PHILADELPHIA DEPARTMENT OF HUMAN SERVICES              CHILDREN AND YOUTH DIVISION

CHILD MEDICAL INSURANCE INFORMATION FORM

Todays Date

Type of Placement
Date of Placement

     
      
Initial

     

DHS #/Suffix
Childs Name (Last, First, M.I.)
Date of Birth

     
     
     

Social Worker
Phone
Supervisor
Phone

       
     
     
     

****  CURRENT HMO INFORMATION  ****

Medical Assistance #
     
     FORMCHECKBOX 
  Not Applicable

  FORMCHECKBOX 
  Unknown

Access Card Recipient #
     
     FORMCHECKBOX 
  Not Applicable

  FORMCHECKBOX 
  Unknown

Health Choice HMO:
 FORMCHECKBOX 
  Health Partners

 FORMCHECKBOX 
  Keystone-Mercy
     FORMCHECKBOX 
  HMA

     FORMCHECKBOX 
  Oaktree-Oxford
#        
 FORMCHECKBOX 
 Not Applicable





 FORMCHECKBOX 
  Unknown

Which card has to be ordered
                       FORMCHECKBOX 
  Access              FORMCHECKBOX 
 HMO            FORMCHECKBOX 
None               FORMCHECKBOX 
  Unknown

Current Primary Care
Name
Address
Phone

Physican (PCP)

     
     
     
     

Other Health Insurance

     
 FORMCHECKBOX 
    Unknown       FORMCHECKBOX 
    No         FORMCHECKBOX 
    Yes
Name:


#       



     


****  CURRENT SPECIAL MEDICAL NEEDS  ****

Acute/Chronic Diseases
Allergies To
Addictions To
Other Issues

     
     
     
 FORMCHECKBOX 
    Pregnancy

     
     
     
 FORMCHECKBOX 
     Failure to Thrive

     
     
     
 FORMCHECKBOX 
     Dev. Delays

     
     
     
     

     
     
     
     

     
     
     
     

 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
  None
  FORMCHECKBOX 
  Unknown

Current Medications:       




Has this child had medical hospitalizations or surgeries in the past two years?

 FORMCHECKBOX 
          Not Applicable                           FORMCHECKBOX 
    Unknown

Name of Hospital
Reason for Hospitalization/Surgery

     
     

     
     

     
     

     
     

Other Medical Specialists Involved With Child

Specialist Name
HMO
Specialty

     
     
     

Address:
Phone

     
     

Specialist Name
HMO
Specialty

     
     
     

Address:
Phone

     
     

Specialist Name
HMO
Specialty

     
     
     

Address:
Phone

     
     

Specialist Name
HMO
Specialty

     
     
     

Address:
Phone

     
     

**** CHILDS PLACEMENT LOCATION  ****

Name:
     

Type:                                  FORMCHECKBOX 
  Foster Parent/Caretaker                                       FORMCHECKBOX 
  Group Home

 FORMCHECKBOX 
  Institution

Address:
County
Phone:

     
     
     

Provider Agency Name:
Phone:

     
     

 FORMCHECKBOX 
  DHS Foster Home/Caretaker


**** HMO/PCP RECOMMENDATION ****

 FORMCHECKBOX 
  No Change in HMO or PCP

 FORMCHECKBOX 
  Change PCP Only - Retain Current HMO

      New PCP Name:

           

      Address:
Phone:

           
     

 FORMCHECKBOX 
   Change HMO

      New HMO Name:

           

      New PCP Name:

           

      Address:
Phone:

           
     

 FORMCHECKBOX 
  To be Placed Out of Region / Out of State (M.A. Fee  for Service)

Comments:         

**** SOURCE ****

Information Obtained From: (Name)
     





                          Relationship to Child:
     






(Managed Care Staff Only) Date Completed form returned to Social Worker:       

