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 Before completing this form, please read the instructions on page 3.
Before completing this form, please read the instructions on the other side. Who Can Get Medical Benefits with this Form? If your child gets an All Kids/FamilyCare ID or MediPlan card, you can use this form to ask for benefits for, A child when their parents or other siblings already get medical benefits, a parent living with their children 18 years old or younger when one of the children already gets medical   benefits, another relative who is caring for children in place of their parents when one of the children already gets medical benefits. This form should be completed and signed by the person whose name is on the front of your MediPlan or All Kids/FamilyCare ID Card.  Please answer all questions for all persons who want medical benefits. You will need information about the family members you would like to add to your All Kids/FamilyCare ID or MediPlan card.
I would like to request medical benefits for the person(s) named below
Person # 1
Person # 2
Name (Last, First)
Sex
Birth date (Month / Day / Year)
Social Security Number (or attach proof that you applied for one)
Relationship to person completing this form
Does this person plan to file a federal tax return next year?
If yes, will this person file jointly with a spouse?
If yes, name of spouse?
Will this person claim any tax dependents?
If yes, who?
Will this person be claimed as a dependent on someone else's tax return?
If yes, list name and relationship of tax filer.
Is this person an Alaska Native or American Indian?
If this person is under 19, enter:
     a.  Mother's full name
     b. Father's full name
Has this person received any medical care in the past 3 months that you want the state to pay for?  If yes, which months? Attach one pay stub from each job or 30 days self-employment records. 
Is this person pregnant? 
If yes, how many babies are expected?
Is this person covered by health or hospital insurance including Medicare now or in the last twelve months? 
If yes, please complete the following:
     a.  Insurance begin date and end date if insurance ended
     b.  Does your insurance cover doctor visits and hospital stays?
     c.  Name of Insurance Company
     d.  Name of Policyholder
     e.  Policyholder's Social Security Number (optional)
     f.  Employer Name and Phone Number
 REQUEST FOR MEDICAL BENEFITS 
FOR ANOTHER FAMILY MEMBER(S)
G:\BAS\Forms\Jeanette's Revisions in Progress\graphics\KIDSLOGO.JPG
If the Illinois Department of Healthcare and Family Services pays medical bills for me, I give my right to collect medical support payments to the State of Illinois.
I declare under penalty of perjury that the above information is true to the best of my knowledge.
 REQUEST FOR MEDICAL BENEFITS FOR ANOTHER FAMILY MEMBER(S) cont.
     g.  Policy Number and Group Number
     h.  Is this COBRA insurance?
     i.  Relationship to policyholder
     j.  If Insurance ended, tell us why
US Citizen?  If the person is a U.S. citizen, attach proof.  If not a citizen, enter their Alien (A) number and attach proof.  Children who do not have an Alien Registration Number may still be eligible.  
Does this person or their spouse receive income through employment? If yes, complete the following and attach proof of income for the last 30 days for each job.  If self-employed also attach proof of expenses for the last 30 days.
     a.  Name of Employer
     b.  Employer Address and Phone
     c.  Number of hours worked weekly
     d.  Amount Paid (including tips) before taxes
     e.  How often paid
Does this person or their spouse receive any other income such as child support, interest from trust funds, pensions, rental income, SSA, SSI, etc?  If yes, list and attach proof.
     a.  Type
     b.  Monthly Amount
Does this person have any expenses that can be deducted on a tax return, such as spousal support or student loan interest?
       If yes, enter amount, how often paid and attach proof.
Please answer all questions for all persons who want medical benefits.  
 
We will need the following information about the person(s) you want to add:
 
 •   Social Security Number - Write in the person's Social Security Number or send in proof that you applied for one.  Children who cannot get a Social Security Number can still get medical benefits.
 
•   Income - Send in proof of income for the last 30 days from each source of income.
 
•   Expenses - If the person you are adding has expenses that can be deducted on a tax return, such as spousal support they pay, or student loan interest, send in proof of the expenses for the last 30 days. 
 
• Immigration Information for Persons Who are not U.S. Citizens - Write the Alien Registration Number if they have one.  Give us a copy of immigration papers showing immigration status if you have them.  Children who are not citizens and do not have an Alien Registration Number can still get medical benefits.
REQUEST FOR MEDICAL BENEFITS FOR ANOTHER FAMILY MEMBER(S)
Instructions
Who Can Get Medical Benefits with this Form?
If your child gets an HFS Medical Card, you can use this form to ask for medical benefits for:
 
• A child who lives with you when their parents or other siblings already get medical benefits
 
• A parent living with their children 18 years old or younger when one of the children already gets medical   benefits 
 
• Another relative who is caring for children in place of their parents when one of the children already gets medical benefits
 
• Another person who lives with you and is included in the same tax filling unit as you or your child
Who Should Complete and Sign This Form?
This form should be completed and signed by the person whose name is on the front of your HFS Medical Card.
What Information Must I Provide?
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