
NEWBORN ELIGIBILITY FORM INSTRUCTIONS ç  WhEN COMpLETING ThIS FORM, REMOvE ThIS ShEET aNd  
FOLLOW ThE INSTRUCTIONS LISTEd.

pROvIdER INFORMaTION
ImmedIately after the bIrth of a chIld to a mother who has valId medIcal  
assIstance coverage, notIfy the county assIstance offIce (cao) contact 
 person located In the mother’s county of resIdence by telephone or 
fax. follow-up the InItIal contact WIThIN ThREE (3) WORkING daYS of the 
chIld’s bIrth by completIng thIs form and submIttIng It to the approprIate  
cao/dIstrIct offIce.

IMpORTaNT
before the baby’s dIscharge be sure to:
 1. complete thIs form wIth the assIstance of the baby’s mother or  

authorIzed representatIve.
 2. complete the “temporary newborn elIgIbIlIty card” (ma 467) and present 

It to the mother In order for her to obtaIn medIcal servIces for her 
newborn prIor to receIvIng the newborn’s medIcal assIstance access 
card.

 3. Instruct the baby’s mother or authorIzed representatIve to contact 
the approprIate managed care organIzatIon  for assIstance In choosIng 
a prImary care case manager who wIll provIde medIcal care for the 
baby and schedule appoIntments for the baby’s epsdt screenIng, 
ImmunIzatIons and follow-up care.

pROvIdER INSTRUCTIONS FOR  
COMpLETING ThE Ma 112

provIders must complete the unshaded areas of the 
form to supply requested InformatIon to the approprIate  
county assIstance offIce (cao). the shaded areas are for 
use by the cao.

after completIng the requIred InformatIon, maIl the form 
to the approprIate county assIstance offIce.

pROvIdER INSTRUCTIONS FOR BILLING
bIll medIcal assIstance IMMEdIaTELY after you contact the 
cao and submIt the ma 112 to the cao.

IT IS NO LONGER NECESSaRY TO WaIT FOR ThE Ma 112 TO BE 
RETURNEd TO YOU BEFORE SUBMITTING YOUR INvOICE.

when you submIt your InvoIce to medIcal assIstance prIor to 
receIvIng the newborn’s recIpIent number, you must bIll as 
follows:
	 •	

	 •	

	 •	

on	 the	 UB-04	 invoice,	 Use	 the	 mother’s	 recipient	 nUmBer	
and	 condition	 code	 “Y0”	 which	 indicates	 that	 this	 is	 a	 
newborn bIllIng.
in	the	“remarks	section”	of	the	invoice,	place	the	mother’s	
name, date of bIrth and socIal securIty number.
on	 the	 cms-1500,	 Use	 the	 mother’s	 recipient	 nUmBer	 and	
attachment type ‘26’ to IndIcate that thIs Is a newborn 
bIllIng. also, use attachment code ‘99’ and on a separate 
sheet	attach	remarks	 -	 inclUde	the	mother’s	name,	date	
of bIrth and socIal securIty number.

if	this	form	is	retUrned	to	YoU	prior	to	Billing,	check	item	3	
for cao elIgIbIlIty determInatIon. If the newborn Is elIgIble, 
Be	sUre	to	Use	the	10	digit	recipient	nUmBer	shown	in	item	17	
to bIll for the baby’s care.

the	BaBY	will	have	medical	assistance	coverage	Under	the	10	
dIgIt recIpIent number for one (1) year followIng the baby’s 
bIrth. cash assIstance for the baby wIll begIn wIth the baby’s 
bIrthdate and end on the fIrst day of the second month  
followIng the bIrth or upon the mother’s release from 
the hospItal, whIchever Is later. cash coverage wIll be  
desIgnated by the record and category number assIgned  
by the county assIstance offIce.

If the county actIon IndIcates “InelIgIble” In Item 3, the  
IndIvIdual IdentIfIed by the recIpIent number shown In Item  
12 was not elIgIble for medIcal assIstance or cash assIs-
tance on the newborn’s date of bIrth.

qUESTIONS REGaRdING COUNTY aSSISTaNCE OFFICE aCTION MaY BE dIRECTEd TO ThE CaO CONTaCT pERSON dESIGNaTEd ON ITEM 33
ma 112   12/13



SpECIFIC INSTRUCTIONS FOR COMpLETING EaCh qUESTION aRE aS FOLLOWS:
 1. m.a. fee for servIce IdentIfy whether the recIpIent Is  

covered by regular medIcal  
assistance	BY	checking	this	Block.

 2. hmo/hIo IdentIfy whether the recIpIent Is  
covered	BY	an	hmo/hio	BY	checking	the	
appropriate	Block.

 3. cao determInatIon cao completIon

 4. payment name enter the payment name shown on the 
mother’s access card.

	 5.	 telephone	nUmBer	 enter	the	area	code	and	telephone	 
number of payment name (home or other).

 6. cIvIl sub dIvIsIon cao completIon

 7. school dIstrIct cao completIon

 8. maIlIng address enter the maIlIng address of payment 
name obtaIned from mother.

 9. effectIve date cao completIon

	10.	 closing	date	 cao	completion

 11. mother’s name enter the mother’s name

	12.	 mother’s	recipient	no.	 enter	the	mother’s	10	digit	recipient	
number as shown on her access card or 
through accessIng e.v.s.

 13. mother’s ssn enter the socIal securIty number of the 
mother.

 14. mother’s bIrthdate enter the bIrthdate of mother.

	15.	 mother’s	telephone	no.	 enter	the	telephone	nUmBer	of	the	
mother.

 16. lIne number cao completIon

 17. newborn’s recIpIent no. cao completIon

 18. newborn’s name enter the last name, fIrst name and  
mIddle InItIal of the newborn. (If child is  
not named, enter last name and either “baby girl” or 
“baby boy” as appropriate). If more than three babies, 
complete a second form.

 19. bIrthdate enter the bIrthdate of the newborn In 
sIx (6) dIgIt format (mm/dd/yy).

	20.	 sex	 enter	the	sex	of	the	newBorn.

 21. race enter the race of newborn usIng the 
codes below the Item.

	22.	 provider	applied	for	ss#	 checkmark	appropriate	Block	(Yes	or	
no)

  (eab-enumeratIon at bIrth) to IndIcate If a socIal securIty applIca-
tIon (eab) was fIled and complete Item 43.

 23. relatIonshIp to head of cao completIon
  household

 24. assIstance status cao completIon

	25.	 medical	resoUrce	code(s)	 enter	the	mother’s	medical	resoUrce	
code(s) obtaIned from the elIgIbIlIty  
verIfIcatIon system (evs).

ThE FOLLOWING aRE CaO COMpLETEd qUESTIONS

 26. county 27. record number

 28. category 29. control dIgIt

	 30.	 m.a.	fee	for	service	 31.	 hmo/hio	plan	name

 32. plan code (hmo/hIo)

 33. county assIstance offIce cao completIon

 34. thIrd party lIabIlIty only complete thIs sectIon If there are
  resources resources avaIlable towards the baby’s 

staY	which	are	not	shown	in	item	25.	for	
example, If the chIld’s father has  
Insurance whIch would cover the baby’s 
medIcal expenses, complete as much of 
the InformatIon as possIble.

	35.	 signatUre	of	mother	or	 have	the	mother	or	aUthorized	
  authorIzed representatIve representatIve for the newborn sIgn 

here.

 36. date enter the date the applIcatIon was 
sIgned.

 37. provIder’s name enter the name of hospItal, bIrth  
center or nurse mIdwIfe submIttIng  
the applIcatIon.

 38. provIder’s number enter your medIcal assIstance provIder 
I.d. no.

 39. telephone number enter the area code and phone number 
of the hospItal or bIrth center contact 
person, or the nurse mIdwIfe.

	40.	 provider’s	address	 enter	the	address	of	the	hospital,	Birth	
center, or nurse mIdwIfe submIttIng the 
applIcatIon.

 41. provIder’s contact person enter the name of the nurse mIdwIfe, or 
the contact person In the hospItal or 
bIrth center

 42. provIder’s completIon date enter the date the hospItal, bIrth  
center, or nurse mIdwIfe completed the 
applIcatIon.

 43. certIfIcatIon of  the person completIng thIs Item must
	 	 enUmeration	 have	direct	knowledge	that	the	enUmer-

atIon at bIrth (eab) was completed.  
IF EaB INFORMaTION IS NOT avaILaBLE,  
dO NOT dELaY SUBMISSION OF ThE Ma 112  
TO CaO.



NEWBORN ELIGIBILITY FORM 
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1. MA fee for service 2. HMo Hio 3. county AssistAnce  
  eligible     ineligible    office deterMinAtion

4. PAyMent nAMe 5. telePHone nuMber b. civil sub div 7. scHool district
(             )

8. MAiling Address street city stAte ziP code 9. effective dAte 10. closing dAte

11. MotHer’s nAMe 12. MotHer’s 10-digit reciPient no. 13. MotHer’s sociAl security no. 14. MotHer’s birtHdAte 15. MotHer’s telePHone no.

(                )

NEWBORN daTa
16. 17. 18. 19. 20. 21. 22. 23. 24. 25.

Provider APPlied  newborn’s nAMe birtHdAte relAtionsHiP AssistAnce MedicAl line newborn’s  sex rAce for s.s. nuMber to HeAd of stAtus resources no. reciPient no. lAst                                            first                                               Mi MM        dd         yy yes           no HouseHold code (s)

26. co 27. record nuMber 28. cAt 29. crt. dig. 30. MA fee for service 31. HMo/Hio PlAn nAMe 32. PlAn code
s 1. blAck (not HisPAnic origin); 2. HisPAnic; 3. nortH AMericAn indiAn or AlAskAn nAtive 

4. AsiAn or PAcific islAnder; 5. wHite (not of HisPAnic origin); 6. otHer

33. COUNTY aSSISTaNCE OFFICE
cAo nAMe

cAo contAct Person nAMe

cAo contAct Person signAture
dAte telePHone nuMber

coMMents

mother or authorization signature

35. signAture of MotHer or AutHorized rePresentAtive 36. dAte

34. COUNTY aSSISTaNCE OFFICE
tyPe insurAnce ded/PP nAMe of insurAnce cArrier

clAiMs office Address (include city, state and zip code)

grP/contrAct/Policy nuMber grouP nAMe/grouP nuMber dAtes of contrAct
from                                       to

Policy Holder’s nAMe (if not mother) Policy Holder’s s.s. nuMber

Policy Holder’s Address (if not mother)

eMPloyer’s nAMe telePHone nuMber
(                )

Address (include city, state and zip code)

37. Provider’s nAMe 38. Provider’s nuMber 39. telePHone nuMber
(                )

40. Provider’s Address  43. certificAtion of enuMerAtion 
i certify that an application(s) was made for a social security 

41. Provider’s contAct Person 42. Provider’s coMPletion dAte number (s) for the above listed newborn (s). 
on (date)___________________________________________

if this information is not available, do not delay submission of ma 112 Cao  ä
signature of Provider’s representative

IMpORTaNT  thIs form establIshes automatIc medIcal assIstance elIgIbIlIty for newborns. If the mother Is currently receIvIng cash 
assIstance and/or snap benefIts, thIs form wIll also add the newborn to these benefIts. If the mother wIshes cash assIs-

NOTICE tance benefIts for the chIld to contInue, she must contact the county assIstance offIce to establIsh elIgIbIlIty.




