	FAA-1436A FORFF (5-15)
	Arizona Department of Economic Security

Family Assistance Administration

VERIFICATION OF MEDICAL EXPENSES
	


	CASE NAME
	CASE NO.
	DATE OF BIRTH
	SOC. SEC. NO. (Last 4 digits ONLY)

	     
	     
	     
	XXX-XX-    

	A. PATIENT’S/APPLICANT’S AUTHORIZATION

	I
	     
	authorize the hospital, medical group, pharmacist and/or any other


medical provider to release any information related to my medical expenses to DES. I understand that I may revoke this authorization at any time.

	NAME (Print or type)
	SIGNATURE
	DATE

	     
	
	     

	B. MEDICAL EXPENSE INFORMATION


Health Care Insurance Premiums – Provide a copy of the premium(s) showing the cost and period covered.
	Policy or Type of Coverage
	Premium
	Period Covered

	     
	$      
	     

	     
	$      
	     

	     
	$      
	     

	     
	$      
	     


Prescription Cost – To have these expenses considered, have your pharmacy provide us with a printout or provide receipts for the past 90 days (this includes all your one-time medical expenses and your recurring medical expenses).
Over-the-Counter Medication, Equipment, and Supplies – Includes items such as: Pain relievers, cold medicines, vitamins, antiacids, laxatives, anti-diarrhea medicine, eyeglasses, hearing aids, sleeping aids, bladder control pads/garments, and medical batteries.
	Medication or Item
	Dose

(per day, per month, etc.)
	Cost and Quantity

(cost per item and number in bottle)

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      

	The USDA is an equal opportunity provider and employer
Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Disponible en español en línea o en la oficina local.
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	C. DOCTOR / MEDICAL PROVIDER SECTION


Have you recommended that this patient take the over-the-counter medication or use supplies in the quantities listed on page 1?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	DOCTOR’S / PROVIDER’S NAME AND PRACTICE
	PHONE NO. (Include area code and extension)

	     
	     

	DOCTOR’S / PROVIDER’S SIGNATURE
	DATE

	     
	


Health Care Services – Provide a copy of your bill(s) from your provider(s).  Include current bills, bills you are paying on and unpaid bills. Medical services include, but are not limited to:  Physician, Mental Health Profession, Rehabilitation, Dentist, Hospital and Nursing Care.

	Provider of Service
	Cost

(per month, per session)
	Balance on Bill

	     
	$      
	$      

	     
	$      
	$      

	     
	$      
	$      

	     
	$      
	$      

	     
	$      
	$      

	     
	$      
	$      


Other Medical Expense – This includes, but is not limited to: Expenses related to service animals, cost for medically necessary services due to age or disability (home health care).
	Type of Service
	Cost


	Frequency
(weekly, biweekly, monthly)

	     
	$      
	     

	     
	$      
	     

	     
	$      
	     

	     
	$      
	     

	     
	$      
	     

	     
	$      
	     


	D. NUTRITION ASSISTANCE (NA) ONLY


Transportation – This includes the out-of-pocket cost to obtain medical treatment(s) or service(s). If you are using your own vehicle, indicate how many miles it is from your home to the provider and back. If service is being provided by a friend, hired service, or public transportation, list the amount you are actually paying them instead of the mileage.

	Provider’s Name and Location
	Round Trip Mileage
	Trip Frequency
(weekly, biweekly, monthly)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


