Ohio Department of Medicaid
REPORT A CHANGE FOR MEDICAL ASSISTANCE

Use this form to report any changes for individuals receiving medical assistance and/or their household members. Check
the box for each type of change, provide the requested information for that section, and provide the effective date of
the change. The Individual Information and Submitter Information sections on the form must be completed. Required
fields are marked with an asterisk (*).

You should submit current supporting documents along with this report a change form.

INDIVIDUAL INFORMATION Complete this section for the individual receiving medical assistance. *Indicates required field

*First Name *Last Name Ml

*Date of Birth (mm/dd/yyyy) Medicaid Case Number *Social Security Number

Has this person been in an accident in the past 12 months? []Yes []No
(If Yes, explain details in the comment section on page two of this form and provide supporting documentation or verification.)

CHANGE NOTIFICATIONS Check the box if there has been a change in information and enter the effective date.
Only complete the sections below where information has changed.

[] Phone Number Change Effective Date of Change

[] Address Change (attach verification of change such as a rent/mortgage receipt, lease, or utility receipts)
Effective Date of Change (mm/dd/yyyy)

New Street Address Apartment/Unit Number

City State | Zip Code Phone County

[C] Change In Household Members (attach verification of change such as custody papers, tax filing forms, or a lease).
Has your tax filing status changed? []Yes []No Whatis your new tax filing status?

List each person and if they moved into or out of the household (if more than two household member updates, please enter
additional information in the comments section on the next page).

Date of Change Date of Change
[] Moved into Household [] Moved out of Household [] Moved into Household [] Moved out of Household
[] Deceased [] Deceased
Name Name
Relationship Relationship
Date of Birth Social Security Number Date of Birth Social Security Number
Does this person have income? []Yes []No Does this person have income? []Yes []No
[] Change of Marital Status (attach verification of change such as marriage certificate, divorce papers, or death certificate)
Effective Date of Change (mm/dqd,

ge (mm/dd/yyyy) [] Married [] Divorced [] wWidowed

Spouse’s Name

] Pregnancy (attach verification of pregnancy such as a doctor’s letter) Are you pregnant? [ |Yes []No

Number of Unborn Babies Expected Due Date Delivery Date Newborn Name

(] Change in Income and/or Work Status (attach verification of change such as a Effective Date of Change (mm/dd/yyyy)
pay stub, tax record, award letter, child support letter, or proof of job status)

New Income Amount $ | Income Source Income Frequency (e.g., once a week) | Total Monthly Income Amount

$

[J New Income  [] Loss of Income [] Change to Part-time job status  [] Change to Full-time job status
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] Lump Sum (One-time Payments)

(attach verification of change such as an award letter, bank statement, or receipt)

Date Lump Sum Received (mm/dd/yyyy)

Amount of Lump Sum Received Type of Lump-Sum Payment Received (e.g., Backdated Social Security, sale of property,

S insurance payment, winnings, etc.)

] Change in Resources

(attach verification of change such as a policy, documentation of ownership, title,
proof of current value of trusts, annuities, stocks/bonds, or bank statement)

Effective Date of Change (mm/dd/yyyy)

[] Life Insurance Policy (attach policy for verification)

[] Checking/Savings Account
Amount in account: S

[] Vehicle
Year, Make and Model:

] Property
Address:

Value of Property:

] PNA(Personal Needs Allowance) Account Balance Amount:

[] other:

] Change of Insurance (select all that apply AND attach verification of change such
as a policy, worker’s compensation verification, or other documents)

Effective Date of Change (mm/dd/yyyy)

] Coverage under health insurance policy

[] Accident or injury for which another person or entity
may be responsible (e.g. auto accident, worker’s compensation)

Name of Insurance Company

Name of Company

Coverage Type Coverage Type
Policy Number Policy Number
Begin Date Date of Incident

Monthly Premium

[1 Medicare

[] Loss/End of Insurance Coverage

Medicare Type(A,B C, or D)

Name of Insurance Company

Begin Date

End Date

Medicare Number

[] Court order requiring a person or entity to pay some or all
of my (or the individual's) medical expenses (e.g. divorce,
custody, auto accident, civil suit, e.g.) Attach the court order

Monthly Premium

[ | other

Other Changes to Report/Comments (attach verification as necessary)

SUBMITTER INFORMATION Read and Sign

¢ I’'m signing this form under penalty of perjury which means I've provided true answers to all the questions on
this form to the best of my knowledge. | know that | may be subject to penalties under federal law if | provide

false and or untrue information.

¢ | understand that | must tell the Ohio Department of Medicaid if anything changes and is different than what |

wrote on this form. | can call 1-800-324-8680 to report any changes within 10 days.

e | understand that a change in my information could affect the eligibility for myself and for member(s) of my

household.

e | know that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex,
age, sexual orientation, gender identity, or disability. | can file a complaint of discrimination by visiting

www.hhs.gov/ocr/office/file .

I can submit this form to my local County Department of Job and Family Services (CDJFS) via email, fax, or in person.

*Submitter Name (Print First and Last Name) *Phone *Date
*Submitter Signature (First and Last Name)

*Relationship to Individual

ODM10203 (Rev.5/2025) Page 2 of 4
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To help you understand this notice, language assistance, interpretation services, and auxiliary aids and
services are available upon request at no cost to you. Services available include, but are not limited to: oral
translation, written translation, and auxiliary aids. You can request these services and/or auxiliary aids by
calling the Customer Service Call Center at the toll-free phone number 1-844-640-6446; individuals with a
hearing impairment may call TDD 7-1-1.

Spanish

Para ayudarle a comprender este folleto, se encuentran disponibles a pedido asistencia linglistica, servicios de
interpretacidn, asistencia adicional y otros servicios sin costo alguno. Los servicios disponibles incluyen, entre otros:
traduccion oral, traduccion escrita y ayudas auxiliares. Puede solicitar estos servicios o ayudas auxiliares llamando al
Centro de llamadas de Servicio al Cliente al teléfono gratuito 1-844-640-6446; las personas con discapacidad auditiva
pueden llamar al TDD 7-1-1.

Nepali

T Y1 g2 Tedo! dIlil, SFRIYHT YN FeTdl, GIUTY JdT8<, I Jgiie gradl I Jalg (H:3ed Suds &
IUAH YATe=HT JHIA B, TR i & A 3iare;, fafed srate, Y TeTae Ygrdi 811 durss Igd Jal
B YeXP| CIA-IbT T TR 1-844-640-6446 HT T TR Tt YATEE I/d1 TgTAH TEHIAREE FRIY T+ TGS,
SAUIRIaT HHSIR HUHT Hfadged 10D 7-1-1 HT &l T Jas+ |

Arabic
Jecid 4RSS &si 093 Gllall e 48LoYl wliclinally L)9a)l Aoz Al Olodsg Lgalll suclunedl Wlous- 13455 ¢y lasYl 1dn 0gd (3 odeluw
Oluelual! 5T Slodsedl sda Cdb ¢Sy . adLoY! Oilusluwlly &3yl daz g Drgaddl daz Al L pasdl Y Jliad) Jaws e cdobiall loas!
0S8 (ol Camid (1o Og3lay () 31,839 ¢1-844-640-6446 Glxadl @301 e Dol dous JUasl Sy JLasyl_pe lagaidS ol ddLoYl
7-1-1 JWl @31 Je @aﬂ\ a3l deus plasiul

Haitian French Creole

Pou ede w konprann avi sa a, gen asistans lengwistik, sévis entépretasyon, ed oksilye ak sevis ki disponib gratis, 1& ou fé
demann pou sa. Sévis ki disponib yo gen ladan yo, men se pa sa sélman: tradiksyon oral, tradiksyon alekri ak éd oksilye.
Ou kapab mande sévis sa yo ak/oswa eéd oksilye |& w rele Sant Apél Sévis Kliyanteél la nan nimewo telefon gratis la ki se 1-
844-640-6446; moun ki gen pwoblém tande yo ka rele TDD 7-1-1.

Somali

Si lagaaga caawiyo inaad fahanto ogaysiiskan, kaalmada lugadda, adeegyada tarjumaada, iyo kaalmooyinka iyo
adeegyada ayaa la heli karaa marka la codsado lacag la‘aan adiga. Adeegyada la heli karo waxaa ka mid ah, laakiin aan ku
xaddidnayn: tarjumaada afka, turjumaadda qoran, iyo galabyada caawinta. Waxaad codsan kartaa adeegyadan iyo/ama
caawimada caawimada adiga oo wacaya Xarunta Wicitaanka Adeegga Macmiilka ee lambarka taleefanka lacag la'aanta
ah 1-844-640-6446; Shakhsiyaadka gqaba magqal la'aanta waxay wici karaan TDD 7-1-1.

Ukrainian

LLlo6 gonomorty Bam 3po3ymiTu LLe NOBIAOMIEHHA, 3@ 3aNUTOM HE3KOLTOBHO HAAAETLCA MOBHA AONOMOra, NOCAYrU
nepeKknagaya, a TakoxK JONOMIKHI 3acobu Ta nocnyru. [LoCTynHi NOCAYIX BKAOYAIOTb, ane He 0BMeXKyHTbCA HAaCTYMHUM:
YCHUIA nepeknag, NMCbMOBUIA NepeKnas Ta AOMOMiXKHI 3acobu. Bu moxeTe 3amMoBUTH Ui nocayrv 1a/abo AonomiskHi
3acobu, 3atenedoHyBaBwn o LleHTpy ob6cnyroByBaHHSA KNIEHTIB 32 6e3KoWTOBHUM HoMepom 1-844-640-6446; ocobu 3
BaZaMM CNyXy MOXYTb 3aTenedpoHyBaTh 3a Homepom TDD 7-1-1.

Russian

Y1066l NTOMOYbL BaM NOHATb AaHHOE yBeAOMIEHWE, MO Balemy 3anpocy 6ecnnaTHoO NpefoCTaBAAETCA A3bIKOBAA
NMOMOLLb, YCAYrM YCTHOFO NepeBosa, a TakKe BCnomMoraTebHble cpeacTsa. [JocTynHbIe YCAYrn BKAKOYAIOT, B YaCTHOCTH,
YCTHbI NEpPeBOA, MMCbMEHHbI NepeBoa, U BCNomoraTe/ibHble CPeAcTBa. Bbl MOXKeTe 3aNpocuTb 3TU yCayru u/mam
BCMOMOraTe/ibHble CPeACTBa, MO3BOHMB B CNYXOY noaaep:kun knmeHTos (Customer Service Call Center) no 6ecnnatHomy
Homepy TenedoHa 1-844-640-6446; nnua c HapyLEHUAMM ClyXa MOryT NO3BOHUTb No TenedoHy TDD 7-1-1.

ODM10203 (Rev.5/2025) Page 3 of 4



Swabhili

[li kukusaidia kuelewa notisi hii, usaidizi wa lugha, huduma za ukalimani, na visaidizi na huduma za ziada zinapatikana
unapoomba bila gharama kwako. Huduma zinazopatikana ni pamoja na, lakini sio tu: tafsiri ya mdomo, tafsiri ya
maandishi, na visaidizi vya ziada. Unaweza kuomba huduma hizi na/au visaidizi vya ziada kwa kupiga simu kwa Kituo cha
Simu cha Huduma kwa Wateja kwenye nambari ya simu isiyolipishwa 1-844-640-6446; watu walio na ulemavu wa
kusikia wanaweza kupiga simu TDD 7-1-1.

Kinyarwanda

Kugira ngo tugufashe gusobanukirwa iri tangazo, ubufasha bujyanye n'indimi, serivisi zZ'ubusemuzi, n'ibikoresho na
servisi bifasha abafite ubumuga mu kumva biraboneka nta kiguzi utanze iyo ubisabye. Serivisi ziboneka zikubiyemo, ariko
si gusa: ubusemuzi mu mvugo, ubusemuzi mu nyandiko, n'ibikoresho bifasha abafite ubumuga mu kumva. Ushobora
gusaba izi serivisi na/cyangwa ibikoresho bifasha abafite ubumuga mu kumva uhagamaye Ikigo Gifasha Umukiriya kuri
nomero itishyurwa 1-844-640-6446; abantu bafite imbogamizi mu kumva bashobora guhamagara TDD 7-1-1.

French

Pour vous aider a comprendre cet avis, une assistance linguistique, des services d'interprétation et des aides et services
auxiliaires sont disponibles sur demande et sans frais. Les services disponibles comprennent, sans toutefois s’y limiter, la
traduction orale, la traduction écrite et les aides auxiliaires. Vous pouvez demander ces services et/ou ces aides
auxiliaires en appelant le centre d'appel du service clientéle au numéro gratuit 1-844-640-6446 ; les personnes
malentendantes peuvent appeler le TDD 7-1-1.

Pashtu
(o9 3 guuliww diginds 9l by digitiiunye Lol 9l cdigiads (5)L5 (plads 3 ¢ Gusye 353 )l (92 92) 95 $)Hd A 5 L5 ($5 4 gunline
L8 A 39dxe G2 SO Sl 93«8 Jolds (blug dgdides o 9l coyl) 4 S )L L?Qw S Ploss s 4 S O S0 G S 2
452)) 6446-640-844-1 Snds g9 & 0w 3Sp0 98l g5l 5 55939 > 03U (kg 3 ghling iguiansa b/ igiodss (533 (s S gl
(299 S5 5 TDD 7-1-1 (s J 58 OluS (59,0 03355 9oyl S oty

Dari
Ao3d bl 09 9 el Cunlgss il BLoI Wleds 9 by SS9 (plad dezyi Wlods ((3b) Lo S careMbl ol S)a ) Lo 43 SS Sl
< Lodu Lgl.«,a‘ s L.ibfj @.754»)3 6@\.&.& 4&?)3 T L@JT A d9d>=x0 Lol 4Ju1:b.~o J:»a J_)\}n dALw S99 Olous .ijfu- 4|yl Lodo 6b) S|
(S Canlgs ) Lol Gla SeS b/y wlods- (1 1-844-640-6446 O8h (3525 0yleis Gyl 5 OL e Sleds Guled 3550 b Guled b dilss
Higd wled 4 TDD 7-1-1 oylesis b wiSlg5 (o (algrds ST Shls o138
Uzbek
Bu bildirishnomani tushunishingizga yordam berish uchun so‘rovingiz asosida bepul til yordamchi xizmatlari, og‘zaki
tarjima xizmatlari va qo‘shimcha yordamchi vositalar tagdim etiladi. Mavjud xizmatlar gatoriga og‘zaki tarjima, yozma
tarjima hamda yordamchi vositalar kiradi. Siz ushbu xizmatlar va/yoki yordamchi vositalarni quyidagi mijozlarga bepul
xizmat ko‘rsatish markaziga go‘ng‘iroq qilib so‘rashingiz mumkin: 1-844-640-6446; eshitish qobiliyati cheklangan shaxslar
ushbu ragami orgali bog‘lanishlari mumkin: TDD 7-1-1.

Vietnamese

DE gilip ban hiéu théng bao nay, hd tro ngdn ngit, dich vu phién dich, phuong tién tro gidp va dich vu phu trg duoc cung
cap mién phi theo yéu cau. Cac dich vu cé san bao gdm, nhung khong gidi han &: dich bang 10 néi, dich bang vin ban va
phuwong tién phu tro. Ban cé thé yéu cau cac dich vu nay va/hodc phuong tién phu tro bang cach goi cho Customer
Service Call Center theo s8 dién thoai mién cudc 1-844-640-6446; nhitng ngudi khiém thinh cé thé goi TDD 7-1-1.

Tigrinya

TH, PANF ATCLAP TAAIHNIRT ATH RI7%T A4+ TCTFIPT NTOA'D-T DAL ATHET A1 FFT A
Hh+TNIP NHL NEAT 2CNM: HAD: A7A%eFE T2 HZN FCFIRE T2 & & FCFIRT +OANt ATHF T HMP AN
NESIRI NH, Méh HECHR ALNFT: ¢ MANA A7A%AF 4TPA (Customer Service Call Center) N h&AT 12 NHHY
®%d NAN, 1-844-640-6446 NIRLPAT THI® A1+ FY/ DL +DA DL ATHF A+ FhAk A TR §2 goAaRH 879
HAPI® M-A$-ANTF §N TDD 7-1-1 &M LhAk APgo:
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