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LINDSEY O. GRAHAM

290 RuUSSELL SENATE OFFICE BUILDING
SOUTH CAROLINA

WasHingTon, DC 20510
(202) 224-5972

UNITED STATES SENATE

July 13, 2009

Ms. Emma Forkner

Director

SC Department of Health and Human Services
PO Box 8206

Columbia, SC 29202-8206

Dear Ms. Forkner:

The attached letter concerns an issue outside my official jurisdiction. Therefore, as a courtesy to
my constituent, I am sending this correspondence to your attention.

Thank you for your attention to this matter, and I ask that you please respond directly to the
individual.

Sincerely,

Lindsey O. Graham
United States Senator
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AUTHORIZATION FORM

I hereby authorize United States Senator Lindsey O. Graham to receive any
information from agencies pertaining to my request below. This authorization is in
accordance with the provisions of the Privacy Act of 1974.

(PLEASE TYPE OR PRINT BELOW.)

Name: w?\_\\_s [~ 70475 phone: F¥2~-762~/75

Address: /i /b .m ri 7 A 4k L \uﬁt v

City: Qk P\\ﬂ Fon State: Ay Zip: R7 % /2

Social Security Number: ASY $L 0/5 2 VA Number:

In the space below, briefly describe the problems that you are experiencing and explain exactly
what you would like Senator Graham to do on your behalf. Without this information, it will be
impossible for Senator Graham to adequately assist you. (If you need more space, please use the
back of this form or an additional piece of paper.)
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Please return formto:  U.S. Senator Lindsey O. Graham
530 Johnnie Dodds Boulevard, Suite 202
Mt. Pleasant, South Carolina 29464
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State of Fouth arolina

X& 7 ot
Bepartment of Health and Humem Serbrices

Mark Sanford Emma Forkner
Governor Director

July 17, 2009

Ms. Donna F. Moats
1116 Brigantine Drive
Charleston, South Carolina 29412

Dear Ms. Moats:

Senator Lindsey Graham asked our agency to assist with questions concerning Medicaid
eligibility and the problems you faced when trying to apply for Medicaid. Good customer service
is very important to us, and | regret your unpleasant experience. We are reviewing the issues
you have encountered, and we are working to correct them.

Medicaid eligibility is based on federal and state requirements. To qualify for Medicaid, an
individual must meet certain financial guidelines and categorical requirements. The questions
you were asked during your visit to the Charleston Medicaid Office were to determine if you
meet any categorical requirements.

Since your letter mentions that you have applied for disability through the Social Security
Administration (SSA), you may qualify for our Aged, Blind or Disabled (ABD) program. This
program is for disabled individuals whose income is under 100% of the Federal Poverty Level
(which is currently $903 for an individual) and who meet disability criteria. Medicaid uses the
same criteria as SSA when determining disability; therefore, we must coordinate our disability
determination with them. | you would like to apply for this program, please complete the
enclosed application and return it to the Charleston County Medicaid Office located at 326
Calhoun Street, P.O. Box 13748, Charleston, South Carolina 29401. Their phone number is
(843) 740-5900.

We have enclosed information on other programs and organizations that can assist residents in
South Carolina with their healthcare needs, prescriptions and daily living expenses. If you have
questions about the Medicaid program, please contact Sheila Chavis in Constituent Services at
(803) 898-2707. | hope this information is helpful.
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