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MEDICAID ELIGIBILITY

FORMS AND INSTRUCTIONS

DOM-335 - REQUEST FOR VERIFICATION FOR WAGES

PURPOSE & USE

INSTRUCTIONS

This form is used to verify the earnings of an
applicant/recipient or spouse whose income must be deemed.
It can be adapted for use by parents whose income must be
deemed to an eligible child. The signature of the "employee”
whose earnings must be verified is required on the form prior
to sending it to the employer.

Prepare the original and 1 copy and obtain the appropriate
signature authorizing release of the information. Mail the
original to the employer and file the copy in a tickler file.
When the original is returned, discard the copy and file the
original in the case record.

Complete the top portion of the form giving identifying client
information. The worker will sign, date and return date stamp

the form.

The employer should complete the remainder of the form.




DOM-335 Case No.:
REVISED 11-01-88

REQUEST FOR VERIFICATION OF WAGES

RE:

DATE OF BIRTH:

SOCIAL SECURITY NO.:

| hereby authorize you to discliose any information concerning®my wages to the
Division of Medicaid for the purpose of determining my Medicaid eligibility.

DATE SIGNATURE OF CLIENT, SPOUSE OR REPRESENTATIVE

The individual named above is requesting Medicaid benefits. In order for us
to determine eligibility, please provide wage information for the following

time period:

When completed, please return this form to the address shown below. Your coopera-
tion with this request is greatly appreciated.

HOW OFTEN PAID?

weekly every 15 days other
(specify)

bi-weekly monthly

RATE OF PAY AS OF $
DATE AMOUNT

NUMBER OF HOURS WORKED EACH WEEK?
DATE EMPLOYMENT BEGAN? ENDED:
DATE OF NEXT SCHEDULED RAISE: DATE OF LAST RAISE:
REMARKS:
EMPLOYER SIGNATURE: DATE:

Medicaid Worker:

Return to:

Date:






