PROOF OF INCOME/INSURANCE/MEDICAID FORM

Date: ____________________________________

FULL LEGAL NAME

__________________________________________________________________  __________________________ ______________

(LAST)
(FIRST)
(MIDDLE)
(MAIDEN)
SOCIAL SECURITY NUMBER DATE OF BIRTH

Was your current intake/assessment at ASAC or another agency due to an OWI? _________YES ___________ NO

Total household gross monthly/yearly income ____________________

Number of children supported by the above income _______ Number of adults supported by the above income _________

Do children live with you? Yes______ No _______
Total number of people supported by the above income___________

COMPLETE THIS PORTION ONLY IF YOU ARE PROVIDING PROOF OF INSURANCE/MEDICAID

Title 19/medicaid coverage Yes [ ] No [ ]  Title 19/medicaid ID # _____________________

Have you applied for Title 19 for yourself in the last two months Yes [ ] No [ ] Were you denied Title 19 in the last two/three months Yes [ ] No [ ]

Health Insurance Information

Health/medical insurance Yes [ ] No [ ] Does it cover ASAC services? Yes [ ] No [  ] If insurance is through an

employer, name of employer and local _______________________________________If insurance is under someone else:

__________________________________ __________________________ _________________________________

NAME
DATE OF BIRTH
RELATIONSHIP TO YOU

Insurance ID# ___________________ Subscriber SS# _____________________ Plan # __________Group # ____________

Subscriber address (if not the same as yours) _________________________________________________________________

Complete this information only if insurance card not available

Name of insurance company _________________________________________ Phone ______________________________

Insurance company address ______________________________________________________________________________

_____________________________________________________________________________________________________

Second insurance coverage Yes _____ No ______ Does it cover ASAC services? Yes ______ No ________ If insurance is

through employer, name of employer and local _____________________________If insurance is under someone else:

____________________________________ __________________________ ____________________________________

NAME
DATE OF BIRTH
RELATIONSHIP TO YOU

Insurance ID# ________________________ Subscriber SS# _____________________Plan # _______ Group #__________

Subscriber address (if not the same as yours) ________________________________________________________________

Complete this information only if insurance card is not available.

Name of insurance company _________________________________________ Phone ____________________________

Insurance company address ______________________________________________________________________________

_____________________________________________________________________________________________________

IF WE WILL BE BILLING YOUR INSURANCE AND/OR MEDICAID,

FOR PAYMENT AUTHORIZATION, PLEASE SIGN BELOW.

I authorize payment of insurance and/or Medicaid benefits directly to the Area Substance Abuse Council for services rendered by them.

_____________________________________________________________________________________________

Client Signature
Date

OFFICE USE ONLY *= ISmart Info

	*OWI/Zero Tolerance Yes______ No______ *Intake/Assessment expected payment source: Primary_________
	Other ____________

	*Intake/Admission expected payment source:
	Primary_________
	Other ____________

	*Insurance Type: _________________0=None 12=BCBS 13=HMO 14=Other Health Insurance 15=Medicaid Eligible 25=HAWKI

	*Medicaid/IA Wellness/Insurance Yes _____ No ______
	*Does it cover substance abuse treatment: Yes ______ No ________

	Insurance company needs to be contacted prior to admission
	Yes _____ No ______
	Copy given to Insurance Liaison ______

	*Income from SSI or SSDI: Yes ______ No ______
	
	
	
	
	

	Income documentation received: Yes _______ No _______
	Annual income used for sliding fee calculation $________________

	Client is currently unemployed and is being referred to IA Work Force
	Yes ______
	No _______
	

	Client has been requested to provide proof of household income
	Yes ______
	No _______
	

	Client has been asked to contact insurance to verify coverage/authorization
	Yes ______
	No _______
	


Comments: ___________________________________________________________________________________________

_____________________________________________________________________________________________________

Referral source __________________________________ Counselor Name_____________________________________
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