F104

08/10



[image: image1.png]












Amount Requested:      
Name      



Social Security Number      



Address      


City      

Zip      
Current Funding:

HCBS
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State Grant / State Aid
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Requesting assistance for what item/service (if requesting Start up funds to purchase household items please submit an itemized list with the cost of each item.):      
Please include average income/expense information.  Household income/expense information is required for those living with family/guardian regardless of age.   

Number of people living in the home __Adults __ Children

Average Monthly Income (after taxes)
	SSI/SSDI      
	Food Stamps (vision card)      

	Family Subsidy/Support      
	Employment      

	General Assistance       
	Alimony/Child Support Received      

	Temporary Aid for Needy Families (TANF)      
	Trust Fund/Adoption Subsidy      

	Other (please describe)      
	Total Income      


Average Monthly Expenses

	Mortgage/Rent      
	Electric/Gas      

	Phone/Cable      
	Water/Trash      

	Food/Laundry      
	Child Support/Alimony Paid      

	Transportation      
	Child Care      

	Insurance      
	Total Expenses      

	Other (please explain)      


If receiving SSI/SSDI who is the person’s payee?       
Justification for Request:       
Required if requesting Durable Medical Equipment:

Contact Marc Madden (337-6123 or Marc.Madden@srs.ks.gov) or Emily Gagnebin (337-6350 or Emily.Gagnebin@srs.ks.gov) to see if Medicaid will pay:  Contact date and Response:       
Disability Information and Referral Services (942-6300) contact date:         
Who did you speak with?      
Were you given other options?
If yes, please list options and results below.
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Other Funding Sources Attempted
	Name of Source
	Amount of match funds obtained or reason for denial

(please include copy of denial notice if available)

	
	

	
	

	
	


Additional information:      
Check List:
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Note:  

· Maximum of $1000 available per calendar year per person

· Maximum of $300 available for start-up costs

· Flex funds can’t be used for past due bills
Flex Fund Request
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