Emergency and Dental Funds – DETAILED DESCRIPTION AND ESTIMATE
Client Name:  ______________________________

Medicaid #: _____________________
	Category
	Description
	Grant Exclusions
	Cost Estimate

	Dental
These services are to be paid after client has reached the maximum Medicaid Dental Service dollar amount.

Emergency
Misc. Items to be purchased for participant on an emergency basis at the discretion of Intense Transition Managers Request, for items that would otherwise be denied. (Items which might be covered include food, utilities, medical needs, or payment for an item not covered in another category). Not to be used on Rent, Room/Board.
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Please list each item separate including cost. If one item is over $300 please provide 3 BIDS for item.
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