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First Name Middle Initial Last Name
Address
Date of Birth Last 4 digits of Social Security Number

Individuals eligible for Nebraska Medicaid through Medicaid expansion are required to demonstrate compliance with 
Medicaid work requirements to qualify for Medicaid coverage. Medicaid expansion includes people who are aged 19-64, 
have a low income, and get their health insurance through Nebraska Medicaid. They cannot get Medicare and they are 
not pregnant or eligible on the basis of a disability. They also must be a U.S. citizen or meet Medicaid immigration rules. 
Low income means people who earn up to 138 percent of the federal poverty level which, for 2026, is about $22,025 per 
year for a single person or $45,540 for a family of four.
This form is intended to be used by such individuals to provide information which demonstrates compliance with 
Medicaid work requirements.
This form only accepts attestation for the activities listed below. There may be other activities not listed that require a 
different form of verification. For more information regarding Medicaid work requirements, please visit: dhhs.ne.gov/
Pages/WorkRequirements.aspx
Qualifying Month(s):
•	 For new applicants, or individuals being added to a household, the questions on this form should be answered, 

and will be assessed based on the month before the month in which the individual applied (last month).
•	 For existing members, the questions on this form should be answered, and will be assessed, based on the time 

between now and your initial determination or last Medicaid renewal.
Please answer all questions completely and accurately to the best of your knowledge.  If a question does not 
apply to you, answer “No” or enter “N/A.” Questions marked with an asterisk (*) are required. Submitting an incomplete 
form may result in delays in processing your benefits or may result in the denial, termination or decrease in your 
benefits.
Who is this form being filled out for? *
•	 Name:_______________________________________________________________________________________
•	 Date of Birth:___________________
•	 Last 4 of SSN:__________________
Did this individual volunteer in their community in a qualifying month?  Yes  No 
•	 Number of volunteer hours per month:______________________________________________________________
•	 Name of Organization(s):________________________________________________________________________

	■ Address(es):______________________________________________________________________________
•	 Organization Contact(s):

	■ Name(s):__________________________________________________________________________________
	■ Phone(s):__________________________________________________________________________________

Did this individual participate in a work program in a qualifying month (including job training or employment 
services)?  Yes  No 
•	 Number of hours per month:______________________________________________________________________
•	 Name of the Work Program(s):____________________________________________________________________

	■ Address(es):______________________________________________________________________________
•	 Work Program Contact(s):________________________________________________________________________

	■ Name(s):__________________________________________________________________________________
	■ Phone(s):_________________________________________________________________________________

Was this individual enrolled in school or a career and technical education program in a qualifying month?     
Yes  No 



If yes, please complete the following:
■ Name of school or program: ____________________________________________________________
■ Number of credit hours enrolled:_________________________________________________________
■ Enrollment begin date:_________________________________________________________________
■ Anticipated graduation date (if applicable):_________________________________________________
Was this individual a parent, guardian, caretaker relative, or family caregiver of a child 13 years old or younger 
in a qualifying month?   Yes  No 
(Mark/answer all that apply):
• Does the child live in your household?   Yes  No 
• Is the child a relative?   Yes  No 

◦ If no to the above questions, describe your relationship to the child who you provide care to:

◦ If no to the above questions, how many hours of caregiving are provided?

Was this individual a parent, guardian, caretaker relative, or family caregiver of a disabled individual in a 
qualifying month?  Yes  No 
• Describe the chronic or other health condition, disability, or functional limitation of the individual to whom care is

provided:____________________________________________________________________________________
_______________________________________________________________________________________________
(Mark/answer all that apply):
• Does the disabled individual live in your household?  Yes  No 
• Is the disabled individual a relative?  Yes  No 

■ If no to the above questions, describe your relationship to the individual who you provide care to: ____________

• How many hours of caregiving are provided? ________________________________________________________
Has the individual been incarcerated in the last 12 months?   Yes  No 
• Most Recent Release Date: _____________________________________________________________________

■  Check here if the individual is still incarcerated
• Name of Facility:_______________________________________________________________________________

■ Address:__________________________________________________________________________________
Was this individual considered medically frail or did they otherwise have special medical needs in a qualifying 
month? This includes anyone who is blind or disabled, has a substance use disorder, has a disabling mental 
disorder, has a physical, intellectual, or developmental disability that significantly impairs their ability to 
perform one or more activities of daily living (for example bathing, dressing, eating, or toileting), or who has a 
serious or complex medical condition.  Yes  No 
• Describe the health condition(s) the individual has that fit the list above :___________________________________

____________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
• What doctor(s) or healthcare provider(s) does the individual see for these health conditions?

■ Name(s): _________________________________________________________________________________
■ Address(es): ______________________________________________________________________________
■ Telephone number(s): _______________________________________________________________________

• Were services provided related to the above health condition(s) while the individual was enrolled with Nebraska
Medicaid?   Yes  No 

Was this individual participating in a drug addiction or alcohol treatment and rehabilitation program in a 
qualifying month? (If so, answer the following based on the most recent participation.)   Yes  No 
• Name of Facility: ______________________________________________________________________________

■ Facility Address: ___________________________________________________________________________
■ Contact Name: ____________________________________________________________________________



■ Phone: __________________________________________________________________________________
• Date(s) of Service: ____________________________________________________________________________
• Were these services provided while the individual was enrolled with Nebraska Medicaid?  Yes  No 
Is this individual a veteran with a VA disability rating of 100% (total)?   Yes  No 
• If yes, effective date of disability rating: _____________________________________________________________
Did this individual receive inpatient hospital services, nursing facility services, services in an intermediate care 
facility for individuals with intellectual disabilities (ICF/DD), inpatient psychiatric hospital services, or other 
similar services in a qualifying month?   Yes  No 
• Date(s) of Service: ____________________________________________________________________________
• Name of Facility: _____________________________________________________________________________
• Were these services provided while the individual was enrolled with Nebraska Medicaid? Yes  No 
Did this individual (or their dependent) travel outside of their community for an extended period of time to 
receive medical care for a serious medical condition during a qualifying month?   Yes  No 
• Date(s) of Service: ____________________________________________________________________________
• Name of Facility(s): ___________________________________________________________________________

■ Address(es): _____________________________________________________________________________
• Name of individual(s) receiving medical care: _______________________________________________________
• Describe the health condition(s) being treated: _______________________________________________________

____________________________________________________________________________________________
• Reason for travel outside the individual’s community: _________________________________________________

____________________________________________________________________________________________
• Were these services provided while the individual was enrolled with Nebraska Medicaid?   Yes  No 

I hereby authorize the Nebraska Department of Health and Human Services and its agents to request from third parties 
any information or documents necessary for the administration of its programs. Such third parties shall include but not 
be limited to: the Internal Revenue Service (IRS), Social Security, the Department of Homeland Security, a consumer 
reporting agency, and financial institutions. Any third party shall also be authorized to provide any information or doc-
uments requested by the Nebraska Department of Health and Human Services concerning myself or, when required 
by law, any other person. I further authorize the Nebraska Department of Health and Human Services to release such 
information or documents to cooperating State or Federal Agencies in accordance with any applicable law.

This authorization is given only to the Nebraska Department of Health and Human Services to be used in the admin-
istration of its programs and for no other purposes. It shall continue in effect until the earliest of the rendering of a final 
adverse decision on my application for medical assistance, the cessation of my eligibility for medical assistance, or such 
time as I state in writing that I rescind this authorization.

I release any third party from any and all liability to me and, when applicable, any other person, for supplying the 
aforementioned information or documents.

I’m signing this form under penalty of perjury, which means I’ve provided true answers to all of the questions to 
the best of my knowledge. I know that I may be subject to penalties under federal law if I intentionally provide 
false or untrue information.
A REPRODUCTION OF THIS RELEASE IS AS VALID AS THE ORIGINAL
____________________________________________
Applicant/Beneficiary Signature Date:
____________________________________________
Signature and Relationship of Person Who Helped Date:

I hereby authorize the Nebraska Department of Health and Human Services and its agents to request from third parties 
any information or documents necessary for the administration of its programs, including financial information. I also 
authorize the release of my Social Security Number for this purpose.



Additional comments:

If you would like to fill out this form electronically, scan this QR code or go online to iServe.Nebraska.gov for more 
information

https://iserve.nebraska.gov/
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