Ohio Department of Job and Family Services

HOME CHOICE - ENROLLMENT REQUEST
(to be completed at time of discharge)
	Name
     
	DOB
     

	Medicaid #  (12 digits)

     
	Institution Discharge Date

     

	Is the participant living with family
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Qualified Residence

	Address 

     

	City 

     
	Zip Code

     
	Phone Number
      

	Completed by (Please print) 

     
	Date

     

	Agency
     

	Central Unit

	Verity dates of institutional span(s)
	From

     
	To

     

	
	From

     
	To

     

	
	From

     
	To

     

	Verify Medicaid eligibility 

(1 day requirement)
	Effective Date

     

	Notification Sent  on       
                               (date)
	Comments

	 FORMCHECKBOX 
   Approval
	 FORMCHECKBOX 
  Denial and Due Process
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