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DEPARTMENT OF HEALTH AND HUMAN SERVICES
250114 SKYPORT DR
SCOTTSBLUFF NE 69361

JACKSON JONES
8953 N ST
OMAHA NE 68111

Case Number - 00002113
Case Name - JACKSON JONES
CONTACT - None Assigned
Phone Number - (308)436-6500
Toll Free Number - (800)383-4278
Fax Number - (402)471-9209
Date of Notice - 04-15-2026
Mail Date - 04-17-2026

Medicaid Work Requirements Screener

Medicaid Work Requirements

(Household Members Ages 19-64)

The following optional questions are being asked of household members 19 through 64 years of age who may be eligible for Nebraska 
Medicaid through Medicaid expansion. Household members eligible for Nebraska Medicaid through Medicaid expansion are required to 
demonstrate compliance with Medicaid work requirements to qualify under Medicaid expansion. Providing responses to these optional 
questions will assist DHHS in screening for compliance with work requirements under Medicaid expansion.

Qualifying Month(s):

For new applicants, or individuals being added to a household, these optional questions should be answered, and will be assessed, 
based on the month before the month in which the individual applied (last month).

For existing members, these optional questions should be answered, and will be assessed, based on the time between now and your 
initial determination or last Medicaid renewal.

Household Members

Full Name Date of Birth
JACKSON JONES 03/04/1996

1. Did anyone in the household volunteer in their community in a qualifying month?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

2. Did anyone in the household participate in a work program in a qualifying month (including job training or employment 
services)?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

3. Does anyone in the household have a job that is considered seasonal (for example: snow removal, harvesting, or similar seasonal 
employment)?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________
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______________________________________________________________________________________________________

4. Is anyone in the household an American Indian, Alaska Native, Urban Indian, California Indian, or otherwise eligible to receive 
services through the Indian Health Service (IHS)? (This also includes anyone who is eligible to receive services at a Tribal hospital 
or clinic.)

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

5. Has anyone in the household ever received care through the Indian Health Service (IHS)? (This also includes anyone who 
receives services, or has received services, at a Tribal hospital or clinic.)

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

6. Is anyone in the household a parent, guardian, caretaker relative, or family caregiver for a disabled individual?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

7. Is anyone in the household a veteran with a VA disability rating of 100% (total)?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

8. Was anyone in the household 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, or who has a serious or complex medical condition.)

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

9. Did anyone in the household participate in a drug addiction, alcohol treatment, or rehabilitation program in a qualifying 
month?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

10. Did anyone in the household 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  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________
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11. Did anyone in the household (or their dependent) travel outside their community for an extended period of time to receive 
medical care for a serious medical condition in a qualifying month?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

12. Was anyone in the household enrolled in school or a career and technical education program in a qualifying month?

If Yes, please complete the following for each individual (as applicable):

Name Name of school or 
Program

Number of Credit Hours 
Enrolled

Enrollment Begin Date / 
Anticipated Graduation 
Date
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For New Applicants Only

The following additional optional questions only apply to new applicants, or individuals who are being added to a household, who are 19 

through 64 years of age and may be eligible for Nebraska Medicaid through Medicaid expansion. Providing responses to these optional 

questions will assist in screening for compliance with work requirements under Medicaid expansion.

These additional optional questions should be answered, and will be assessed, based on the month before the month in which the 

individual applied (last month).

Did anyone in the household make more than $580 last month?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Was anyone in the household under the age of 19 at any point last month?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Was anyone in the household pregnant last month?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Was anyone in the household incarcerated at any point in the 4 months prior to their Medicaid application?

      Yes          No  Who? (list all that apply):

______________________________________________________________________________________________________

______________________________________________________________________________________________________
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Submission Instructions

If any household member between the ages of 19 and 64 answered "Yes" to any question on this form, they may need to complete a 

Medicaid Work Requirements Individual Declaration Form (IDF) to demonstrate compliance with Medicaid Work Requirements.

The Medicaid Work Requirements IDF can be accessed by scanning the QR code on this form or by contacting Nebraska Medicaid at any 

of the ways listed below.

Please return this form, and any additional information, to Nebraska Medicaid using one of the following methods:

•   Online: at iServe.nebraska.gov

•   By mail: P.O. BOX 2992

OMAHA, NE 68103-2992

•   By Phone:

■   Phone Number: (855) 632-7633 (select option 3)

■   Lincoln Phone Number: (402) 473-7000 (select option 3)

■   Omaha Phone Number: (402) 595-1178 (select option 3)

■   TTY Number: (402) 471-7256

■   Fax: (402) 742-2351

•   In person: at a local DHHS office dhhs.ne.gov/Pages/Public-Assistance-Offices.aspx
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Nebraska Medicaid Eligibility
Toll Free: (855)632-7633
Lincoln: (402)473-7000
Omaha: (402)595-1178

 Go online:
iServe.nebraska.gov

Federal Health Insurance Marketplace
Go online: Healthcare.gov
Customer Service Center: (800)318-2596

Medicaid Work Requirements Screener - RB Page 6 of 6 84454035




