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Date identiflable Form100 is Recetved | Case Record Number Appointment Date and Time, if applicable

APPLICATION FOR HEALTH CARE ASSISTANCE / SOLICITUD DE ASISTENCIA DE ATENCION MEDICA

Name (Last, First, MiddleyNombre (ApeRdo, primer, segundo) Home Telephone NoJTeléfono de la casa Other Telaphone No/Ofro nimero de teléfono

Have you ever used another name? If so, list other names you have used.J; Ha usado akjuna vez olro nombre? Si es el caso, enumers los nombres que ha usado.
Oves/s) INo

Mailing Address (Street or P.0. Box)Direccion Poslal (Calle 0 Ado,)  |Apt# iApto# [City/Ciudad StateEstado |ZIP

Home Address, If different from above. Hf it Is rural, give directions. | Domicilio particular, si es diferente a la direcclén de amriba. Si es rural, explique camo llegar.

1. On the chart below, fill in the first lina with information about yourself. Fill in the remaining lines for everyone who lives In the house with you, whether or
not you consider them household members. / En [a tabla a continuacién, llene la primera linea con informacién acerca de usted mismo. Llene las lineas restantes

acerca de todos que viven en la casa con usted, los considere miembros de la unidad famifiar o no.

Are you a
Sex What Relation to | sponsored
Soclal Security Number Sexo you? alien?
Name (Last, First, Middle) (if available) Malel Date of Birth ¢Parentesco con
Nombre (Apellido, primero, segundo) Namero de Seguro Social Female] Fecha de nacimiento usted? ¢(Es ustedun
(si lo tiene a su disposicion) Hombre/ extranjero
Mujer patrocinado?
MYSELF
Yo mismo
The word “household” in Questions #2 - #16 refers to: you, your spouse, and anyone else that lives with you and with whom you
have a legal relationship. You do not need fo include information on people who live with you but tre not part of your 'huusehold ”
Las palabras gﬁad_ta___z’en las preguntas #2- #16 se refiere a: usted, su eSposo 0 e5pOS3, ¥
quien tiene una relacion legal. No necesita inclulr informacion de las personas quienes viven con usted que no son parte de su "unidad familiar.”
2. What s your household's county and state of residence {where you make your permanent home)?
¢En qué condado y en qué estado viven (tienen su hogar permanente) usted y las personas de la unidad familiar?
County/Condado State/Estado
Do you plan to remain In this county and state? )
{Piensa QUEGArse en eSIE CONABA0 Y BSI8 BSIBA0T................c...oocoe s ereesoressensesres s s eeeseeseeseees st 1 Y881 CINO

'3. Living Arrangements/Vivienda
Check all boxes that apply to your household.Marque todas las cajilas que se apliquen a su caso.

D Own or paylng for home D Live in a house provided by someone else D No permanent residence

Soy duefio de mi casa o la estoy comprando Vivo en una casa ajena No tengo residencia permanente
Live with someone else !:I Rent House/Apartment Jall
Vivo con olra persona Rento una casa o apartamento Cércel




4. List your average monthly household expenses./Enumere los gaslos mensuales de la unidad familiar.

IO PO MO RO EIMIDONBCE . :csiiusuisisscaniocsssss sty s s S S AR SRS

Utilities (gas, water, electric)/Servicios pUblicos (gas, 8QUA, IUZ) .....ccovuvvveuerevcrisrioimemies s sssssssssssssresssss s essess

TRlOPRONBITOIIIOND Lcicsccovasiusiisivsisuvsisninsuisssssimininemiessssiimsvivsisinosshomss cmssbsbrmmanss i G i e s s

Transportation, such as gas, car payments, bus/Transporiacion, tal como gasolina, pagos del carro, autobls

Tax and Insurance on home per year/Impuesto y 5eguro anual de 13 G35 .....o...ccvmvuvnvverneessrasereeeressessesss s sveseneees
OERBIIOIO ..ot ceveaat et s easae sas sttt et s s e b b sssere s eet s memsenseee st ceeres
ONEITOMD - coscsirssssions naiessvassossssss s s T R S S e e e i s s

OHRIONTO.....ovvevneecersere e esese et sesssssnraen
Does anyone pay these household expenses for you?

¢Hay ofra persona que paga estos gastos de la unidad [amiliar POT USIBAT ... cvinneviir et sassissassssssesscessssssasss st s sessseessssnan

If Yes, who?/Si contesta "Si," ¢ quién?

©w

B o B
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[I¥esssi

Mo

5. Are you - or ig anyone in your household - receiving (] TANF [] Food Stamp [] Medicald benefits?

¢Esta usted o alguien de la unidad familiar recibiendo beneficios de TANF, eslampillas para comida, y/o Medicaid? ..........o.cvconrininmnncsmseanins

If Yes, who?/5i conlesta *Si," ¢ quién?

CYesssi

[INe

6. Are you - oris anyone in your household - pregnant? If Yes, who?
4Esta usled o alguien de Ja unidad familiar embarazada?..... [1Yes’Si [INo g; contesta s ; quign?

~

Are you - or [s anyone in your household - disabled? if Yes, who?
¢ Esta usled o alguien de la unidad familiar incapacitada?.... [Ovesssi [ g; contesta "SI, ¢ quién?

8. Have you - or has anyone in your household - applied for SStor SSDI?

¢ Alguna vez usted o alguien de la unidad familiar solicitd beneficios de SSI0 SSDI........cviirrsss s s s sissass s s ssssases s s

If Yes, who applied and when?
Si contesta *Si," quién los solicitd y cuando?

_Cvessi

CINe

9. Do you - or does anyone In your household ~ have unpaid heaith care bills from the last three months?

¢ Tiene usted o alguien de Ja unidad familiar cuentas médicas sin pagar de l0s GIIMOS {188 MESES? ..........uurmrrsrsrcresrsrersssassssssnssssssssssssssesssssssssanes

If Yes, which montha?
Si contesta *Si,* ; Cuéles maeses?

Oves/Si

CINe

10.
¢Tiene usled o alguien de la unidad familiar la coberlura médica {Medicare, seguro médico, V. A., Tricare, elc.)? ....

if Yes, who?/Si contesla *Si," ¢ quién?

Do you - or does anyone In your household - have health care coverage (Medicare, health insurance, V. A,, Tricare, etc. )?

...[1YeslSi

[CINo

1"

12.

la tabla a continuacion. ..

How much money do you have? For example, on your person, in your home, in bank accounts, or other locations?
¢ Cuanlo dinero tiene usted; por ejemplo, en e bolsillo, en la casa, en las cuentas bancarnias, 0 en Olres WGAMES? ... vvvveessennsssrescessasameeseens

How many cars, trucks, or other vehicles do you - and anyone in your household —~ have? List the year, make, and model In the chart
below./¢ Cunlos camos, camionetas u otros vehiculos tienen usled y las personas de la unidad famillar? Anote el afio, la marca, y el modelo en

Year/Afio Make and Model/Marca y Modelo Year/Afo Make and Model/Marca y Modelo

1. 3.

2 4

13. Do you - or does anyone In your household — own or pay for a home, lot, land, or other things?

¢ Tiene 0 paga usted o alguien de la unidad familiar una casa, un fole, un 12r7eNO, U OlTOS DIEMEST ..........occcecveveivrtcsee e e senssse e enreses s

14,

15. Have you - or has anyone in your household - worked In the last three months? If Yes, who?

¢ Ha trabajado usted o alguien de la unidad familiar en los Gltimos tres meses?............. Ovesisi CINo i contesta “Si," ;quien?

[CYes/si

Did you - or did anyone in your household - sell, trade, or give away any cash or property during the last three months?
Durante los tltimos tres meses, 4 raspasé, vendio o regald usted o alguten de |a unidad familiar dinero o alguna propiedad? .............c.cccoeersnecoens

Yes/si

CINe

[CINe
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16. List all of your household's income below. Be sure to include the following: Government checks; money from training or work; money you collect from
charging room and board; cash gifts, loans, or contributions from parents, relatives, friends, and others; sponsor’s income; school grants or loans; child
support and unemployment./Haga una fista de los ingresos de Ia unidad familiar a continuacidn. Aseglrese de anotar: Cheques del gobiemo; ingresos de rabajo
o0 de capacilacion; dinero que recibe de cobros de cuarto y comida; regalos en efeclivo, préstamas, o aportaciones de sus padres, familiares, amigas, y otras

personas; os ingresos del palrocinador; becas o préstamos de la escuela; o pagos por desempleo.

Name of person receiving money
Nombre de la persona que
recibe el dinero

Name of agency, person, or employer
who provides the money
Nombyre del patrdn, la persona o
la agencia que paga el dinero

How often received?
(daily, weekly, every two weeks,
twica a month, monthly?)
¢ Con qué frecuencia lo recibe?
(¢ diariamente, por semana, cada quincena,
dos veces al mes, una vez ﬂ mes?)

Amount received
Canlidad recibida

The statements | have made, including my answers to all questlons, are
true and correct to the best of my knowledge and bellef.

| agree to give eligibility staff and the county any Information necessary
to prove statements about my eligibility.

| agree to report any of the following changes within 14 days:

+ Income

* Resources

o Number of people who live with me

o Address

o Application for or receipt of SSI, TANF, or Medicaid

| have been told and understand that this application will be considered
without regard to race, color, religion, creed, national origin, age, sex,
disability, or political bellef; that | may request a review of the decision
made on my application or re-certification for assistance; and that | may
request, orally or in wiiting, a falr hearing about actlons aHecting receipt
or termination of health care assistance.

A mi leal saber y entender, ias declaraciones que he hecho, y mis respuestas a lodas
las pregunias, son verdaderas y comectas.

Me compromelo a dar al personal que verifica |a elegibilidad y al condado foda la
informacion necesaria para comprobar mis declaraciones sobre la elegibilidad.

Me compromelo a avisar, dentro de los 14 dias, de cualquier cambio de:

« Ingresos

* Recursos

« Numero de personas que viven conmigo

« Direccion

¢ Solicitud de SSI, TANF, o Medicaid o la entrega de cualquiera de eslas.

Me han dicho y comprendo que esla solicilud seré considerada sin discriminacion por
raza, color, religion, credo, origen nacional, edad, sexo, discapacidad, ni afiliacion
politica; que puedo pedir una revisibn de la decisidn que se haga acerca de mi
solicitud de asislencia o recertificacion para asislencia; y que puedo pedir, oralmente o
por escnlo, una audiencia imparcial sobre cualquier accién que afecte la entrega o la
terminacion de asistencia de alencion médica.

| understand that by signing this application, 1 am giving the county the
right to recaver the cost of health care services provided by the county
from any third party. | agree to give the county any Information it
needs to identify and locate all other sources of payment for health
care services.

I'have been told and understand that my fallure to meet the obligations
set forth may be considered Intentional withholding of information and
can result in the recovery of any loss by repayment or by filing civil or

Comprendo que al firmar esla solicitud, doy al condado el derecho a recuperar de
cualquier tercero el coslo de los servicios médicos proporcionados por el condado.
Me compromelo a dar al cendado la informacion necesaria para idenlificar y localizar
cualquier otro fuente de pagos por mis servicios médicos.

Me han dicho y comprendo que si dejo de cumplir con las obligaciones
especificadas en ésla podrfa considerarse como una relencion infencional de
informacién y podria dar lugar a la recuperacion de pérdidas por medio de la
devolucion de pagos o por medio de la presentacion de cargos criminales en mi
contra.

criminal charges against me.

BEFORE YOU SIGN, BE SURE EACH ANSWER IS COMPLETE AND CORRECT.

ANTES DE FIRMAR, ASEGURESE DE QUE CADA RESPUESTA SEA COMPLETAY CORRECTA.

Signaturs - Appiicant/ Firma - Saliciante Dale/ Fecha

Signature - Spouse / Finma - Esposo o Espasa Date / Fecha

If the applicant is married and his/her spouse is a household member, the spouse may also sign and date this Form 100 even if the spouse is a
disqualified household member. Si ela solicitante esta casado/a y su esposo o esposa vive en la misma casa, el conyuge también puede firmar que su
esposo o esposa también firme esta Forma 100, aunque no tenga derecho de recibir asistencia.

Signature - Witness (if signed with "X") / Dats
Firma - Tesligo (si fimna con *X7) / Fecha

Signature - Person Who Helped Complate This Application / Date Signature - Applicant's Representativa / Date
Firma - Persona que ayudd a lenar esta soliciud / Fecha Firma - Reprasanlante del soicitanie | Fecha

mm tefephone number of anyone who halped compiate this Form 1




4" Services

APPLICATION FOR HEALTH CARE ASSISTANCE

The County Indigent Health Care Program (CIHCP) helps people pay for
needed health care. Whether you can get this help depends on your
income, what you own, where you live, other help you receive or could
receive, and other items. Be sure to:

1) Complete your name and address;
2.) Sign and date Page 3 of the application; and
3) Answer as many questions as you can on this application.

Turn in or mail back your application today even if you cannot answer all
the questions.
YOUR RESPONSIBILITIES

You may be asked to bring proof of what you write on your application or
what you tell the person interviewing you. If you need help getting proof,
the person interviewing you will help. Examples of some of the items you
may be asked to prove and documents you can use for proof are:

Where You Live and Plan To Continue Living
Possible Proof: Mail that you received at your address; school records;
voting records; property tax, rent or mortgage receipts; Texas driver's
license; other official identification.

What You Own and What It Is Worth
Possible Proof: Property tax appraisals, estimates from car dealers,
ads selling similar items, statements from real estate agents, bank
statements.

Your Income
Possible Proof: Pay check stubs, pay checks, W-2 tax forms or income
tax returns, sales records, statements from employers, award letters,
legal documents, statements from persons giving you money.

Other Health Care Coverage
Possible Proof: Award or claim letters, insurance policies, court

documents, other legal papers.

Information on social security numbers should be given if this information
is available. Information on sex (Male/Female) is voluntary. These types
of information will not affect your eligibility.

You must give information about health care insurance and any other third
party financially liable for health care services paid by the county for
yourself and members of your household. By signing and submitting this
application, you are agreeing to give the county the right to recover the
cost of health care services provided by the county from any third party.

You may be asked to apply for Medicaid, Temporary Assistance for Needy
Families (TANF), or Supplemental Security Income (SSI) benefits. If you
are asked to apply for one of these programs or have applied but are
waiting for an answer, your CIHCP application may be pended until you
are determined ineligible for the other program. If you are not eligible for
these other programs, if you have answered all the questions on the
application, and if you have given all the proof asked for, your application
can be processed. Then, the CIHCP must determine if you are eligible
within 14 days.

After turning in your application, you must report within 14 days any
changes in your address, income, resources, people living with you, or
application for or receipt of Medicaid, TANF, or SSI.
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SOLICITUD DE ASISTENCIA DE ATENCION MEDICA

El Programa de Atencion Médica para Indigentes del Condado (CIHCP)
ayuda a la gente a pagar los servicios médicos que necesita. La
elegibilidad para esta ayuda depende de los ingresos del solicitante, sus
posesiones, el lugar donde vive, otra ayuda que recibe o que podria recibir,
y otras consideraciones. Aseglrese de;

1.) Poner su nombre y direccion;
2.) Firmary fechar la tercera pagina de la solicitud; y
3.) Conteste tantas preguntas que pueda sobre esta solicitud.

Entregue su solicitud, o échela al correo, hoy mismo aun si no ha podido
contestar todas las preguntas.
SUS RESPONSABILIDADES

Puede que le pidan pruebas de lo que escriba en su solicitud o de lo que
diga en su entrevista. Si necesita ayuda para obtener las pruebas, la
persona que le haga la enfrevista le puede ayudar. Estos son algunos
ejemplos de informacion que puede que tenga que probar y de
documentos que le puede servir de prueba:

El Lugar Donde Vive O Donde Tiene Su Hogar Permanente
Posibles Pruebas: Correo que recibio en esa direccion; expedientes de

de la escuela; registros de votante; recibos de impuestos, renta o
hipoteca; la licencia para manejar de Tejas; otra identificacion oficial.

Las Posesiones Que Tiene Y Cuanto Vale Cada Una
Posibles Pruebas: El avalio para impuestos sobre la propiedad,
avaluos hechos por vendedores de carros, anuncios de la venta de
articulos parecidos, declaraciones de agentes que venden propiedades,
estado de cuentas del banco.

Los Ingresos Que Tiene
Posibles Pruebas: Talones del cheque de paga, cheque de paga,
comprobante de salaries e impuestos (Forma W-2), declaracion de
impuesto federal, el historial de ventas, declaraciones de empleadores,
carta de concesion, documentos legales, declaraciones de personas que
le dan dinero.

Otra Cobertura Para Gastos Médicos
Posibles Pruebas: Cartas de reclamacion o de concesion, pdlizas de
seguros, papeles de la corte u otros documentos legales.

Si tiene a su disposicion los nimeros de seguro social, debe darlos. La
informacion sobre el sexo (Hombre/Mujer) es voluntaria. Esta informacién
no afectara su elegibilidad.

Debe dar informacion sobre seguros médicos y de cualquier tercero que
tenga la responsabilidad de pagar los servicios médicos pagados por el
condado en beneficio de usted y miembros de la unidad familiar. Al firmar
y presentar esta solicitud, usted se compromete a darle al condado el
derecho de recuperar el costo de servicios de un tercero.

Pueden pedirle que solicite Medicaid, Asistencia Temporal a Familias
Necesitadad (TANF), o Seguridad de Ingreso Suplemental (SSI). Sile han
pedido que solicite beneficios de alguno de estos programas o si usted ya
los solicité y esta esperando la respuesta, su solicitud de CIHCP puede ser
detenida hasta que decidan que no es elegible para los programas
mencionados. Si no es elegible para estos programas, si ha contestado
todas las preguntas de la solicitud, y si ha dado todos los comprobantes
que piden, ya pueden procesar su solicitud. Entonces, el CIHCP tiene un
plazo de 14 dias para determinar su elegibilidad.

Después de entregar su solicitud, usted debe reportar dentro de un plazo
de 14 dias cualquier cambio de direccién, ingreso, recursos, el niimero de
personas que viven con usted, o si solicita o recibe Medicaid, TANF, o SSI.



HENDERSON COUNTY

INDIGENT HEALTH CARE
125 N. PRAIRIEVILLE STREET, RooM 100
ATHENS, TEXAS 75751
(903) 677-6372

DATE

Name
(Please Print)

Please answer the following questions in regards to your health situation and return with
your application or verification.

Other than paying your medical bills, what is your immediate emergency medical need?

YOU will Need - documentation supporting your emergency medical need, i.e., a letter
from the hospital or doctors that you can provide to Indigent Health Care

Is this a temporary or permanent condition? Circle one.
Yes No

NOTICE!!!

INDIGENT HEALTH CARE DOES NOT COVER EVERY NEED.
SOME EXCLUSIONS ARE:

NECK SURGERY, BACK SURGERY, PAIN MANAGEMENT, ARTHRITIS,
RHEUMATISM, RHEUMATOID ARTHRITIS, CERTAIN CHRONIC ILLNESSES,
SLEEP APNEA/DISORDERS, HIP/KNEE REPLACEMENTS, ETC.,
TRANSPLANTS, ELECTIVE SURGERIES, DENTAL, CHIROPRACTORS,
EYEGLASSES/CONTACTS OR MENTAL ISSUES.

I have read and understand all the above information.

Signature



HENDERSON COUNTY
INDIGENT HEALTH CARE
ASSISTANCE VERIFICATION STATEMENT
WE NEED TO VERIFY THE AMOUNT OF ASSISTANCE YOU PROVIDE TO

AND HOW THAT ASSISTANCE HAS BEEN

GIVEN IN THE LAST SIX MONTHS.

L, PROVIDE ASSISTANCE TO BY:

: (Check ALL sections either “Yes” or “No”)

Yes. ~ No__ CASH (If yes, how much per month? $_)

Yes_  No__ PAYMENT OF MEDICAL BILLS AND/OR PRESCRIPTION NEEDS
Yes_  No__ PAYMENT OF UTILITIES

Yes_  No___ FOOD AND/OR CLOTHING

Yes_  No_ PAYMENT OF HOUSE LOAN OR RENT

Yes No OTHER (i.e. — cell phone, transportation, entertainment, personal hygiene, etc)

Yes No The above household DOES live with me/us. He/She has lived with me/us since

Month Day Year

Yes No The above household DOES NOT live with me/us.

DO YOU PLAN TO CONTINUE THIS SUPPORT?
HOW LONG?

ICERTIFY THAT THE ABOVE INFORMATION IS CORRECT.

SIGNATURE

PRINT YOUR NAME

YOUR ADDRESS

TELEPHONE NO.

RELATIONSHIP TO CLIENT

DATE

PLEASE RETURN THIS FORM TO: Henderson County IHC 125 N. Prairieville Street Room 100, Athens, Texas 75751



HENDERSON COUNTY
INDIGENT HEALTH CARE PROGRAM
RESIDENCY VERIFICATION

THIS FORM MUST BE COMPLETED BY SOMEONE WHO IS A NON-RELATIVE AND DOES
NOT LIVE WITH THE CLIENT. IF RENT/LEASE, THEN LANDLORD MUST COMPLETE THIS
FORM. IF LANDLORD IS RELATIVE, CANNOT SIGN.

CLIENT ADDRESS

PLEASE LIST THE NAMES OF ALL PERSONS THAT LIVE WITH THE PERSON LISTED ABOVE.

1.

2.

6.

7.

IF RURAL, GIVE THE PHYSICAL LOCATION OF WHERE THE ABOVE LIVES
AND GIVE DIRECTIONS.

HOW LONG HAVE YOU KNOWN THE ABOVE CLIENT TO LIVE AT THIS ADDRESS?

HOW LONG HAVE YOU KNOWN THIS CLIENT?

WHAT IS YOUR RELATIONSHIP TO THIS CLIENT?
NEIGHBOR FRIEND EMPLOYER LANDLORD
OTHER (EXPLAIN):

[ UNDERSTAND THAT PROVIDING FALSE INFORMATION CAN RESULT IN A FINE OR
IMPRISONMENT. I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT.

YOUR SIGNATURE DATE
NAME (PRINT) *PHONE #
ADDRESS CITY/STATE Z1P

*Must provide phone or message number.

HENDERSON COUNTY IHC 125 N. PRAIRIEVILLE ST. ROOM 100 ATHENS TX 75751 903/675-6121



