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LINDSEY O. GRAHAM

290 RussELL SENATE OFFICE BUILDING

SOUTH CAROLINA Eﬁﬂmuwwwmu_wmﬂwomdo
UNITED STATES SENATE %.m CEIVE
December 21, 2007 _ ., N L
DEC 24 2007
Departman of 4
Ms. Emma Forkner 710 Health & Human Sy
Director OFFICE OF THE Emmogmm
SC Department of Health and Human Services
PO Box 8206

Columbia, SC 29202-8206

Re: Shirley McNeil
SS#  031-62-5090

Dear Ms. Forkner;

Enclosed is a copy of correspondence I have received from the above named constituent. I
believe you will find it self-explanatory.

Your reviewing this material and providing any assistance or information possible under the
governing statutes and regulations will be greatly appreciated. Thank you for your attention in
this matter. Ilook forward to hearing from you soon.

Sincerely,

Lindsey O. Graham
United States Senator

LOG/1t
Please refer to case (498011) in your response.
Please reply to: Senator Lindsey Graham

530 Johnnie Dodds Boulevard, Suite 202
Mt Pleasant, South Carolina 29464

508 HAMFTON STREET 401 WEST EvANS STREET 101 EAST WASHINGTON STREET 530 JoHNNIE Dopbs BOULEVARD 140 EAST MAIN STREET 135 EAGLES NEST DRIVE
SuiTe 202 SuITe 226B SunmEe 220 Suite 202 Sume 110 Suite B
CoLumBia, SC 29201 FLORENCE, SC 29501 GREENVILLE, SC 29601 MOUNT PLEASANT, SC 29464 Rock Hi, SC 298730 SENECA, SC 29678

(803} 933-0112 (843) 669-1505 (864) 250-1417 (B43) 849-3887 (803) 366-2828 {864) 888-3330
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November 29, 2007

Janice Cooper

4468 Elderwood Court

Ladson, SC, 29456 (Charleston County)
843-851-2647

Re: Shirley McNeil

Dear Sir and To Whom it May Concem:

This letter comes to you as a plea for help in dealing with state government for
assistance. At the end of July, my niece Shirley (who I have had legal custody of since she was 3
years old) had a psychotic episode that was diagnosed as having ‘nihilistic delusions’. A person
having these delusions believes they are dead or a part of their body is dead. Certainly, someone
insane cannot be expected to work! She was hospitalized and misdiagnosed as depressed. Since
this is a very rare condition that occurs maybe 1 in 100, 000 people, she suffered until we found
the right psychiatrist. Dr. Christopher Jones from Summerville Behavioral Health has been
treating her and she is slowly getting better.

One of her medicines will cost $400.00 a month; the other will be close to the same
price. She will not be able to become a productive member of society without these medications
and has no insurance. Also, she needs to visit other doctors due to her problem and I cannot
afford to help her. I have been paying these doctors out of my pocket and I only work part-time
and meke approximately 20k annually. Each visit with the doctors at Summerville Behavioral
Health costs a minimum of $150,00 and she needs to visit twice a month. With a mortgage, car
payment, electric, water, and insurance bills to pay, there is very litile left each month to stretch
my pay check and I am falling behind on my household bills!

I would appreciate any help you can give me. I am sending you copies of all paperwork
submitted to DSS and a copy of the denial letter. You bave our permission to contact any person
necessary and the doctors listed. We do not wish to cause anyone a problem; we just neéd a little
help getting a young adult voter back on her feet! Thanks in advance for any help you can give

our family.

Sincerely yours,

wgwﬂo nwu%b( Mé?aiﬁ\p

Janice Cooper and Shirley McNeil
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Medicaid Letter of Action

From: CHARLESTON COUNTY DHHS Date: 11/27/2007
P. O. Box 13748 Worker Name:
Chatleston SC 29422.0000 KELLY STANKOWITZ

Telephone: 843 740-5943
To: SHIRLEY G MCNEIL mm Mm 98610585
4468 ELDERWOOD CT 1 100512368
LADSON SC 20456 10 KELLS
Recipient Name: Recipient ID:
SHIRLEY G MCNEIL 2801965302

Your application has been denied for. AGED, BLIND, DISABLED (ABD)

Reason for denial: ”
You did not complete the required actions. :
You did not provide proof of citizenship and identity.

Denied for the month(s) of; 102007

Manual/policy reference supporting this action: 101.14
102.04.03

X You may ask for a fair hearing before the Department of Health and Human Services
if you believe an error was made in processing your application.

To Request A Hearing from the Department of Health and Human Services
o Ask your Medicaid worker in writing within 30 days of this letter. Attach a copy of this
letter to your request.
To Get Help with Your Hearing
» You may hire an attorney to help you
e You may have someone you know come to the hearing and speak for you
o Contact your Medicaid worker in person or by phone te get help in asking for a hearing

ELDO07 - Revison Date 07/2004 - 10 KELLS



11/27/2087 180:38 843-851-2643 JAN COOPER PAGE 83

November 20, 2007

Janice Cooper

4468 Elderwood Court
Ladson, SC, 29456
843-851-2647

RE: Shirley McNeil

Dear Ms. Stankowitz,

In July, August, and September 2007 Shirley McNeil started having delusions of being
dead apd she was unable to go to work toward the end of July. This type of psychological
problem runs in the maternal side of her family and was inherited. She was admitted into Trident
Hospital July 30 and she was diagnosed as ‘depressed’. She had no insurance so § have had to
pay for her prescriptions and all doctor visits leading up to the hospital stay and since. It has cost

me out of pocket:
Dr. Campbell Carolina Family Medicine 2 visits = $180
Dr. Christopher Jones Summerville Behavioral Health 3 visits = $257.00

Counselor Anna Musolf Summerville Behavioral Health 5 visits = $280.00

Also, I have been paying Shirley’s monthly bills of $400.00 car payment, $100.00 car
insurance payment, $75.00 phone bill to Suncom, and she has not been able to pay her $100.00
rent, either. Plus, I have provided all her food, shelter, and toiletries such as shampoo, toothpeste,
and other necessities. . .

Shirley needs to see her gynecologist because she has.not had a menstrual period since
June. Also, her eye sight has changed dramatically due to medications that she will have to take
for life. ] cannot afford these doctor visits in addition to the Sumnmerville Behavioral Health
visits she needs in order to get better and return to being a productive member of society. She
needs Medicaid to help restore her to the healthy, vibrant young woman she used to be. I cannot
provide for all of her needs because 1 work part-time snd can barely pay my own bills. This has
put me behind on the houschold bills.

mannn-w vdﬁ?

...nEo« Cooper H



11/27/2087 18:38 843-851-2643 JAN COOPER

South Carolina Department of Heaith and Human Services
MISABILITY REPORT - Adult

E\-ﬂ:ﬁ. ] Retro Only

Instructions: This form is used to request a disablity determination as an eligibility requirement jor
Medicaid. X is the responsibility of the Medicaild ity Worker to ensure that esch dlank is
completed. A copy of the completed form must be maintained in the casa record.

Applicant__Shhirted Menief | Social Security No.__() 2t - Le2 -5 &40
(Proase Prnf) __
Applicant s Atdress___ ALl 0 _..MLQN\.\GGGQ 3

Chy__1 adsors o Sate ST Zip Code 2 A4 St County, c hrleston

Oate of Bith_ 0§ - 21~ 1453 Telephone(2UR ) F51-26U1 _Category of Application

if Deceased, Date of Death Month Day. . Year Male or Female
hﬂvﬂc One) .

appiication Dato Retro Month(s) Requested_Qugust o 200 |

Contact Parson__J_&ni(e Covped Telephone(394 3 ) ). 2@

Relationatip to Appicant___m ot ve = | fust | Coard Gpeninted  Quatdian.

Contact Porson's Address___Litile Y T \dAerwoeods CA-
(Give Complete Maling Address)

Nedicsid Eligibiity Worker,_(V /' Telephone )
Worker's Address__ .., _

{Give Complats Maiing Adaress)
Woiker's Supefvisor. Telephone( )
Data of Disability Cnset or Last Continuing Disability Review M f \S thm
R R s :
L RISABILITY

. : -
8) What is your disabillty? delvsions_~ _,Erfm,f delusions rmake

qudient Gl € Do \s deod

b} Are you working now? {1 vYes mu.a“ (f yos, DHHS Form 3218E is required.)
if no, when did your disability stop you from working? 0% morth__ A _Day_©"1 vew

[If Gate is within Retro period (3 montha priov (o appiication date), DHHS Form 3218E is required)
Explain why you stopped working: T feeh \ilce . o2 V@
NO Yoy LU

c) Have you applied for SSi Disability benefits? (] Yes Pl Y

If yes, date of application;

DHHS Form 3218 ME Dec0d (Repieces all pranicud versions)
Page t of R

PAGE 64
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N Have you been evaluated {(examination or testing), or treated by any of the following
agencias?

1 S.C. Depertment of Metal Health Clinic Yol
2 Akohol and Drug Faclity Yos :
3. South Carciina Hoeaith Department Clinic Yee
4, S.C. Depestmant of Disabllities & Specisl Needs

OR Mental Ratsrdmion Facility Yes g
& Veterans Adminisiration Yes mn
(3 Vocational Rahabiltation Yos
7 Other [ ]Yes g it yes, identify:

For sach of the agencies listed above for which you have been seen, complete the following:

Name of Facility

Street Address

City State Zip Coda___
Date fiest seen: Date las! seen: Next appointment.

Type of Trestment or Eveiuation Recetved

Cass Maneger Telephone { }

Narne of Facility

Street Address

City State Zip Code
Date first seon: Date last seen: __Next appointment:
Type of Treatment or Evaluation Received

Case Manager Telephone ( )

= = —

) Has your doctor told you 10 restrict your activities in any way? g I No
If yos, give tha name of the doctor snd state what he told you.

he Xold me onyg LiFe wony e Nnornnal
Nl e 9o HEROE locicuine oHine A LISy .

M.  EDUCATIONTRAINING INFORMATION

&)  Whatis the highest grace of schoal you completed and when?  _\ 2 crade ©° NVear
b)  Did you attend ccilege, fradeftechnical school, or special training? (Hees [ Ne

DHMSE Forn 3318 ME Dec04 (Repiaces sl pravious versions)
Pays s of &
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V. REMARKS

Use this saction 10 answer any previous questions and to add additiona information that you think
will be helpful in making @ decision in your disability claim.

Sty uns o ward of ¥R courk dur 4o menks| pebls
OPponted £rom  OVES. SOUETN for 1he Pruesion of el P
Cinlden Qwaded Qo,rj See  Novwmbr R G35, 4o Sonik®

Coper,

i CERTIFY THAT THE ABOVE STATEMENTS ARE TRUE.

Print Name of Applicant/Representative Sy Wy AAC MRy .NMwD:nw m L@ —-
< ¢ Date

T U

\

Muﬂ_ O\ \H_.\
I

OWHS Form 3218 ME Dect4 (Replaoss sl previcus versiona)
Page S ol $
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Sauth Carolins Department of Hoalth and Human Services (SCDHHS)
Bureny of Kligibility Policy and Oversight, Department of Dissbility Determinatise (DDD)
Post Office Box 3306, Columbis, 5C 29202-8206 _
Phone (803) 099-2638  Fax (30)) 258-8350

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

For = TO BE COMPLETED BY SCDHHS

[ Aguteeny/Bteticiory Naia = Widdie) o

Bintal Sagurify No. Date of Birsh Howsebold No.

** PLEASE READ BOTH PAGES OF THIS FORM BEFORE SIGNING BELOW.»*
I volamcarily suthorizs and request disclosure (inchading writte, verbal, and electromic interchange) of:

nuax All sy medical records, education records xnd other informution related te my abiiity to perform (asks.
Thils inchudes specific pérmission to release the fellowing:

L h__n N__Mﬂﬂ hu.. h-ra. information regarding my trestment, hospitalization, and outpationt care for my impairmens(s) inchudi ing,
P .
»  Pevchol chistic of other muta! impet 3) (exchudes “paychoth otes” as defined in 45 CFR 164,501
+ Dny Gﬂ%oﬁnﬁ_gﬁgﬂ%ﬂ% ( “Peychuherapy °
. cell anahia
v Humen Imewnodeficiency Virus tHTV) infoution. including Acuired ImmunoDeficiency ome (AIDS) or tems fx HIV or
scxnlly ited _a.s_a.. luding Acqu Syndrome )
»  (rooreisred impairmems, including genetic wal resuits .
2. Information about how my .5!59&%«.5«? my shility W complete tasks snd activities of daily living and affrtz miy ability 1w work
3 Copies ot education tests or evaluation. inchuding individualized edueational 5, tricrmial kssessmenta, peychological
speech ev teecher obesrvations and evaluations, and any otber that can help cvaluate fimction
4. laformston within 12 munths afles the duic this E&Sﬂ-ﬂwﬁ .u.mﬁuﬁkiu_uﬂgiag.

RoM WHOM THIS BOX TO BE COMPLETED bY SCORNE/BCVAD (h ncaded)
for edditional information 10 identify the aubyect (e g, other names used),
» Al madical sowrces ) the spacific source of the materia) W be used,
clinics, Iabs, physicians, peychologists, etc..
uding mertal health, convectional, and addicdon tresment

and Veterans Administration bealth care facilities)

‘ )h.aafmlgg}gigg lorg, ets.)
s, selors,
3 wxﬂ workerrelabitination counselors it ——
« Employers
. .Os..u-&ag_goigaa«giao:
(Camily, neighbors, friends, public officials)

I0 WHOM The Stme swthorized 1o process ty calfed "), Inclodi tract sarvices, d 2
or other proitcasionals consulte Guring e gﬁﬂfﬁ%ﬂ. uding coniract copy 3, dociors,

YURPORE I agres to the disciosure vf my health information 10 determine if 1 meet the dissbility vriteria in order W eatabiish my
cligibility for Medicaid denchis,

EXPIRES WHEN This suthorization b tinding for 12 mwonths from the date signed below.

s} write 1o the South Caroline Deparuverst of Health snd Human Services io revoke this authorizstion & ay time.

* ?ﬁﬁﬁﬂgg ﬁrmﬁﬁ%m informetion may be re~disclosed to ather parties dicecdy mvoived with the Medicaid
isbility, dewsoninats

¢ T may ;eceive a wopy of this form upon request )

= ] may ask the source (o allow me to inspent or get & copy of the materisl 10 be disclosod.

( Sigrutars of AppikasURemeliciary (or Pevson Autborized o Act o Rciatlenship io Applicsat/Beachiciary | Dafe
| PR | s A\ eresl Se if 110-1-CM
. po =y Telepbone No.
Lilyy B o Ca— (FUFIES\ )
Cisy Beate Zip Code Siguatmre of Witsess . Date
Ladson SC 2GS VWO - -0

DMHS Form 921 (January 2007) Page 1



Htate of South Carolina
Bepartment of Health and Humen Services

Mark Sanford Ermma Forkner
Governor Director

January 11, 2008

The Honorable Lindsey Graham

United States Senate

530 Johnnie Dodds Boulevard, Suite 202
Mt. Pleasant, South Carolina 29464

Dear Senator Graham:

Thank you for your correspondence regarding Medicaid eligibility and the healthcare
needs of Ms. Janice Cooper’s niece, Shirley G. McNeil (case # 498011). We appreciate
the opportunity to be of assistance.

A member of our staff has been in direct contact with Ms. Cooper to discuss Medicaid
eligibility and income policy. We also provided her with contact information on other
healthcare programs that may be of help to her niece.

Thank you for your continued interest and support of the South Carolina Medicaid

program. -If | may be of further assistance on this or any other matter, please let me
know.

Sincerely,

oy

Emma Forkner
Director

EF/jcodi



State of %u&: (arolina

Bepurtment of Health and Hinman Serfices

Mark Sanford Emma Forkmer
Govemnor Director

January 11, 2008

Ms. Shirley G. McNeil
4468 Elderwood Court
Ladson, South Carolina 29456

Dear Ms. McNeil:

At the request of your aunt, Janice Cooper, Senator Lindsey Graham asked our agency
to assist with your questions and concerns regarding Medicaid eligibility.

Our records indicate you applied for Medicaid under the Aged, Blind or Disabled
program on October 5, 2007. Your initial application was denied when the required
documentation was not provided. We reopened your case for an eligibility
determination in December when the additional materials were received. We will
process your application as quickly as possible and notify you once a decision has been
made. If you have questions regarding your application, please call your eligibility
worker, Ms. Kelly Stankowitz, in our Charleston County Office at (843) 740-5943.

We have enclosed information on programs and organizations that can assist residents
in South Carolina with their healthcare services, prescriptions, inpatient hospitalization,
and daily living needs. If you have additional questions about the Medicaid program,
please contact Bob Liming at (803) 898-2621 or (toll free) 1-888-549-0820, Ext. 2621. |
hope this information is helpful.

Sincerely,

Alicia Jacobs

Interim Deputy Director
AJ/codl
Enclosures

C: Ms. Janice Cooper, Medicaid Authorized Representative

Medicaid Eligibility and Beneficiary Services
P.O. Box 8206 * Columbia, South Carolina 29202-8206
Phone (803) 898-2502 - Fax (803) 255-8235



