FAA-1148A FORFF (1-20) ARIZONA DEPARTMENT OF ECONOMIC SECURITY COMPLETED BY DES
Family Assistance Administration

MEDICAL INCAPACITY STATEMENT
Hospitalized Applicant

DATE:

CASE NAME (Last, First, M.L):

CASE NO.:
The Department of Economic Security considers an individual to be incapacitated if the WORKER'S D NUMBER:
individual is unable to participate in the AHCCCS Health Insurance application process.
Please complete this Medical Incapacity Statement on the patient listed below. HEAID:
Name of Hospital:
Patient’s Name: Patient’s Date of Birth:
Patient’s Residential Address (No., Street):
City: State: ZIP Code:

TO BE COMPLETED BY MEDICAL PERSONNEL

[ Not Incapacitated ] Incapacitated

Reason:
Physician or Authorized Medical Personnel’s Printed Name Phone No. (Include Area Code)
Signature of Physician or Authorized Medical Personnel Date

Routing: Original — Sent to attending physician or authorized medical personnel; Copy - Retain in file until signed original

is returned.
See reverse for EOE/ADA/LEP/GINA disclosures



FAA-14BAFORFF (120)-Reverse  Completion Instructions for FAA-1148A

MEDICAL INCAPACITY STATEMENT
Hospitalized Applicant
A. Purpose

The purpose of the Medical Incapacity Statement is to verify the participant’s incapacity to complete the AHCCCS Health
Insurance application process and to allow the designation of a representative.

B. Completion

COMPLETED BY DES:

DATE: Enter the date the form is completed.

CASE NAME (Last, First, M.l.): Enter the name of the case Primary Informant (PI).
CASE NO.: Enter the case number assigned by AZTECS.

WORKER’S D NUMBER: Enter the worker’s D number.

HEA ID: Enter the HEA ID.

NAME OF HOSPITAL: Enter the name of the hospital that the participant is a patient.
PATIENT’S NAME: Self-explanatory.

PATIENT’S DATE OF BIRTH: Self-explanatory.

PATIENT’S RESIDENTIAL ADDRESS: Enter the patient’s home address.

TO BE COMPLETED BY MEDICAL PERSONNEL.: All items are self-explanatory.

C. Routing

DES completes its part and sends the original to the medical personnel. The copy is retained in the file by DES until the
rest of the form is completed by the medical personnel and returned to DES.

D. Retention
The copy is destroyed upon return of the original.

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, the Age Discrimination
Act of 1975, and Title Il of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits
discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national
origin, age, disability, genetics and retaliation. 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.
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