided  (Home, School, Clinic)

     
	Number of Sessions/Week

     

	
	
	Provider Name, Address and Telephone Number

     

	
	
	Therapy Follow-up:  Describe what you do, how often and for how long.

     

	
	d.
	Type

     
	Where Provided  (Home, School, Clinic)

     
	Number of Sessions/Week

     

	
	
	Provider Name, Address and Telephone Number

     

	
	
	Therapy Follow-up:  Describe what you do, how often and for how long.

     


	
	

	21.
COMMUNICATION AND UNDERSTANDING

	
Expressive language age equivalency or test results ( if known) - 
	     
	Child’s actual age at testing
	     

	
Receptive language age equivalency or test results ( if known) - 
	     
	Child’s actual age at testing
	     

	Please describe how your child communicates and understands. Does your child communicate verbally, non-verbally or use communications aids (signs, gestures, communication board, computer)? Include here if your child is deaf or hard of hearing.

Can people who do not know your child understand him/her? Does your child understand and follow either one, or two or three step instructions?  Does your child communicate to share information beyond their own needs and wants? Please explain.      

	22.  LEARNING 

	Is your child currently working at grade level?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If “no” and your child is five years of age or older (school age), please describe the types of skills they are working on currently.  For example, sequencing, following rules or a schedule, providing personal identifying information or time/money skills.  Please explain.

     

	If your child is under five years of age (pre-school age), please describe the types of toys they enjoy playing with or skills they are working on currently, for example, naming body parts, counting, matching shapes or identifying objects in pictures.  Please explain.

     

	Has your child had I.Q. (Intelligence Quotient) testing?  If so, please complete the following:

	Date of test -
	     
	If testing has been done, please include a copy of the test results if possible.

	Name of test  (if known) -
	     
	

	Full Scale I.Q. (if known) -
	     
	

	Person completing test -
	     
	

	Tester’s address - 
	     

	
	     


	
	

	23.
CURRENT EDUCATION (Birth to 3, Headstart, Early Childhood Program, Public/Private School, Home School, Alternative School, etc.)

Include a current Individualized Family Support Plan (IFSP), Early Intervention Report and/or Individual Education Evaluation and Plan (IEP), if available.  

	
	a.
	Name of School or Program 

     

	
	
	Address  (Street, City, State, Zip Code)

     
	Telephone Number

(     )      

	
	
	Name of teacher or Birth to 3 support coordinator:      
	Year expected to graduate: 
     

	
	b.
	Attendance - Describe any regular, frequent or prolonged school absences including patterns and reasons.

     

	
	c.
	Help Needed While at School - Examples: Help with feeding, suctioning, clothing or toileting? Does your child have an individual aide or nurse at school? Behavioral intervention plan? 

     

	
	d.
	If your child is not attending private/public school, does s/he receive any supports through the public education system? Examples: tutoring, homebound instruction or other related services?
     

	
	e.
	If your child is involved in after school or recreational activities, describe type of activity and assistance/supervision needed.

     

	24.  SOCIAL COMPETENCY OR RELATIONSHIPS


	     


	
	

	25. BEHAVIOR 

	Does your child engage in any behaviors that may or do result in harm to themselves or others or seriously damages property?
If so, please describe the behavior.  How often does this happen, where does it occur and what is being done to try to change the behavior?       

	26.  MENTAL HEALTH

	
a.
Does your child have symptoms such as loss of contact with reality, hallucinations, delusions, obsessions, extreme isolation or major depression? If so, please describe in detail.       

	
b.
Does your child have severe emotional issues such as acts of violence that directly endanger another person’s life, suicide attempts or a life-threatening eating disorder? If so, please describe when the event(s) occurred and exactly what happened.  In addition, what interventions were used or are being used to address these emotional issues?       

	
c.
Does your child currently receive day treatment services?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No




Has someone recommended s/he receive day treatment services?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If “yes”, who made the recommendation? 



     

	
d.
Has your child’s behavior resulted in involvement with the criminal justice system? If so, please describe and include current status (on probation, community service, etc.).      


	
	

	27.
	PRESCRIPTION MEDICATIONS

List all prescription medications, including chemotherapy, your child takes on a routine basis. Continue on additional sheet, if necessary.

	
	Name of Medication
	How Often
	How Taken
	Describe any Significant Side Effects 

Your Child is Having

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	

	28.
CURRENT MEDICAL/NURSING CARE NEEDS


For each section, check and describe cares needed, how often, start date and amount of help your child needs with care or if s/he is independent.

	
	Describe Type
	How Often
	Start Date
	Help Needed By Child

	
	a.
Respiratory Care

	
	
 FORMCHECKBOX 

	Apnea monitor
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Chest therapy
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Nebulizer
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Oxygen
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Suction
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Tracheostomy care
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Ventilator
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Other
	     
	     
	     
	     

	
	b.
Intravenous (IV) Care

	
	
 FORMCHECKBOX 

	IV line indwelling
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Total Parenteral Nutrition  (TPN)
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Transfusion
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Other
	     
	     
	     
	     

	
	c.
Other Care

	
	
 FORMCHECKBOX 

	Bowel program
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Dialysis
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Ostomy care
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Tube feeding
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Urinary catheter care
	     
	     
	     
	     

	
	
 FORMCHECKBOX 

	Other
	     
	     
	     
	     

	
d.
Seizure Care And Other Special Medical Needs/Services – Describe type, frequency, length and patterns of seizures.  Does medication and/or diet control the seizures?  Please explain any other medical needs such as completed or pending organ transplant, shunt care, wound or site care.


     

	
	e.
Home Health Services 



If your child receives these services, please fill in ALL requested service provider information, adding additional pages if necessary.

	
	Type of Provider
	# Visits/ Week
	Provider Name and Address
	Telephone Number

	
	Nurse
	     
	     
	(     )      

	
	Home Health Aide

Personal Care Worker

Supportive Home Care Worker
	     
	     
	(     )      


	
	

	29.
PHYSICIANS AND SPECIALISTS


Providing this information assists both the Disability Determination Bureau (white Release form) and the Division of Long Term Care in obtaining needed records in a timely manner. Please use an extra sheet, if more room is needed. 

If your child sees multiple physicians at one clinic, note the clinic name in the physician name category.

	
	a.
	Name - Primary Health Care Provider
     
	Type (Pediatrician, Family Practice, etc)

     

	
	
	Address  (Street, City, State, Zip Code)

     
	Telephone Number

(     )      

	
	b.
	Name - Psychiatrist
     

	
	
	Address  (Street, City, State, Zip Code)

     
	Telephone Number

(     )      

	
	c.
	Name - Other Physician

     
	Specialist / Type

     

	
	
	Address  (Street, City, State, Zip Code)

     
	Telephone Number

(     )      

	
	d.
	Name - Other Physician

     
	Specialist / Type

     

	
	
	Address  (Street, City, State, Zip Code)

     
	Telephone Number

(     )      

	30.
HOSPITALIZATION OR OUT OF HOME PLACEMENT HISTORY


List inpatient hospitalization (including psychiatric), institutional placement, or foster care/group home placement IN THE PAST YEAR. Include facility name, dates, address and reason.  If more room is needed, please attach another page to application.

	
	a.
	Name of Facility

     
	Date(s)

     

	
	
	Address  (Street, City, State, Zip Code)

     
	Reason 

     

	
	b.
	Name of Facility

     
	Date(s)

     

	
	
	Address  (Street, City, State, Zip Code)

     
	Reason 

     

	31.
SOCIAL SERVICE PROVIDERS / RESOURCES 

	
	a.
	Community Programs - Check the programs, if any, that work with you and your family.

	
	
	 FORMCHECKBOX 

Birth to 3 Program
	 FORMCHECKBOX 

Community Options Program (COP)
	 FORMCHECKBOX 

Respite Care

	
	
	 FORMCHECKBOX 

Children’s Waiver
	 FORMCHECKBOX 

Family Support Program
	 FORMCHECKBOX 

Substance Abuse Services



	
	
	 FORMCHECKBOX 

Child Protective Services
	 FORMCHECKBOX 

Mental Health Wrap Around Services
	

	
	
	 FORMCHECKBOX 

Other - Specify.
	

	

	
	b.
	Case Manager, Social Worker, Service Coordinator, or friend who helps you problem solve and arrange your child’s services. 

	
	
	Name

     
	Telephone Number

(     )      

	
	
	Agency

     

	32.
INCOME OF CHILD 

	
Does your child have personal monthly (or other) earned or unearned INCOME?     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

	
If Yes, check source below and write in amount.
	Amount
	

	


 FORMCHECKBOX 
 child support payment (amount on tax return /  # of children)
	     
	

	


 FORMCHECKBOX 
 dividend or interest payments
	     
	

	


 FORMCHECKBOX 
 Social Security payment from parent or own employment
	     
	

	


 FORMCHECKBOX 
 Supplemental Security Income (SSI) 
	     
	

	


 FORMCHECKBOX 
 trust or custodial account distributions
	     
	

	


 FORMCHECKBOX 
 wages
	     
	

	


 FORMCHECKBOX 
 other (please specific)
	     
	


	33.
CITIZENSHIP AND IMMIGRATION STATUS INFORMATION

Federal law requires that all U.S. citizens applying for or receiving Medicaid benefits must show proof of their U.S. citizenship and identity.  Therefore, because you are applying for Medicaid through the Katie Beckett Program for your child, you will have 30 days from the date of your application home visit, to provide proof of your child’s U.S. citizenship and identity.  

Alien status (or proof of being a lawfully admitted Permanent Resident) is also verified with the U.S. Department of Homeland Security for all immigrants who apply for Medicaid benefits.  Immigration status will not be verified with United States Citizenship and Immigration Services (USCUS) for people in your household who are not applying for Medicaid or assistance.  If someone in your household is not applying for Medicaid, you do not need to respond to this requirement for that person.  This information is only required for the child who is applying for Medicaid through the Katie Beckett Program for the purposes of this application.




	34.
I understand that personally identifiable information on this form is used to help determine eligibility for Wisconsin Medicaid through the Katie Beckett Program. Further, this information is used to complete the Children’s Long-Term Support – Functional Screen (CLTS-FS) as part of the functional eligibility process for Wisconsin Medicaid. 


I have been informed that the CLTS-FS determines functional eligibility or level of care for the following programs as appropriate:  Comprehensive Community Services, Community Options Program, Family Support Program, Katie Beckett Medicaid Program, Medicaid Home and Community-Based Children’s Services Waivers, Mental Health Wrap Around Services and Community Recovery Services. I further realize the results of this process may affect eligibility for all of these programs.


I certify, under the penalty of perjury, that the information on this application and given in connection with it is a true and complete statement of facts according to my best knowledge and belief. I also understand that I may be asked to provide proof of any information given on this application form and that giving false information may subject me to prosecution for fraud. I understand that if this information changes substantially, I am required to notify the Katie Beckett Program.

If I disagree with the decision the Agency makes with regard to my child's eligibility for the program being applied for, a request for a Fair Hearing may be made to the Division of Hearings and Appeals, 5005 University Avenue, Suite 201, Madison, WI  53705-5400.


Application for Katie Beckett Program – Wisconsin Medicaid is voluntary, but failure to sign the application will prevent the processing of the eligibility determination.




	
	
	 FORMCHECKBOX 
 Check here if child is

  unable to sign
	
	

	
SIGNATURE - Child  (If age 14 years or older)
	
	
	
	Date Signed


	
	
	     
	
	

	
SIGNATURE - Parent or Guardian
	
	Relationship to Child
	
	Date Signed


	
	
	
	
	

	
SIGNATURE –  Katie Beckett Consultant
	
	
	
	Date Signed


Application for Wisconsin Medicaid- Katie Beckett Program Use ONLY

Application for Wisconsin Medicaid- Katie Beckett Program Use ONLY


