Notes about form

The content in this form was adapted from New York’s version of this form: https://drive.google.com/file/d/1-TIRfHB4YmF_9PvGYjLblj6F7EkXWCt3/view

What triggers this form?

Timelines:

Status:
First draft is done. Being sent to MEAC for review via email on 4/22. 

Approvals:
· Stefany
· Evonne 
· Michelle
· Ivan
· Shawn
· Marivel
· Etc…
___________________________________________________

[image: Health First Colorado, Colorado's Medicaid program]
Student Enrollment Verification Form 

This form provides Health First Colorado (Colorado’s Medicaid program) with more information about time you spend in school so we can determine whether you comply with work requirements, also known as community engagement. Education hours must occur at an accredited high school, GED program, college, university, or technical school.

If your school has its own student enrollment verification form, you can submit that instead of this form. Submit your university student enrollment form the same way you would submit this form. If you are a student at more than one school, make a copy of this form and complete a separate form for each one.
To be completed by the student:

Student name: ______________________________________ Date: ______________________

Date of birth: _______________________________________
Health First Colorado ID (if you are already a member):  ________________
Name of school: _________________________________ 


To be completed by the school registrar’s office or an administrator:

	Term start date (MM/DD/YY)
	Term end date (MM/DD/YY)
	Quarter, semester or trimester calendar
	Enrollment status
	Hours enrolled

	
	
	  ⃞    Quarter
  ⃞    Semester
  ⃞    Trimester
	  ⃞    Full time
  ⃞    Half time
  ⃞    Less than half            time
	



1. Is the student enrolled in an accredited technical school? Yes [ ] No [ ] 
2. Is the student enrolled in a high school or GED program? Yes [ ] No [ ] 
3. Is the student enrolled in an accredited university, college or community college? Yes [ ] No [ ] 

By signing below, I certify that all of the information provided above is true and accurate to the best of my professional knowledge. 


________________________________________    	 ________________  
Signature of Education Official              			 Date 

________________________________________            
Printed Name  

________________________________________ 
Title 

________________________________________ 
Phone Number

_______________________________________
Email 
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