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Invitations & Memorial Resolutions State of South Caralina AUG 1 3 2013

Depariment of Healih & Human Services
“FFICE OF THE DIRECTO"™

August 9, 2013

Mr. Anthony Keck, Director

SC Department of Health and Human Services
2600 Bull Street

Columbia, SC 29201

Re: Devin Jones, SSN: 251-99-1925; DOB: September 30, 1996
Medicaid No. 1885282201; Case No. 10025537

Dear Mr. Keck:
| have been contacted by Ms. Calla Rhoden who resides at 34 Saddle Horse Road,
Warrenville, SC 29851; telephone 803.593.4042. Ms. Rhoden is requesting assistance
with her efforts to continue receiving Medicaid benefits for her son. | have enclosed
documentation that will further explain the case.
If I can be of further assistance, please feel free to contact me.
Sincerely,
) Relod) heett
J. Roland Smith
JRS/ss/aug8-13-8

Enclosure



South Carolina Department of Health and Human Services

MEDICAL SUPPORT REFERRAL FOR LOW INCOME FAMILIES (LIF) CASES

Must be completed in ink Agency Use Only
o Pl odeen P Courtty £ i Date Refeed to Child Suppert Enforcement
l 'A,';" ,A’ T s WA S ; - - - >
Cood Case Jias be 50, altach the verifisslion and dor pentation [o e T FHE Form 2760 anu Tl i 'he case record.
Name: (Last, First, M) Social Security No: Sex: .. | Relationship to Children: | Race;
Oum BF | Deteofbit: Baﬁme H Black
Hispanic Asian
5 = //%5(/‘%&/ 1 Other:
& Q| StreetAfdrgss: g Mailing Address:
&5 . XN City: State: Zip Code:
g (=2 5 Na dress of Your Employe( 4 " “Shift: Hgme Telephone No: Work Telephone No
8 2 ne ( -Z
& = Do you have an attomey actively engaged in child support action? O Yes [ No  (ifYes, attach release.)
ot Current Marital Status: [ Married M/Divorced [ CommonLaw [ Other Spouse’s Name:
Place of Marriage: Marriage Date: ! / Divorce Date: { /
Childs Nams; Chid's Sex Child's Medicaid ID No: | Child's 88 Number. Childs Bith Child's Birthplace: Patornity Legaily
=2 Date: Vaiified?
ul >
2z vin Jongs | oF Z1N-195 |0'309% Ove Ot
§_§ O™ OF I O Yes CINo
(<]
9w Om OF I / ] Yes O No
=4
o
= o9 Om OF / / O Yes CINo
-
= Relationship of children’s parents at time of birth: If Married, Date of Marriage: ! /
[ Maried [ Divorced [] CommonlLaw [T] Other Place of Marriage (City/State):
Name (Last, First, M)} Alias/Nickname: Social Security No:
Mailing Address: City: State: Zip Code: Is address current? If No, date last lived there:
[1Yes  [JNo / /
Street Address: City: State: Zip Code: s address current? If No, date last lived there:
g CYes [CINo / !
2, | Previous Address: City: State: Zip Code: Home Telephone No: Work Telephone No:
=33 (. )
= ] g Date of Birth: Birthplace: Driver's License No: Expiration Date: Current Marital Status:
R / / / /
z g Race: []White [ Black Weight: Height: Hair Color: Eye Color: Identifying Marks:
Lo ¥§ sex OMOF [ Hispanic [] Asian Ibs f in
= 8 Other:
L’ ; § Last Known Employer's Address/Telephone No: ( ) Date La7t Worke;i: ;Aonthly Salary:
S
; E § § Father's Name & Address/Telephone No:_( ) Mother's Name & Address/Telephone No:_{_ )
'z S
B E.
L4 S i
= | Name/Address of Last School Attended:
Police Record? Date of Place: (City/State) Offense: Location of Incarceration: Release Date:
[JYes CINo | Arrest: / /
[
Usual Occupation: Served in Armed Forces: Branch: Entry Date: Discharge Date:
OYes [INo / / / /

SUPPORT
INFORMATION

Do you receive child support?

JYes [No

Are payments made to you or through the courts ?

Tome or Through the courts

If other, explain: (Circle the correct answer., )
Chid's Narne Amount Voluntary? Court-ordered? | How often paid? ooplstpaynent | nmount overdue?
L!)p,/j‘/\_, $ OYes OONo | [JYes OONo T $
$ OYes CONo | OYes COINo { / $
$ CvYes COINo | OYes ONo I $
$ OYes CONo | [Yes CINo / / $

If Court-ordered, Docket Number:
Nams/Address of Court:

o

If any answer above is unknown, the information is truly not known and | have no way of finding out the information.
 give the above information as truthful and correct to the best of aty knowiedge for the purpose of receiving Medicaid and will be used i court against the absent parent

Signature of Custodial Parent/Applicant

Date:

/ /

Signature of Medicaid Eligibility Worker:

Date:

/ /

DHHS Form 2700 ME Low Income Families Only (September 2007)
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SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
VOLUNTARY CHILD SUPPORT/CONTRIBUTIONS FORM

To:

Address:

Name of Applicant/Beneficiary:
Calla Rhoden

Address of Applicant/Beneficiary:
34 Saddle Horse Road

Aiken, SC 29851

Budget Group Number: 100255537

THE ABOVE-NAMED AFPLICANT/BENEFICIARY HAS REPORTED THAT (S)HE RECEIVED CASH CONTRIBUTIONS OR
CHILD SUPPORT FROM YOU. PLEASE COMPLETE THE ITEMS CHECKED BELOW AND RETURN THIS FORM TO:

Region Il

ADDRESS: PO Box 2748 Aiken, SC 29802
MEDICAID ELIGIBILITY WORKER’S NAME: Region Il Worker.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

DATE: 07/03/2013

I. CONTRIBUTIONS

O
O
O

O
O

BEEOQH

1. Do you give any money directly to

? OYesCINo

2. For what purpose is the money given?

3. How much did you give? Month Amount
Month
4. Is this money a gift?[]Yes [INo

5. If a loan, when do you expect to be repaid?

Amount

CHILD SUPPORT

1. Are you the parent of Devin Jones

Month
Month

Amount
Amount

Is this money a loan? C0Yes [INo

? IYes[ONo

2. Are you giving any money for support of _Devin Jones

? Yes[ONo

If yes, how much and how often?

3. Are you giving support money on a regular basis?[JYes[CJNo

4. How long have you been giving support money?

5. How do you pay this money? (Check One) 1By Cash 1By Check [ Other

6. To whom do you pay this money? (Check One) [Ja. Applicant/Beneficiary [b. Clerk of Court

[0 c. Department of Social Services [ d. Other Who?

DO YOU HAVE ANY PROOF OF PAYMENT, SUCH AS

7. How much did you give?
Month_06/2013 ___ Amount élE YCeEIPF:S ;ﬁ,R CANCELLED CHECKS?
Month_04/2013 _ Amount :
8. Do you have medical/hospital insurance on Devin Jones ? OYesCONo
If yes, tell us the company’s name
9. Do you have a Driver’s License? 1 Yes O No  If yes, print your DL number
10. What is your Social Security Number? ; Date of Birth:
11. Where do you work? Name of Company:
Company’s Address:
Company’s Telephone No.:
Your Signature: Your Telephone Number: | Date:

DHHS Form 1216 ME (Sept 2006) -



South Carolina Department of Health and Human Services
MEDICAID ELIGIBILITY CHECKLIST

Applicant’s Name: _Calla Rhoden Date: _7/3/2013
Budget Group Number: _100255537 Social Security Number:

To determine Medicaid eligibility, the Department of Health and Human Services will need the items M
checked for the applicant, spouse, and children under age 22:

Power of Attorney, Guardianship, or Conservator Papers
Verification of [ Citizenship ] Identity  Original Documents Required.
Social Security numbers for persons requesting Medicaid
Proof of gross income received by

Proof of pregnancy and due date
All bank or other financial account statements for

OO0 oOooad

Copies of trust agreements

Pre-need burial contracts

Proof of amount owed on real and personal property

Year, make, and model of all motor vehicles

All life insurance policies

All medical insurance policies or cards and proof of premiums

must apply with the Social Security Administration for disability

benefits. After the application has been filed, complete the DHHS Form 3204 ME, Disability

Referral, and return to

Disability Form(s)

[] DHHS 3218 ME, Adult Disability Report  [] DHHS 3218-D ME, Child Under Age 19 Disability Report

[] DHHS 3266 ME, Adult Disability Review [ ] DHHS 3266-D ME, Child Under Age 19 Disability Review
[C] DHHS 921, Authorization to Disclose Health Information

Proof of child care expenses

DHHS Form 2700ME

Other: __ Provide proof of child support for 5/27/13 - 6/27/13

O Oo00dood

X X []

X

Other: __Complete # 17 of the application

Please provide this information by 7/31/2013 : . If you have any questions or you need
additional time to secure requested information, please call your worker listed below. Thank you for

your cooperation.

Worker: __Region Il Worker Telephone: 803-643-1938
Address: __PO Box 2748 Fax: __803-643-1911
Akien, SC 29802

DHHS Form 1233 ME (June 2011)



Representative J. Roland Smith
Member, SC House of Representatives
183 Edgar Street

Warrenville, SC 29851
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Department of Health & Human Services
"FFICE OF THE DIRECTO"

Mr. Anthony Keck, Director
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7 South Carolina Departmentof R8¢

Log 74

Anthony E. Keck » Direcfor

- Health & Human Services : S

>

August 29, 2013

The Honorable J. Roland Smith
Member, SC House of Representatives
183 Edgar Street

Warrenville, South Carolina 29851

Dear Representative Smith:

Thank you for contacting our Agency regarding Medicaid eligibility on behalf of Ms. Calla
Rhoden’s son, Devin Jones.

Ms. Carolyn Roach in our Office of Member Relations has been in contact with Ms. Rhoden
regarding Medicaid eligibility for Devin. If Ms. Rhoden has questions regarding the
Medicaid Program she has been informed to contact Ms. Roach who will be happy to assist
her. Ms. Roach can be reached at 803-898-3967.

We appreciate your continued interest and support of the South Carolina Healthy
Connections Medicaid program. If I may be of further assistance on this or any other matter
please let me know.

Sincerely,

4

John R. Supra Jr.

JRS:]

Office of Information Management.
P.O. Box 8206 - Columbia, South Carolina 29202-8206
(803) 898-2505 » Fax (803) 898-8235



