






Signature of applicant who completed this form Date of signature

Signature of person who helped complete this form Date of signature

AGENCY USE ONLY

Pregnancy Verification aMedical statement attached
Medical chart location (office name) Patient name and number

Telephoned (name) Agency/Business Call date

Verification statement

Identification Verification
Woman’s name a P

Document number

a E
Infant’s name a P

Document number

a E
Child’s name a P

Document number

a E
Medical chart location (office name)

Income Verification a Verification attached (county department of job and family services, employer, other agencies)
Check those that apply

a OWF a Disability Assistance a Disability Assistance—Medical a Food Stamps a Medicaid a Refugee

Medical card number Effective date Food Stamp card number Effective date

a Verification statement (document/check stub/letter) used Income amount a weekly a biweekly Statement date

$ a semimonthly a monthly
Telephoned (name) Agency/Business Call date

Confirmed information

Other

Proof of Residence

a Ohio License/ID a Utility bill a Credit bill aWIC Reminder Card a Other: 

WIC personnel signature Date

HEA 4460 (Rev.  9/05)

I have read my rights and responsibilities,
or they have been read to me, and I under-
stand them. I agree to fulfill my responsi-
bilities as described. I agree to provide
proof of eligibility if such proof is asked for.
I give my consent to make whatever con-
tacts are necessary to determine my eligi-
bility for assistance and to verify informa-
tion I have given in this application.

I authorize any person who furnishes me
with health care or medical supplies to
give the Ohio Department of Job and
Family Services or the Ohio Department of
Health any information related to the
extent, duration, and scope of services

provided to me under the Medicaid pro-
gram, WIC, and other medical assistance
programs. In addition to information
shown on claim forms, such information
may include, but is not limited to, patient
medical records, and records showing the
date, time, and length of office visits,
tests, or treatments and program eligibility.

I also authorize the Ohio Department of
Health and the Ohio Department of Job
and Family Services to exchange any infor-
mation I have provided on this form, in
order to enable the departments to deter-
mine my eligibility for any program admin-
istered by them.

I understand that this application will be
considered without regard to race, color,
sex, age, handicap, religion, national origin,
or political belief.

By my signature below, I affirm that to the
best of my knowledge and belief the
answers on this application are complete
and correct. I understand that the law pro-
vides penalty of fine or imprisonment (or
both) for anyone convicted of accepting
assistance he or she is not eligible for. I
state under penalty of perjury that all of the
information in this application is true and
complete to the best of my knowledge.




