
 
APPLICATION FOR TEMPORARY MEDICAID  

FOR 
HURRICANE EVACUEES 

 
Contact Information in North Carolina:    
 
 
Name:____________________________________________________ 
                  First                       Middle                  Last                                     
Who are you living with while in North Carolina?________________________________ 
          (Name) 
________________________________________________________________________ 
               (Address, City, State, Zip)                                              (Telephone Number) 
 
I hereby certify that I am a victim of a federally declared disaster area in   
 
_____________________________________________ as a result of Hurricanes Katrina or Rita. 
 (City, County/Parish & State of Disaster) 
 

 

 
 
 
 
 
 
 
 
 
 
 
 

I hereby certify that I and the persons listed on the application for whom I am applying, are currently receiving 
 
Medicaid benefits in _______________________    _____________________   
                                     (City & State of Disaster)     (Medicaid ID Number) 
 

OR 
   
to the best of my knowledge my income and resources do not exceed the NC eligibility requirements of  
 
________________ and ________________ respectively. 
            (To be completed by worker)  
 
 
 
My Address in Disaster Area________________________________________________ 
                                     (Street Address) 
________________________________________________________________________ 
                                    (City, State, Zip) 
 
I understand that my eligibility to receive Medicaid in North Carolina is temporary and may be 
terminated anytime at the sole discretion of the state. 
 
Have you applied to receive services from the Federal Emergency Management Agency (FEMA)? 
_________________________. 
         (Yes/No) 
 
_____________________________________     _______________________________ 
Signature of Applicant or Legal Guardian                                       Date   
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