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Susana Martinez, Governor 
Brent Earnest, Secretary 

Nancy Smith-Leslie, Director 

INTRADEPARTMENTAL MEMORANDUM 
MAD-MR: 15-26 
DATE: 10/22/2015 

TO: lSD AND MAD STAFF 

FROM: ~ANCY SMITH-LESLIE, DIRECTOR, MEDICAL ASSISTANCE DIVISON 
rRIL YN MARTINEZ, DIRECTOR, INCOME SUPPORT DIVISION 

THROUGH: ROY BURT, BUREAU CHIEF, ELIGIBILITY BUREAU!'~. 

BY: 

SUBJECT: 

RICHARD MciNTYRE, ELIGIBILITY BUREAU llJt\ 

DELETE AND REMOVE FORM MAD 009 & MAD 606 

GENERAL INFORMATION 

The following forms have been determined by the Forms Committee to be obsolete: 

MAD 009 Third Party Liability Inquiry Form 
MAD 606 Certificate for CMT Assistance Form 
MADSP 606 Certificado De Asistencia De Transporte Medico AI Cliente Form 

FlUNG INSTRUCTIONS 

Please make the following replaceii).ents in the Medical Assistance Manual. 

Delete and Remove- MAD 009 Third Party Liability Inquiry Form revised 1118/13 

Delete and Remove- MAD 606 Certificate for CMT Assistance Form revised 1118113 
MADSP 606 Certificado De Asistencia De Transporte Medico AI Cliente Form 
revised 4/22113 

Please address questions to Doris Valdez at dorise.valdez@state.nm.us. or (505) 476-6816. 

MEDICAL AsSISTANCE DIVISION I PO BOX 2348- SANTA FE, NM 875041 PHONE: (SOS) 827-3103 FAX: (SOS) 827-3185 
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TPL INQUIRY FORM (For HID USE ONLY) 

HEAL 1M INSURANCE COVERAGE INFORMATION 
( 

ISO Office I I Worker •• Telephone Number' Recipient Telephone Numbar I Page 1 ~ 

I llllii'i I I on 
I I 

I CueNII!IIII 

0 TPL 0 PERSONAL INJURY 0 CSED 
1. Are any of the following wortcing and or member8 Name rl Employed Perwon(a) 

I 
Data rl Birth 

ll~llii'll of a union? I I 
Natural parents 0 Yes 0 No Adclrtlla rl Employed PerM!n(a) Telaphone Number 

Recipient or spouse 0 Yea 0 No 
Absent parent 0 Yea 0 No Name of Employw/Unlan 

step parent 0 Yes 0 No 
New apouH oflbeent parent []Yea ONo Aildr-. rl Employwi\Jnlon r-.-tbnber 
Children 0 Yes []No 

he UNION FUND B£NEFrTS or HEALTH INSURANCE rllllllble? []Yea []No If "Y•" ~the Jn!9i'matton below. 

2. Ale you aware of any health lnaui'III'IC8 or other third party resource that tJ COV8rl or IJ may be ~ to any member of the family? 
(For : private , school Insurance, military, veteran~, etc.) If..., •• COI'I1PI* the follolllq:

1 

INSURANCE INFORMATION • Polley I ' 
IWne rl Hllllflh lnlurance ~ Ac:*nss Cly I State lt!Code 

Heme rl Pallcy Holdar~ tD Pallcy Holder Date rllllr1h lrturri· ll"'lllnnC8 Co. Te~~Paone Numbar 

I I 
18 Pallcy Holder 0 Yea [] No I Polley Numbar Group Number Group. Name ~IProgrul) Coverage Dalila: 
Medald Eligible? 

........,.,. of Family Co,_., 8_yln8urance 1Pollc:y Q 
Name DlllllofBirlh ' Social Number DOE COE 

I 1 ' I I I l I I I I 
I I I J I I I t J I 
I I I J I I I L J I 
I I I I I I I I I l 
I I I I I I I I I I 

ABSENTPARENTSECnON 

3. Ia thet8 an absent pai'W1t? 0 Yes [] No If "Yes,~· the follcwlng 

Name of Abaent Parent 

I 
Reldonahip 

I 
DaiiB rl Birth Social Security Number 

I I I I I I I I I I 
AddreA rl AbMnl Parant Telaphane Numbw 

Chlldran reaponaible for: Doee a divorce or a.,.uon ~ or other court order alipullte: 
1. Health l•urance muet be provkled: 0 Yes ONo CJ Unknown 2. 
3. Payment. for medical care? CJ Yes CJNo 0 Unknown 

PERSONAL INJURY SECTION 
4. Has any member of the family been Involved In ..,; accident Type of Injury? 0 Motor Vehicle Accident 

for which medical aervic:es were required? 0 'i'ea 0 No 0 Slip& FeU 0 Worter CompensatiOn 
~ did the accident occur? 0 Result of Crime 0 Other (pleese uple/n) 

[] Automobile 0 Commercial Property OSChool 
0 Private Property CJ Place of Employment 
0 Other 

ClHome Description of lnjUfY: 

ln)nd Reclpienla Name jjrlll I Socilllifj'j I I 
NMie of 1....-.nc:e ~ /AddrNa City State Zip Coct. Tlllephane Numbw 

Name oflnaured 
/ I Cllllm Number 'PolicyNumber 

Nerne ol Lawyer AddrNB City Stetll ZlpCodl T.._Numbar 

DISTRIBUTION: White copy -ISO Office; Carwy copy- MAD TPL; 
MAD 009 Revised 413/03 Pink copy· Circle CSED Region I II Ill IV V VI VII 
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.. • MAD Oot 413103 - Side Two 

INSTRUCTION TO COMPLETE THE TPL INQUIRY FORM 
MAD009 

(Third Party Liability) 

PURPOSE - The TPL INQUIRY FORM- MAD 009 is used to establish the availability of Insurance coverage. Insurance 
coverage may be available through an employer, school insurance, military, veteran or through an absent parent. The MAD 
009 is also used to identify individuals who have been injured through fault of someone else, where a law suit and/or settlement 
may be involved. 

PROCEDURES -The following are Instructions for each section to be completed. The MAD 009form is designed for the Income 
Support Division Worker to obtain the required information from the recipient at the time of Initial Interview and when Information 
changes. 

Do not send form to MAD If TPL Information Is entered Into ISD2. Keep original on file. You may review or print PF-10 for 
TPL. 

For Personal Injury, fill out section 4, send to MAD, attention Personal Injury Section. 

For CSED, fill out sections 1 and 3, send to CSED Regional office (pink copy). 

ROUTING - Upon completion, the original will stay in case file, the canary copy will be forwarded to HSD/MAD-TPL unit. 
The pink copy wUI be sent to the appropriate CSED Regional office (circle the correct Region office). 

RETENTION - 1 year, or as information changes. 

INSTRUCTIONS - (Please refer to form) 
At the top of the MAD 009 form right corner, please print and complete with requested Information. 

I lSD Office lll'tbrlcer Numt.r I WorkerT-.-Number 

Indicate the Recipienfs Name, SS# and Date form was completed. 

lPL 
1. Indicate who in family is employed, obtain all information relating to the 

employer, Including telephone number. If the recipient Is currently enrolled In the insurance offered by 
the empoyer, Indicate in INSURANCE INFORMATION all information relating to the Insurance coverage. 

2. INSURANCE INFORMATION- Must be completed whenever there Is insurance coverage. 
Relationship to policy holder - Indicate the relationship of the recipient to the policy holder 
(mother, father, ste,:rparent, spouse). · 

To be completed at time of PR: 
DOE - Date of Medlcald EUglbility. 
COE- Category of Eligibility. 

3.ABSENTPARENTSECTION 
If there Is an absent parent responsible for health insurance coverage for the children, complete this section entirely. 
If one or more of the children applying for Medicaid has a different absent parent. a separate form must be completed. 

4. PERSONAL INJURY SECTION 
Complete each question if any member of the family has been involved In an accident. "Accidents" are not limited 
to automobile accidents but can include workers' compensation claims, medical malpractice dalms and other 
personal injuries. If an answer Is not known, please write "unknown" or If an answer Is not applicable, please write 
"NA" in the spaces provided. Give any Information that is known about the Injury In the space aDescrlption of injury". 
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HUMAN Ttl SERVICES 
OEr~llTMENT 

MEDICAL ASSISTANCE DIVISION 

Date: 

I I 
Name: 

Address- No. & Street/ P.O. Box I R. Rt. 

City 

CERTIFICATE FOR CLIENT MEDICAL 
TRANSPORTAl ON ASSISTANCE 

I I 

State 

I I I I I I 

Zip Code 

I, ----------------------, state that I do not have a relative, friend, 

neighbor, volunteer or public service organization who can take me to the doctor, clinic, dentist, or 

other medical service provider for free. The worker in the Income Support Division Office talked to me 

about free transportation. I told the worker that I did not have someone to take me to my medical 

appointments for free. 

Signed: -----------------------
(Client or Guardian) 

Witness: -------------------------------

MAD 606 Revised 1118/13 DISTRIBUTION: Copy - Medicaid Recipient, File 
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HUMAN ifi SERVICES 
Dfi'A~TMII'<T 

MEDICAL ASSISTANCE DIVISION 

MADSP 606, Revised 4/22/13 
Medical Assistance Division 

CERTIFICADO DE ASISTENCIA DE TRANSPORTE MEDICO AL 
CLIENTE 

Fecha 

I I 
NOMBRE: 

I I I I I I 
Direcci6n de correo: Nombre y numero de calle. 

Ciudad Estado Zona Postal 

I 

Yo, -----------------------• declare que no tengo un 

familiar, amigo, vecino, voluntario u organizaci6n de servicio publico quien me pueda llevar 

gratuitamente al doctor, clinica, dentista, u otro proveedor de servicio publico. El trabajador en 

la oficina de Divisi6n de Asistencia Econ6mica hablo conmigo sobre transporte gratuito. Yo le 

dije al trabajador que no tengo alguien que me lleve gratis a mis citas medicas. 

Firmado: ______________________ _ 

(Cliente o Guardian) 

Testigo: -----------------------

I 




