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	DEPARTMENT OF HEALTH SERVICES

Division of Long Term Care

F-20585C  (03/2013) 
	STATE OF WISCONSIN

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

Wisconsin Statutes § 49.82 (2)


RECERTIFICATION FOR WISCONSIN MEDICAID

KATIE BECKETT PROGRAM - SHORT FORM

INSTRUCTIONS: Please refer to the F-20585CI Recertification Instruction Sheet before completing this form. This recertification form is designed to focus on significant changes your child has experienced in the past year. Please think carefully about and record how your child’s skills and functioning have both improved and declined in the past 12 months. Some examples of significant changes might be a new diagnosis or medical condition, greater independence in an activity of daily living, an increased need for assistance or a reduction or increase in medical/nursing cares or therapies.

	1.
Child's Last Name

     
	Child's First Name

     
	Child’s MI

 
	2. Birth date  (mm/dd/yyyy)

     

	3. Child’s Address - Street

     

City, State, Zip Code

     

	4.
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   Wisconsin Resident
	5.  County of Residence

	
	     

	6.
Name Parent #1 - Check:  FORMCHECKBOX 
 mother   FORMCHECKBOX 
 father
     
	 Telephone Number – Home
(     )      
	Telephone Number - Cell
(     )      
	Telephone Number - Work
(     )      

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

	7.
Name Parent #2  - Check:  FORMCHECKBOX 
 mother   FORMCHECKBOX 
 father
     
	 Telephone Number – Home
(     )      
	Telephone Number - Cell
(     )      
	Telephone Number - Work
(     )      

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

	8a.
Which parent may be contacted for questions? 


 FORMCHECKBOX 
 Parent #1                  FORMCHECKBOX 
 Parent #2
	8b.  Do both parents have legal custody?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

       If “no”, please explain on separate page.      

	9.
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Have there been any changes in your child’s private insurance policy within the past year (e.g., a new policy created, change in the company, coverage changed or ended)?  If "Yes," complete the enclosed health insurance form.  If there is more than one private insurance policy, copy and complete additional form(s).

	Briefly describe any significant changes over the past 12 months in each of the following areas.

	10.
	SELF CARE

	
	Describe any changes in your child’s abilities and need for hands-on assistance or supervision in each listed activity of daily living.

	
	a.
	Bathing

     

	
	b.
	Grooming

     

	
	c.
	Dressing

     

	
	d.
	Eating

     

	
	e.
	Toileting

     


	11.
	MOVEMENT

	
	Gross motor age equivalent score if tested within past year      
   Date of testing      

 FORMCHECKBOX 

No testing done within the past year.

	
	Changes in Adaptive Aids for Mobility – Describe adaptive aids used and assistance needed to use these aids. (wheelchair, lifts, walker, splints, etc.)  Is your child able to use them without help?  If not, please explain:      

	
	Describe any changes in your child’s mobility and need for assistance in standing, walking, transferring, etc.      

	12.
	COMMUNICATION AND UNDERSTANDING

	
	Receptive language age equivalencies or test results if tested within past year      
 Date of testing      

Expressive language age equivalencies or test results if tested within past year      
 Date of testing      

 FORMCHECKBOX 

No testing done within the past year.

	
	Describe any changes in how your child communicates (e.g., changes in verbal skills, other people’s ability to understand him/her, ability to follow directions).       

	13.
	LEARNING

	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 - 
	     

	
	     

	
	 FORMCHECKBOX 

No testing done within the past year.

	14.
	CURRENT EDUCATION

	
	Is your child currently working at grade level?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
If “no”, 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.      

	
	Include a current Individualized Family Support Plan (IFSP) or Individual Education Evaluation and Program (IEP) if available.

	15.
	SOCIAL COMPETENCY OR RELATIONSHIPS

	
	Describe your child’s relationships with family members, other adults and peers at home, in school and in the neighborhood or community.  For example, does your child have a special friend, participate in group activities or understand the feelings of others?
      


	16.
	THERAPIES

	
	Indicate if your child is currently receiving any of the following: physical therapy (PT), occupational therapy (OT), speech therapy (ST), behavior therapies and any other therapies. By each listed therapy write the number of session(s) provided per week.

     

	17.
	BEHAVIOR

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

	18.
	MENTAL HEALTH

	
	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.      

	
	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 events occurred and exactly what happened.  In addition, include what interventions were used or are being used to address these emotional issues.      

	
	Does your child receive day treatment psychiatric services?  If so, please describe.      

	
	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.).      

	19.
	MEDICAL / NURSING CARE:

	
	Describe any significant occurrences or changes in the following areas: hospitalizations, tube feedings, respiratory care, intravenous (IV) care, home health care services, seizure activity and management, medications, etc.
       

	20.
	CURRENT CONDITION:

	
	You know your child best.  Please provide information on any other changes in your child's condition or needs over the past 12 months that you believe are important to include on this form.

     

	21.
	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)
	     
	


	I certify, under the penalty of perjury, that the information on this recertification form 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 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.


	
	
	
	 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
	

	

	Personally identifiable information on this form is used to help determine eligibility for Wisconsin Medicaid through the Katie Beckett Program and, if found eligible, will provide information necessary to receive Wisconsin Medicaid. This information will be used only for this purpose. 
If you disagree with the decision the Agency makes with regard to your 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. 


