M802   POTENTIAL SPENDDOWN INFORMATION NOTICE                              
                                                                          
We have received your application/request for KanCare for your              
child(ren). Based on the information you have provided so far, it           
appears your child(ren) will be eligible for KanCare under the CHIP         
plan. Since this health plan does not begin until after your request        
is processed, recent medical bills you have for your child(ren) will        
not be covered                                                                          
You may choose to have your eligibility determined for the Medically        
Needy program in which your family may be responsible for a portion of      
the bills or a "Spenddown."  You may also choose to have your               
eligibility considered for the three-month period prior to the month        
we got your application.                                                  
                                                                          
If you would like to explore these other options you MUST contact the       
person listed below by _________________________.                                     
                                                                          
In addition, to determine your eligibility for either KanCare under         
the CHIP plan or another program, we need the items marked with "X's"       
below. This information MUST be provided no later than ________________________ or      
your application/request for medical assistance will be denied in           
accordance with the Kansas Family Medical Assistance Manual section         
2021.01.@@                          
                                        
                                                                          
____ Paycheck stubs or a signed statement from your employer listing        
your gross income for the current month and the following three             
months, _____________,  ______________, and ________________.  This              
information must include gross earnings, number of hours worked, dates      
paid, and the period of time each check covers.                           
                                                                          
____ Proof of Self-Employment income: the most current and complete         
tax return for your business.                               
                                                                          
____ A benefit letter or other proof which shows your monthly income      
from Social Security, Worker's Compensation, Unemployment benefits or     
other unearned income for the current month and the following three       
months, ______________,  _______________, and _______________.                
                                                                        
                                                                        
[bookmark: _GoBack]                                                                       
If we do not get this information, we will not be able to provide         
medical assistance.                                                       
