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APPLICATION AND AFFIDAVIT FOR:

( ) MEDICAL ASSISTANCE ONLY
( ) EMERGENCY ASSISTANCE FOR SSI RECIPIENTS*

PA-1G
(REV.3/96)
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fMPORTANT: THE LAW PROHIBITS DUPLICATION OF ASSISTANCE. APPLICANTS RECEIVING MEDICAID THROUGH THE SUPPLEMENTAL SECURITY INCOME

(SSI) PROGRAM, ARE INELIGIBLE FOR MEDICAL ASSJSTANCETHROUGH THIS PROGRAM.

INSTRUCTIONS: THIS FORM IS TO BE COMPLETED BY THE APPLICANT WHENEVER POSSIBLE. IF IT IS NECESSARY FOR SOMEONE OTHER THAN THE
APPLICANT TO COMPLETE OR ASSIST IN COMPLETlON OF THIS FORM, NOTE THAT THE WORD "YOU" IS USED TO MEAN THE APPLICANT. PLEASE PRINT
YOUR ANSWERS AND DO NOT WRITE IN THE SHADED BOXES.

SECTION I BASIC INFORMATION - COMPLETE THE FOLLOWING:
1.. ApPLICANT'S

NAME

1.A. APPLICANT'S
PHONE NO.

LAST ARST M.I. MAIDEN

2.

5.

DATE OF BIRTH 3.PLACE OF BIRTH 4.ARE YOU, OR YOUR SPOUSE (OR PARENT IF APPLYING FOR A
CHILD) A VETERAN?

() YES() NOIF "YES", VETERAN'S

SOCIAL SECURITY OR

6.MEDICARE CLAIMSUffiX
NAME IS:

RAILROAD RETlREMENT NUMBER
NUMBER

VA NUMBER IS

7. Do YOU RECEIVE OR HAVE YOU APPLIED FOR SSI BENEATS? CHECK APPROPRIATELY.

( ) RECEIVE () DO NOT RECEIVE ( ) APPLIED FOR ON (DATE)

8. Do YOU PLAN TO CONTINUE LIVING IN NEW JERSEY: ( ) YES ( ) NO. IF No, ExPLAIN:

~ ARE YOU A CITIZEN OF THE U.S.? ( ) YES ( ) NO. IF YOUR ANSWER IS NO, EXPLAIN CITIZENSHIP STATUS, GIVE DATE OF ENTRY INTO THE
U.S., ALIEN REGISTRATIONNUMBER, ETC.

RESIDENCY - COMPLETE THE FOLLOWING INFORMATION ON RESIDENCE FOR THE PAST 2 YEARS.

IF YOU NEED MORE ROOM, USE THE BACK OF THIS FORM.

(CITY, TOWN OR TOWNSHIP) (STATE)
YOUR MAILING ADDRESS (IF DIFFERENT AROM RESIDENCE) IS:

SPONSOR'S NAME
AND

.ADDRESS

SECTION II

ADDRESS WHERE
YOU NOW LIVE:

(NUMBER) (STREET OR ROAD) (APT. NO.)

(ZIP)

(ZIP)

PRIOR ADDRESS AROM TO _

LIVED
AT:

PRIOR ADDRESS AROM TO _

LIVED
AT:

(SIGNATURE OF PERSON INITIATING APPLICATION) (DATE)
PHONE NUMBER

(RELATIONSHIP TO APPLICANT- I.E., APPLICANT, PARENT, SPOUSE, LEGAL GUARDIAN, AUTHORIZED
REPRESENTATIVE,ETC.)

* SSI RECIPIENTS APPLYING FOR EMERGENCY ASSISTANCE ARE TO COMPLETE PAGES 1., 3, 4, 5, 7 AND 8 ONLY.
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SECTION III REASON FOR APPLYING
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•• MY DO YOU NEED HELP? _

IF DISABLED, WHAT DATE DID YOU BECOME DISABLED~? _

WHAT IS THE NATURE OF YOUR DISABILlTY? _

UNTIL NOW, WHAT HAS BEEN THE SOURCE OF YOUR INCOME? _

IF YOUR INCOME HAS CHANGED RECENTLY, EXPLAIN HOW AND WHEN. _

SECTION IV MARITAL STATUS - CHECK APPROPRIATELYAND COMPLETE:

You ARE: () SINGLE ( ) MARRIED ( ) SEPARATED ( ) DIVORCED ( ) WIDOWED ( ) CHILD*

NAME OF PRESENT HUSBAND/WIFE

DATE AND PLACE OF MARRIAGE

DATE OF SEPARATION

NAME OF FORMER HUSBAND/WIFE

DATE AND PLACE OF DIVORCE

DATE AND PLACE OF DEATH

*NAME OF MOTHER, FATHER, STEPMOTHER OR STEPFATHER _

SECTION V LIVING ARRANGEMENTS

1.. COMPLETE THE FOLLOWING TO SHOW YOUR CURRENT LIVING ARRANGEMENT, AND IF INSTITUTIONALIZED, YOUR LIVING ARRANGEMENT PRIOR TO
ENTERING THE HOSPITAL OR INSTITUTION.

} OWN OR BUYING YOUR OWN HOME
} RENT(ED) A: ( ) HOUSE ( ) ROOM OR ( ) APARTMENT

} LIVE(D} IN A RESIDENTIAL HEALTH CARE FACILITY (l.JCENSED BOARDING HOME)
} LiVE(D} ALONE, OR WITH YOUR SPOUSE ONLY (NO CHILDREN)
} LiVE(D) WITH ANOTHER HOUSEHOLD, AND

( ) PURCHASE(D) AND PREPARE(D} MEALS WITH THAT HOUSEHOLD

( ) PURCHASE(D} AND PREPARE(D} MEALS SEPARATELYFROM THE HOUSEHOLD

( ) RECEIVE(D} FOOD STAMPS AS A SEPARATEHOUSEl-fOLD. IF SO, GIVE FS CASE # _
( ) PAY (PAID) THE HOUSEHOLD A SET AMOUNT TO LIVE WITH THEM.

) OTHER LIVING ARRANGEMENTS. ExPLAIN ----------------------------------

2. liST OTHER PERSONS LIVING WITH YOU. INCLUDE NAME, AGE AND RELATIONSHIP _

3. How MUCH DO (DID) YOU PAY PER MONTH FOR RENT OR MORTGAGE? $ _
NAME AND ADDRESS OF MORTGAGE COMPANY OR LANDLORD



SECTION VI RESOURCES
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USING THE FOLLOWING LIST; PLACE A CHECK MARK BEFORE ANY RESOURCE OWNED BY YOU, YOUR SPOUSE AND/OR PARENTS/STEPPARENTS OF

APPLICANT CHILD LIVING AT HOME. THESE MAY BE OWNED BY THE INDIVIDUAL OR JOINTLY WITH OTHERS:

) CASH ON HAND

) CASH THAT SOMEONE ELSE IS HOLDING FOR YOU

) SAVINGS OR CHECKING ACCOUNTS, OR SAVINGS CERTIRCATES

) CHRISTMAS, VACATION OR OTHER CLUB SAVINGS ACCOUNTS

) MONEY OR OTHER VALUABLES IN A SAFE DEPOSIT BOX

) CREDIT UNION MEMBERSHIP OR MUTUAL FUND SHARES

) U.S. SAVINGS BONOS OR OTHER STOCKS OR BONDS

) TRUST FUNDS

) IRA, KEOGH/oTHER SIMILAR TAX DEFERRED INCOME

) NOTES OR CONTRACTS OF VALUE

) OWNERSHIP OF MORTGAGES

) NONE OF THE ABOVE

) OTHER - IDENTIFY: _
IF YOU NEED MORE ROOM, USE THE BACK OF THIS FORM.

A. IF YOU CHECKED ANY RESOURCE ABOVE, COMPLETE THE FOLLOWING:

TYPE OF RESOURCE
VALUE

ACCOUNT OR CERTIRCATE
BANK NAMES, LOCATION OF THE RESOURCE

AND OWNER(S)

NUMBERSAND OTHER IDENTIFYING INFORMATION

$

$$$$

2. ANSWER "YES" OR "No' FOR EACH OF THE FOLLOWING AND EXPLAIN "YES" ANSWERS WHERE INDICATED. Do YOU, YOUR SPOUSE OR

PARENTS/STEPPARENTS OF APPLICANT CHILD LIVING AT HOME HAVE:

A. PART OR FULL OWNERSHIP OF ANY REAL PROPERTYIN THIS OR ANY OTHER STATE OR OTHER COUNTRY, WHETHER PURCHASED OR INHERITED?

( ) YES ( ) No

OWNER(S) VALUE $ _

TYPE OF PROPERTY ls IT A RENTAL PROPERTY? ( ) YES ( ) No

LOCATION

(IF OWNERSHIP OF MORE THAN ONE PROPERTY, REGARDLESS OF WHERE IT IS SITUATED, LIST AND GIVE DETAILS AS REQUESTED ABOVE. IF

YOU NEED MORE ROOM, USE THE BACK OF THIS FORM.)
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SECTION VI RESOURCES (CONTINUED)

B. PART OR FULL OWNERSHIP OF VALUABLE PERSONAL PROPERTYSUCH AS JEWELRY, COIN/STAMP COLLECTIONS, FURS, ETC.?

( ) YES ( ) No

OWNER(S) _

TYPE(S)

C. ANY BURIAL PLOTS, CONTRACTS OR FUNDS SET ASIDE FOR ANYONE'S BURIAL? ( ) YES ( ) No

GIVE DETAILS:

VALUE $ _

_________________________________________ VALUE $ _

NAME OF INSURED

D. OWNERSHIP OF AND ACCESS TO LIFE INSURANCE POLICIES?
,

NAME OF POLICY

HOLDER

( ) YES' ( ) No

INSURANCE COMPANY POLICY NUMBER
FACE

VALUE

:1. WHO IS THE NAMED BENEACIARY? _

2. CONTINGENT BENEACIARIES? _

E. ANY KNOWLEDGE BEING NAMED BENEACIARY ON SOMEONE ELSE'S INSURANCE POLICY?

( ) YES ( ) No. GIVE NAME AND RELATIONSHIP: _

F. ANY PENDING CLAIMS SUCH AS LAWSUITS, DIVORCE SETTLEMENTS, INHERITANCE, ACCIDENT CLAIMS, SALE OF PROPERTY, OTHER CLAIMS, OR

DOES ANYONE OWE YOU MONEY? ( ) YES ( ) No. PROVIDE DETAILS: _

ATTORNEY'S NAME _ PHONE No. _

3. DID YOU OR ANYONE TRADE, GIVE AWAY OR SELL REAL OR PERSONAL PROPERTY IN WHICH YOU HAD AN INTEREST (INCLUDE CASH, REAL ESTATE,

VEHICLES, BUSINESS, STOCKS, ETC.) WITHIN THE PAST 30 MONTHS? ( ) YES ( ) No.

WHAT WAS SOLD OR GIVEN AWAY? _

By WHOM? To WHOM? _

LOCATION (IF LAND OR PROPERTY) _

DATE OF SALE OR GIFT ToTAL MARKET VALUE $ AMOUNT RECEIVED $, _

4. LIST ALL VEHICLES OWNED BY YOU, YOUR SPOUSE, OR PARENTS/STEPPARENTS OF APPLICANT CHILD LIVING AT HOME. INCLUDE ALL TYPES OF

TRANSPORTATIONSUCH AS CARS, VANS, TRACTOR TRAILERS, PICK-UP TRUCKS, TRAILERS, MOTOR HOMES, MOTORCYCLES, BOATS, ETC.

OWNER'S NAME YEAR/MAKE MODEL/STYLE USE AMOUNT OWED



SECTION VII EARNINGS INFORMATION
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LIVING WITH APPLICANT CHILD WHO ARE NOW WORKING

How OFTEN PAID

1.. COMPLETE THE FOLLOWING FOR YQJJ.. YOUR ~. OR PARENT(S)/STEPPARENT(S)

(INCLUDE SELF-EMPLOYMENT). IF NOT EMPLOYED, CHECK HERE ( ).

PERSON EMPLOYED NAME AND ADDRESS OF EMPLOYER

A. _

GRoss/NET PAY AMTS.

GROSS $ PER _

NET $ _

B. GROSS $ PER _

NET $. _----------------

SECTION VIII BENEFITS/OTHER INCOME

OTHER INCOME (NOT WAGES). ExPLAIN:

AMOUNT RECEIVED
AND HOW OFTEN

OR DATE OF
APPLICATION

NAME OF RECIPIENT
OR POTENTIAL

RECIPIENT

Cl
LU>
W
U
LU
a:

MILITARY ALLOTMENTS ••••••••••••••••••••••••••

INSURANCE ANNUITY •••.•••••••••••••••••••••••••

OTHER INCOME

STRIKE BENERTS •••••••••••••••••••••••••••••••••

RENTS, DIVIDENDS,
ROYALTIES, INTEREST••••••••••••••••••••••••••••

SICK OR DISABILITY PAyMENTS ••••••••••••••••

PRIVATE PENSiON •••••••••••.••••••••••••.•••••..

PUBLIC ASSISTANCE (CASH) ••.•••••••••••••••••

PAYMENT FROM BOARDERS•••••••••••••••••••••

CASH SUPPORT (INCLUDE CHILD SUPPORT/
ALIMONy) ••••••••••••••••••••••••••••••••••••••••••

- • \INTENANCE IN KIND ••••••••••••••••••••••••••

L .• MP SUM INCOME: GIVE SOURCE, GROSS AMT. AND DATE RECEIVED (INCLUDE WINNINGS, GIFTS, INHERITANCE,

RETROACTIVEWAGES OR BENERTS. ETC.)

FED. CIVIL SERVICE ANNUiTY •••••••••••••.•••••

GOVERNMENT PENSIONS ••••••••••••••••••••••••

UNEMPLOYMENT COMPo (UIB) •••••••••••••••••

SOCIAL SECURITY•••••••••••.•...••••••••••••••••

WORKERS' COMPENSATlON•••••••••••••••••••••

VETERANS BENERTS •••••••••••••••••••••••••••••

SUP. SECURITY INCOME (SSI) •••••••••••••••••

P'l>,CK LUNG BENERTS •••••.••••••••••••••••••••

IF YOU, YOUR SPOUSE. OR PARENTS/STEPPARENTS WITH WHOM THE APPLICANT CHILD LIVES, RECEIVES OR HAS APPLIED FOR INCOME FROM ANY OF THE

SOURCES LISTED BELOW; COMPLETE THE INFORMATlON IN THAT ENTRY. IF YOU HAVE NO SUCH INCOME OR NO POTENTIAL ENTITLEMENT, CHECK HERE ( ).

CHECK APPROPRIATELY

'!"'AILROAD RETIREMENT••••••••••••••••••••••••••



SECTION IX MEDICAL/INSURANCE COVERAGE
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COMPLETE THE FOLLOWING AS IT CONCERNS HEALTH/MEDICAL/DISABILITY INSURANCE COVERAGE. INCLUDE ALL MEDICAL, HOSPITALIZATION, HEALTH CARE

, ~LUDING DENTAL, OPTICAL AND PRESCRIPTION) PLANS WHICH MAY BE AVAILABLE TO PAY FOR YOUR (THE APPLICANT'S) HEALTH CARE NEEDS. THE

,•. JRANCE MAY BE IN YOUR (THE APPLICANT'S) NAME OR COVERAGECARRIED BY A SPOUSE OR PARENT FOR THE APPLICANT.

MEDICAL INSURANCE - NAME OF PERSON CARRYING THISTYPE OFPOLICY jCERTIRCATEELIGIBILITY

:OMPANY NAME AND ADDRESS

COVERAGE FOR APPLICANTCOVERAGEGROUP NO.DATE

( ) PARTAMEDICARE

( ) PARTB

C

A.

1..

B.

C.

D.

E.

2. Do YOU EXPECT A CHANGE IN INSURANCE COVERAGE?

WILL RECEIVE/DROP COVERAGE IN A FEW MONTHS)

INSURANCE WILL GO INTO EFFECT/EXPIRES.

(ExAMPLE: YOU, YOUR PARENT OR SPOUSE RECENTLY STARTED/LEFT EMPLOYMENT AND

) YES ( ) No. IF "YES", GIVE CARRIER NAME, POLICY NUMBER, AND DATE THE

3. Is YOUR ABSENT PARENT OR SEPARATED/DIVORCED SPOUSE UNDER COURT ORDER TO PROVIDE MEDICAL CARE OR CARRY MEDICAL COVERAGE FOR

YOU? ( ) YES ( ) No. IF "YES", ExPLAIN: _

4. DOES ANYONE HELP YOU TO PAY FOR MEDICAL BILLS? ( ) YES ( ) No •• IF SO, GIVE THE PERSON'S NAME, AMOUNT OF PAYMENT AND

FREQUENCY. STATE IF THIS IS A LOAN AND IF SO, EXPLAJNTERMS OF THE REPAYMENTAGREEMENT. _

5. Is THE DISABILITY, ILLNESS OR INJURY ACCIDENT RELATED? ( ) YES ( ) No. IF "YES", ExPLAIN:

6. Do YOU HAVE UNPAID BILLS FOR MEDICAL SERVICES INCURRED WITHIN THE PAST 3 MONTHS? ( ) YES ( ) No.

SECTION X CHECK THOSE ITEMS BELOW THAT YOU WISH TO DISCUSS WITH THE AGENCY WORKER.

OTHER RNANCIAL, ~. OR PERSONAL PROBLEMS:

( )

( )

( )

( )

HOUSING

MEDICAL, DENTAL, OR EYE CARE

FOOD STAMPS

( )

( )

( )

HOME MANAGEMENT

HOME ENERGY ASSISTANCE

LEGAL SERVICES

(ExPLAIN)

( )

( )

( )

MONEY MANAGEMENT

TRANSPORTATION

NONE



BEFOREYOUSIGN, READTHESTATEMENTSBELOW. IF YOUDO NOT
UNDERSTANDOR HAVEANYQUESTIONS,PLEASEASK

*1 (We) agree that the statements made on this form are true and complete to the best of my (our)
knowledge. I (We) know that lying about my (our) situation, failing to give necessary information or
causing others to hold back information is against the law and may subject me (us) to prosecution.

*1 (We) understand that any information (We) give is subject to verification by the County Welfare
Agency (CWA)and/or other agencies or officers of the Division of Family Development (DFD)and the
Division of Medical Assistance and Health Services (DMAHS).

*1 (We) hereby authorize the County Welfare Agency, Division of Family Development, and/or the
Division of Medical Assistance and Health Services to contact any individual or other source who
may have knowledge about my (our) circumstances (including but not limited to IRS, Social Security
Wage and Benefit files, State Wage and Unemployment files, and/or credit reporting services), for the
sole purpose of verifying the statements I (We)have made.

*1 (We) know that any information I (We) give will be used only in connection with my (our) application
for public assistance and receipt of Medicaid benefits.

*1 (We) understand that Medicaid benefits received after age 55 may be reimbursable to the State of
New Jersey from my estate.

PA-1G
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*1 (We) agree to let the CWA, DFD, and/or the DMAHS know immediately, of any change in living
arrangements, status of health insurance coverage, family situation or money received from any
source. If disabled, I (We) agree to report any improvement in my (our) medical condition.

*1 (We) understand that as a condition of eligibility for medical assistance, it is deemed that I (We) have
assigned to the Commissioner of Human Services, any rights to support for the purpose of medical
care as determined by a court or administrative order and any rights to payment for medical care from
any third party.

*1 (We) understand that I (We) may request a fair hearing, if I (We) am (are) not satisfied with any action
taken by the CWA,DFD,or DMAHS.

*1 (We), understand that I (we) may apply for retroactive Medicaid coverage, for unpaid covered medical
services provided during the three months prior to this application. I (We) further understand that
such retroactive benefits will only apply in the month(s) I (we) met all eligibility criteria, and that I must
apply separately for such benefits within six months from the date of this application. An application
form and assistance in completing it is available from your caseworker.

*1 (We) understand that I (We) will not be discriminated against because of race, color, religion, sex,
handicap, national origin or marital, parental or birth status.

*1 (We), by signing below, attest that I (We) have read and agree to these statements and fully realize
that the County Welfare Agency and/or the Division of Family Development and/or the Division of
Medical Assistance and Health Services rely upon the truth and accuracy of my (our) statements.



S

IGN

Applicant
A T

Spouse
U RES

Date

or Authorized Agent

Relationship to Client

Address

Witness

Date

Date

PA-1G
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NOTE: The submission of a Social Security Number (SSN) is mandatory in accordance with 42 USC
1.320b-7. Your SSN will be used to check your identity, prevent duplicate participation and
facilitate making mass changes. Your SSN will also be used in computer matching and
program reviews or audits and to make sure you are eligible for Medicaid. These procedures
are designed to identify persons who fraudulently or wrongfully participate in the Medicaid
programs. Such persons may be subjected to criminal action, administrative claims and/or
possible loss of all benefits. Failure to file for a SSN may result in disqualification for Medicaid.

NEW JERSEY DEPARTMENT OF HUMAN SERVICES

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES


