Arkansas Department of Human Services
Division of County Operations

Hospital/Physician/Certified Nurse-Midwife Referral for
Newborn Infant Medicaid Coverage

Part I (TO BE COMPLETED BY PROVIDER OF SERVICES)

	Mother’s Name (Last, First, MI)
	Admission Date

M           /D          /Y 
	Mother’s MEDICAID Beneficiary No.

	Mother’s Mailing Address

Street
	Mother’s DOB

M           /D           /Y 
	Mother’s Medical Record No.

	City
	State
	Zip 
	Mother’s Home Phone #
	Mother’s SSN

	Father’s Name (Last, First, MI)


	Father’s Home Phone #
	Father’s SSN

	Father’s Mailing Address

Street
	City
	State
	Zip 

	Child’s Name (Last, First, MI)
	Sex

( M    ( F
	Child’s DOB

M         /D         /Y
	Child’s Hospital Medical Record No.

	Child’s Name (Last, First, MI)
	Sex

( M    ( F
	Child’s DOB

M         /D          /Y
	Child’s Hospital Medical Record No.


	Child’s Attending Physician
	Physician’s Address

	Child’s Attending Physician
	Physician’s Address

	Hospital Name
	

	Street
	Form completed by:

(Please Print Name)

	City
	State
	Zip 
	Telephone

(       )
	Date Form Mailed

               /               /


Part II (TO BE COMPLETED BY THE NEWBORN INFANT’S MOTHER)

(
My child will be living with me at



Street
City
State
Zip 


Name and telephone number of someone not related to you who can verify that the child lives with you.



Name
Telephone Number

(
My child will NOT be living with me upon his/her dismissal from the hospital. 


(Please provide a brief explanation.)




Mother’s Signature
Date

NOTE:  YOU MUST CHOOSE A PRIMARY CARE PHYSICIAN (PCP) FOR YOUR INFANT BEFORE MEDICAID WILL PAY HIS/HER BILLS.  SEE YOUR DOCTOR OR YOUR DHS REPRESENTATIVE ABOUT CHOOSING A PCP.

SEE REVERSE SIDE FOR COUNTY COMPLETION OF FORM AND INSTRUCTIONS.

FOR DHS COUNTY OFFICE USE ONLY:
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DCO - 645 (R.08/15)

Part III (To be completed by DHS and returned to Provider)

Medicaid approved effective




Month
Day
Year

Medicaid denied on
due to




Month
Day
Year
Reason


Signature of DHS Service Representative
Date
Telephone

(     (     (     (     (     (     (     (     (     (     (     (     (     (     (     (     (     (
Instructions for DCO - 645

Hospital/Physician/Certified Nurse-Midwife Referral Form for
Newborn Infant Medicaid Coverage
Purpose

This form is to be used by hospitals, physicians and certified nurse-midwives to report the birth of an infant whose mother is currently certified for Medicaid in Arkansas.  It will serve as verification of the birth date of the infant as well as relationship to the mother.  It will also verify the eligibility and Medicaid ID number of the infant found eligible by the DHS County Office.

Completion

The items to be completed in Part I are self-explanatory.  Part II will be completed and signed by the infant’s mother.  The form should be completed and mailed within 5 days from the birth of the infant, if possible.  Inform the mother that she must choose a Primary Care Physician for her infant so that Medicaid can pay the infant’s medical bills.

Routing
The Provider should mail the form to the DHS County Office of the mother’s residence county.  The DHS County Office will make the determination of the infant’s eligibility within 20 working days from receipt of the form, generate a Medicaid card for the infant found eligible, complete Part III of the form, and return a copy of the form to the referring provider.

Note

MEDICAID PAYMENT FOR THE NEWBORN INFANT’S MEDICAL SERVICES CANNOT BE MADE UNTIL THE PROVIDER HAS BILLED USING THE NEWBORN INFANT’S UNIQUE ID NUMBER WHICH WILL BE GENERATED BY THIS FORM.

Instructions for DCO – 645 Hospital/Physician Referral Form for Newborn Infant Medicaid Coverage

Purpose

This form is to be used by hospitals and physicians to report the birth of an infant whose mother is currently certified for Medicaid in Arkansas.  It will serve as verification of the birth date of the infant as well as relationship to the mother.  It will also verify the eligibility and Medicaid ID number of the infant found eligible by the DHS County Office.

Completion

The items to be completed in Part I are self-explanatory.  Part II will be completed and signed by the infant’s mother.  The form should be completed and mailed within 5 days from the birth of the infant, if possible.  Inform the mother that she must choose a Primary Care Physician for her infant so that Medicaid can pay the infant’s medical bills.

Routing

The Provider should mail the form to the DHS County Office of the mother’s residence county.  The DHS County Office will make the determination of the infant’s eligibility within 20 working days from receipt of the form, generate a Medicaid card for the infant found eligible, complete Part III of the form, and return a copy of the form to the referring provider.

NOTE:
MEDICAID PAYMENT FOR THE NEWBORN INFANT’S MEDICAL SERVICES CANNOT BE MADE UNTIL THE PROVIDER HAS BILLED USING THE NEWBORN INFANT’S UNIQUE ID NUMBER WHICH WILL BE GENERATED BY THIS FORM.
Medicaid ID








