
[image: image1.png]



	TO:
	OHP Customer Service – Scan and send by secure Email: corrections.5503@state.or.us (PREFERRED) or Fax: 503-373-7493
	# pages
     

	Date:
	     
	Reason for submission:  FORMDROPDOWN 



	Incarcerated Individual Information

	Name:
	     
	     
	     

	
	Last
	
	First
	
	Middle
	

	Date of birth:
	     
	Social Security Number:
	     
	

	Date of release
	     
	Date of incarceration:
	     
	

	Address upon release:
	     
	Phone upon release:
	     
	

	If OHP-eligible, Medicaid Prime ID:
	     
	

	
	
	

	Correctional Facility Information 

	Facility name:
	     
	

	Facility address:
	     
	City, state and zip
	     
	

	Facility Contact name:
	     
	Phone:
	     
	Fax:
	     
	

	Assister Name:
	     
	Assister ID:
	     
	

	
	
	
	
	

	Hospital Information – For in-patient hospital admissions and discharges only

	Hospital name:
	     
	

	Hospital address:
	     
	City, state and zip
	     
	

	Contact name:
	     
	Phone:
	     
	Fax:
	     
	

	Date of hospital admission:
	     
	
	
	
	

	Date of hospital discharge w/release:
	     
	
	
	
	

	Date of hospital discharge w/ re-incarceration:
	     
	
	
	
	

	
	
	
	
	
	

	Attachments – Mark which documents are included 

 FORMCHECKBOX 
 OHA 7210: For inmates who are new OHP applicants/are submitting an OHP renewal

 FORMCHECKBOX 
 MSC 2099: For release of information between hospital, OHA and correctional or other facility

 FORMCHECKBOX 
 Proof of other health insurance (TPL), if applicable 


Confidentiality notice: The information contained in this request is confidential and legally privileged. It is intended only for use of the recipient named. If you are not the intended recipient, you are hereby notified that the disclosure, copying, distribution, or taking of any action with regard to the contents of this document – except its delivery to the intended recipient – is strictly prohibited. If you received this request in error, please notify the sender immediately and destroy all copies of this request and delete from your system, if applicable.
FORM 7100: Oregon Medicaid Eligibility Determinations 


Incarcerated Individuals (under age 65)


FOR CORRECTIONAL FACILITY USE


Please complete this form to report:


Incarceration of OHP-eligible inmates so that OHA may suspend benefits; 


Hospital admissions/discharges;


Release of OHP-eligible/potentially-eligible inmates so that OHA may reinstate benefits; and/or


New OHP applicants/OHP renewals.









