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1. Form Type
5. Setting
6. Medicare Part A
All Terminal Diagnosis – List all Terminated Illnesses (Required)
ICD Code
Provider Information
Individual's Declaration
I understand if I am determined eligible for Medicaid, I may receive Medicaid hospice services such as physician care services, nursing care services, medical social services, counseling services, home health aide services, therapy services, medical appliances and supplies, drugs and biologicals, volunteer services, inpatient services, respite services and other services related to the treatment of my terminal condition for which hospice care was elected.
I waive other Medicaid acute care services related to the treatment of my terminal illness(es). I do not waive Medicaid services unrelated to the treatment of my terminal illness(es). I waive only those Medicaid services also provided by Medicare. Individuals under 21 years of age are not required to waive Medicaid services.
I understand I must elect the Medicare and Medicaid hospice programs when I am eligible for both Medicare and Medicaid benefits. 
I understand I may cancel and re-elect the Medicaid Hospice Program at any time without any penalties.
I understand the difference between palliative and curative care.
Keep a copy for your files
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