Michigan Department of Health and Human Services
Children’s Special Health Care Services

CSHCS MEDICAL ELIGIBILITY REPORT
Instructions for Form MSA-4114

Purpose:

This form is used to determine if an individual is medically eligible for the Children’s Special Health Care Services (CSHCS)
program. The condition must require the services of a medical and\or surgical sub-specialist at least annually, as opposed to
being managed exclusively by a primary care physician. A current list of covered diagnoses is maintained on the MDHHS
website at www.michigan.gov/mdhhs. In addition, some diagnoses must meet severity or chronicity criteria (e.g. asthma).

This form should be completed for the following persons:

Anyone UNDER 26 years of age with a potentially eligible condition. Psychiatric, emotional and behavioral
disorders, attention deficit disorder, developmental delay, intellectual disability, autism, or other mental health
diagnoses are not conditions covered by the CSHCS program.

Anyone, regardless of age, with cystic fibrosis or hereditary coagulation defects commonly known as hemophilia.

Completion Instructions:

Read this instruction page thoroughly. Then separate attached forms.

TYPE or PRINT clearly in INK.

The Physician’s Signature (or the Attending Physician if a Hospital) and the Date Signed are REQUIRED.
Attach supporting medical documentation.

If desired, make a photocopy for your records.

FAX the completed form to the CSHCS Division at 517-335-9491.

Other Information:

If this request is approved, the client is medically eligible for the CSHCS program.

For actual program coverage, the client or the client’s family MUST APPLY to join the CSHCS program by
completing form MSA-0737, APPLICATION FOR CHILDREN'S SPECIAL HEALTH CARE SERVICES.

If the family does NOT receive an application after notification of approval, call 1-800-359-3722.
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Michigan Department of Health and Human Services
Children’s Special Health Care Services (CSHCS)

MEDICAL ELIGIBILITY REPORT
CLIENT INFORMATION:

CLIENT'S Name (Last, First, Middle) Date of Birth Sex
] MALE ] FEMALE
CLIENT'S Address (Number, Apt. No., Lot No.) Social Security Number HOME Phone Number
( ) -
City State ZIP Code County WORK Phone Number
( ) -
Does client have other health insurance? CINO [] Is client enrolled in Medicaid? [JNO []YES
YES (Medicaid ID No.):
(Co. Name):
Racial/ Ethnic Heritage (Check all that apply) (You are not required to complete this information.)
[] Alaska Native ] American Indian ] Arabic [ Asian ] African American/Black  [] Hispanic or Latino

[] Caucasian/White [ Multi-racial/Ethnic ~ [[] Native Hawaiian/Other Pacific Islander  [] Other:

PARENT(S) OR LEGALLY RESPONSIBLE PARTY INFORMATION: (Check appropriate boxes and complete information.)

] FATHER or [J LEGALLY RESPONSIBLE PARTY Name ] MOTHER or [[] LEGALLY RESPONSIBLE PARTY Name
Street Address (if different from client's) Street Address (if different from client's)

City State ZIP Code City State ZIP Code
Social Security Number Relationship to Client Social Security Number Relationship to Client
HOME Phone Number WORK Phone Number HOME Phone Number WORK Phone Number
I(Email)Address : : I(EmaiI)Address : :

CLIENT MEDICAL NEEDS INFORMATION:

DIAGNOSIS (If Newborn, give birth weight) Other:
Primary:

SEVERITY/COMPLICATIONS/CHRONICITY

HISTORY

TREATMENT PLAN (Include names of specialists involved, and any special needs such as surgery, medications, supplies, therapies, equipment)

What care will this client need? Requested Coverage Begin
[JHOSPITAL []HOME CARE [] Other (explain) - Date
PROGNOSIS:
HOSPITAL Name Hospital Case Record Number
Hospital Contact Person (Name and Title) Hospital Phone Number
( ) -
PHYSICIAN’'S Name (Print) Physician’s Phone Number
( ) -
Physician’s Address (Number and Street) Physician’s Signature (REQUIRED) | Date Signed
City State ZIP Code

For CSHCS Use Only

[0 APPROVED - The client must now complete enroliment process for coverage. This client is medically eligible for the CSHCS
Program for diagnosis code(s):

[1 DISAPPROVED - This client is NOT medically eligible for the CSHCS Program. Reason:
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[0 Eligible for diagnostic evaluation at: CSHCS Signature Date

[0 Pending/ Other:
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Michigan Department of Health and Human Services (MDHHS)
Please note if needed, free language assistance services are available.
Call 800-642-3195 (TTY 866-501-5656).

Spanish ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al 800-642-3195 (TTY 866-501-5656).
Arabic Ol @l i) g5 A galll saclual) chlaad ld (Aalll K3 haati i€ 13 1ads el
.(866-501-5656 :2S4l 5 aall il &8 ) 800- 642 3195 a8 » Juail
Chinese EE ﬁﬂ%..»ﬁﬁﬁ%ﬁ“?i A LR B EBIEE EURE.
SEEE 800-642-3195 (TTY 866-501 5656)
Syriac (Assyrian) i <henly Lahulnar ik o5 (ihK <5 Lddumind s Lahe L Iidm
800-642-3195 (TTY 866-501-5656) i AL _ dia é\.w i\
Vietnamese CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg' ngén nglr mién phi danh
cho ban. Goi sO 800-642-3195 (TTY 866-501-5656).
Albanian KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés
gjuhésore, pa pagesé. Telefononi né 800-642-3195 (TTY 866-501-5656).
Korean 70| 3HR0| 5 AL BHAlE B2, 0lof XY MH|AE 282 08844 4
A& LIC} 800-642-3195 (TTY 866-501-5656)H 2 2 M3}l FTAA|L.
Bengall ) PPN3 M WA 13, FAT IEATO AT, OI=0e (N3 YFOI Ol J=Fol

HNICIAT ONAH AR | (FIN I S 800-642-3195
(TTY S 866-501-5656).

Polish UWAGA: Jezeli mowisz po polsku, mozesz skorzystaé z bezptatnej pomocy
jezykowej. Zadzwon pod numer 800-642-3195 (TTY 866-501-5656).
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfigung. Rufnummer 800-642-3195
(TTY 866-501-5656).

Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 800-642-3195
(TTY 866-501-5656).

Japanese EEBE: BABEEEINDBE. FHOSEXEEHAVLETES,
800-642-3195 (TTY 866-501-5656) FT. HEEEICTIELK LS LY
Russian BHUMAHWE: Ecnn Bbl roBOopuTE Ha pyCCKOM A3blke, TO BaM OOCTYMHbI

B6ecnnaTHble ycnyrn nepesoga. 3soHute 800-642-3195
(Tenetann 866-501-5656).

Serbo-Croatian OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi
dostupne su vam besplatno. Nazovite 800-642-3195 (TTY Telefon za osobe sa
oSte¢enim govorom ili sluhom 866-501-5656).

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-642-3195
(TTY 866-501-5656).
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The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any
individual or group on the basis of race, national origin, color, sex, disability, religion, age, height, weight,
familial status, partisan considerations, or genetic information. Sex-based discrimination includes, but is
not limited to, discrimination based on sexual orientation, gender identity, gender expression, sex
characteristics, and pregnancy.

AUTHORITY: Title V of the Social Security Act
COMPLETION: Completion is voluntary but is required if coverage under the Children’s Special Health
Care Services program is desired.

Further, MDHHS:

» Provides free aids and services to people with disabilities to communicate with us, such as:
ee Qualified sign language interpreters
ee \Written information in other formats (large print, audio, accessible electronic formats, other
formats); and
» Provides free language services to people whose primary language is not English, such as:
ee Qualified interpreters
ee |nformation written in other languages.

If you need these services, contact the Section 1557 Coordinator. The contact information is found below.

If you believe that MDHHS has not provided the above services, or discriminated in another way, you can
file a grievance with the Section 1557 Coordinator. You can file a grievance by mail, fax, or email. If you

need help filing a grievance, the Section 1557 Coordinator is available to help you.

MDHHS Section 1557 Coordinator
Compliance Office, Suite 411

PO Box 30037

Lansing, M| 48909

517-284-1018 (Main), (TTY number—if covered entity has one), 517-335-6146 (Fax),
MDHHS-Section-1557@michigan.gov (Email).

You can also file a civil rights complaint with the responsible federal agency.

If your grievance or complaint is
about your Medicaid application,
benefits or services, you can file a
civil rights complaint with the U.S.
Department of Health and Human

Services at https://bit.ly/2pBS4YG,

or by mail or phone at:

U.S. Department of Health and
Human Services

200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
800-368-1019, 800-537-7697
(TDD)

Complaint forms are available at
https://bit.ly/2IKsHMS.

If your grievance or complaint is about your application for
current food assistance benefits, you can file a discrimination
complaint with the U.S. Department of Agriculture (USDA)
Program by:

Completing a Complaint Form-(AD-3027) found online at:
https://bit.ly/299zzpU or at any USDA office, or write a letter
addressed to USDA at the address below. In your letter,
provide all the information requested in the form.

To request a copy of the complaint form, call 866-632-9992.
Send your completed form or letter to USDA by mail:

U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410

Fax: 202-690-7442; or Email: program.intake@usda.gov

MDHHS is an equal opportunity provider.
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