
ARKANSAS DEPARTMENT OF HUMAN SERVICES 
FAMILY PLANNING ASSISTANCE 

ANNUAL RENEWAL 
 
 

County Office Address    Applicant’s Address 
 
 
 
 
       If above address has changed, please provide corrected address 
 
COMPLETE EACH QUESTION ON THIS REPORT AND RETURN IT ON OR BEFORE  _______________. 
 
Annual Renewal Instructions – It is time for the annual review of your eligibility for the Family Planning 
Medicaid Waiver.  Complete each question on this report and return it to the county office listed above by the 
report date shown above.  This report will be used to determine your continuing eligibility for Family Planning 
Medicaid Waiver.  You will not be required to visit your local DHS County Office. 
 
1. Household Composition   (Attach additional sheets if needed.) 
Please list your spouse and children if living in your home.  
 
Name 

 
Social Security Number* 

 
Birth Date 

 
Race 

 
Sex 

U. S. Citizen 
(Yes or No) 

      

      

      

      

      

*Social Security Number of your spouse or children are not required, but it is helpful to better serve you. 
 
2.  Income      (Attach additional sheets if needed.)  
Does anyone in the household receive income from the following? 
 
Source of Income   

 
Yes or No  

 
Source  

Gross Pay     
(before deductions) 

 
How often 

 
Who receives 

Employment, work, 
farming, self employment 

     

Retirement, social security, 
SSI, veterans benefits  

     

Child support, alimony, 
unemployment benefits, 
worker’s compensation, 
student loans, grants 

     

Miscellaneous income, part 
time, babysitting, rental 
property, roomer or 
boarders, insurance, etc. 
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3. Resources     (Attach additional sheets if needed.)  
Does anyone in your home have or is their name on any of the following? 
Type of Resource Yes or No Amount Where Who owns 

Cash on hand      

Checking account      

Savings account      

Stocks, Bonds, CD’s      
Insurance (life, burial)      
Mortgages      

Other     

 
4.  Child Care 
Do you pay childcare for any child living in the home?            ________ Yes       _______ No 
 
If yes, How much? $ ___________________      How often? _________________  For whom? ________________ 
 
5.  Health Insurance 
Do you have health insurance of any kind?        _________ Yes      _________  No 
If yes, what is the name of the insurance company?  ________________________________________________ . 
 
 
I DECLARE UNDER PENALTY OF PERJURY THAT THE ABOVE IS TRUE AND CORRECT.  If I 
receive benefits to which I am not entitled because I withheld information or provided inaccurate information, 
such assistance will be subject to recovery by DHS.  Any assistance I receive in the future may be reduced to 
recover this overpayment and I may be subject to prosecution for fraud and/or imprisoned. 
 
 
 
 
 
______________________________________________________                         _________________________________________ 
                  Recipient’s Signature                                                                                     Date  
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