
202 -202   
 a  a  

 

    
STEP 1 List ALL children, infants, and  

 

 MI Child’s Last Name  

 

   Homeless    
 

Yes No 

STEP 2  

NO         YES          
           C

   -  

STEP 3  
A. All Adult 

 

   

 

  
Child 

  

   
  

  

 

 Weeks     Weeks     Weeks    
$ $ $ 

$ $ $ 

$ $ $ 

$ $ $ 

 
C A  

   

B.
Sometimes 

 
 

     
$ 

STEP 4   
 

 
   

  State Zip   



STEP 5 -  

 
YES   
NO 

 
-33- - - -28-

 

       

 

This application information may be shared with the Family and Social Services Administration for the purpose of identifying children who may qualify for free or low-cost health insurance under Medicaid or Hoosier Healthwise. If 
you want the application information shared for this purpose, please sign below. I certify I am the parent/guardian of the child(ren) for whom application is being made. I authorize the release of information for this purpose. 
For information about Hoosier Healthwise health insurance, call 1-866-408-6131. 
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