MISSOURI DEPARTMENT OF SOCIAL SERVICES
FAMILY SUPPORT DIVISION
MEDICAID ELIGIBILITY AUTHORIZATION
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TO THE VENDOR:

QUALIFIED MEDICARE BENEFICIARIES:  Persons with a “Y” indicator in the QMB field are eligible for benefits in addition to regular Medicaid, which include Medicare covered services.  Total Medicaid payment for Medicare covered services will consist of co-insurance and deductible amounts, as determined by the Medicare program.

HOSPICE INFORMATION:  When hospice care is noted, providers are encouraged to contact the hospice indicated about who to bill for specific services.
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