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AI-generated content may be incorrect.]Kau ‘Ai Pono Food Benefit Request Form – Health Plan Version & Script

This form assesses eligibility for the Kau 'Ai Pono: Season of Eating Well Pilot, which provides nutritious food boxes, vouchers, or gift cards to eligible members to supplement their diets with healthy fruits, vegetables, and proteins during the holiday season. If eligible, you may fill out the consent form and person-centered service plan, which are at the end of this document.

Part I: Member Information
Contact Information
	1. Name (as shown on Medicaid or QI Health Plan Card):



	2. Medicaid or Health Plan ID # (If known):


	3. DOB (MM/DD/YYYY):



	4. If applicable, name of Guardian or Legal Authorized Representative:



	5. Contact Phone Number (indicate cell or house):
	6. Contact Email:



Dependents
8. Do you have anyone 18 years or younger living in your home? 
☐ Yes		☐ No 

Part II: Eligibility
[bookmark: _Hlk213422223]This section assesses eligibility. Medicaid members 18 years of age and older are eligible to participate in the pilot if they meet both food (in)security and clinical eligibility criteria.

1. Age
1. Are you 18 years old or older?          
☐ Yes		☐ No

1.a. *If no, are you a legally emancipated minor?   
☐ Yes		☐ No 




1. Food Security Assessment
[bookmark: _Hlk213422272]The next 5 questions assess food security. For these statements, please check whether the statement was often true, sometimes true, or never true for you in the last 12 months. 

1. “The food that (I/we) bought just didn’t last, and (I/we) didn’t have money to get more.” In the last 12 months, this was: 
☐ Often true 		☐ Sometimes true		 ☐ Never true 

2. “(I/we) couldn’t afford to eat balanced meals.” In the last 12 months, this was: 
☐ Often true 		☐ Sometimes true 		  ☐ Never true 

3. In the last 12 months, did you and/or other adults in your household ever cut the size of your meals or skip meals because there wasn’t enough money for food?
☐ Yes   	☐ No

3.a. *If yes, how often did this happen?  
☐ Almost every month          ☐ Some months, but not every month  
☐ Only 1 or 2 months 

4. In the 12 months, did you ever eat less than you felt you should because there wasn’t enough money for food? 
☐ Yes		☐ No 

5. In the last 12 months, were you ever hungry, but didn’t eat, because there wasn’t enough money for food? 
☐ Yes		☐ No 



1. Clinical Eligibility Screening

Do you have any physical or mental health conditions, like diabetes, high blood pressure, cancer, depression, a disability, pregnancy (or gave birth in the past two months), or any other condition that requires regular care? 

You can refer to the physical and mental health conditions on the list below. You do not need to say or mark which condition.
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· COPD 
· Chronic Kidney Disease 
· Hypertension or high blood pressure 
· Pre-diabetes 
· Diabetes 
· Cardiovascular disorders 
· Stroke 
· Eating disorders 
· Severe food allergies 
· Gastrointestinal disorders 
· Complex non-healing wounds 
· Malnourishment disorders 
· Seizure disorders 
· High-risk perinatal conditions 
· Cancer 
· HIV/AIDS
· Morbid obesity (BMI ≥ 40) 
· Metabolic syndrome 
· Persistent, disabling, progressive, or life-threatening mental health condition 
· A health condition stemming from childhood abuse, domestic violence, neglect, or other types of trauma 
· Substance use disorder 
· Intellectual disability  
· Developmental disability  
· Pregnancy 

· Less than two (2) months postpartum without complicating factors or less than twelve (12) months postpartum following a complicated pregnancy



☐ Yes		☐ No     	☐ Don’t Know/Not Sure
Additional Clinical Screening Questions
1. Are you currently receiving home and community base services such as chore services, personal assistance, or adult day care and do not reside in an institutional setting (ex: nursing home)?
☐ Yes		☐ No     	☐ Don’t Know/Not Sure

2. In the past 12 months, have you been to the Emergency Department five or more times? 
☐ Yes 		 ☐ No     	☐ Don’t Know/Not Sure

3. In the past 6 months, have you been to the Emergency Department two or more times? 
☐ Yes 		 ☐ No    	 ☐ Don’t Know/Not Sure

4. In the past 12 months, have you been admitted to the hospital five or more times? 
☐ Yes 		 ☐ No    	 ☐ Don’t Know/Not Sure

5. In the past 6 months, have you been admitted to the hospital two or more times? 
☐ Yes 		 ☐ No    	☐ Don’t Know/Not Sure

Part III. Consent and Attestations

Member Name: _______________________________Member Medicaid ID: _______________
Member Health Plan: __________________________Member Date of Birth: _______________ 

1. Do you consent to receive a food benefit as part of the Kau 'Ai Pono: Season of Eating Well Pilot? Joining is your choice.   

☐ Yes	             ☐No    

2. I will only pick up my Kau 'Ai Pono food benefit from 

_____________________________________________________ [insert site name].  

3. I understand that getting the Kau 'Ai Pono food benefit from more than one place will be considered Medicaid fraud. 
☐ Yes		☐  No  


Please sign below to show that the information you gave is true.


Member Signature: ________________________________________________ Date: ____________
If not signing for self, guardian or legal authorized representative name: 

_____________________________________________________________________________________


If verbal consent is provided:

Health Plan: _______________________________________________________

Staff Name (print): _________________________________________________ 

Staff Signature: ____________________________________________________ Date: ___________


Part IV. Kau 'Ai Pono: Person Centered Service Plan

Member Name: _______________________________Member Medicaid ID: _______________
Member Health Plan: __________________________Member Date of Birth: _______________ 

1. What are your nutritional goals and needs? 
☐ Secure enough food for me/my family to eat three meals a day
☐ Add more fruits and vegetables into my/my family’s diet
☐ Add more protein into my/my family’s diet
☐ Tailored meals to support your health condition
☐ Other: _______________________________________________________________________

2. [optional] What are some barriers to reaching your nutritional goals and needs? 
☐ Lack of ability to pay
☐ Lack of transportation 
☐ Difficulty transporting food
☐ Lack of stable housing
☐ Lack of cooking supplies (examples: pots, pans, utensils, refrigerator, stove)
☐ Other: _______________________________________________________________________
☐ None


3. Maximum Number of Benefits Per Distribution (based on if the member has a dependent):
☐ Individual - 1 benefit (e.g. food box/voucher)
☐ Family - 2 benefits (e.g. food boxes/vouchers)



4. Duration:   Start Date: ______________                            End Date: January 18th, 2026


Sign below if you agree to this person-centered service plan.


Member Signature: ________________________________________________ Date: ____________
If not signing for self, guardian or legal authorized representative name: 

_____________________________________________________________________________________


If verbal consent is provided:
 
Health Plan: _______________________________________________________

Staff Name (print): _________________________________________________ 

Staff Signature: ____________________________________________________ Date: ___________
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