ANGELINA COUNTY
INDIGENT HEALTH CARE
PO BOX 908, LUFKIN, TX 75902-0908
P.936.6345431 F.936.632.4423

DOCUMENT REQUIREMENTS

PERSON IDENTIFICATION: 1. VALID PICTURE ID
‘ 2. SOCIAL SECURITY CARD

RESIDENT VERIFICATION: 1. RENT RECEIPT = COPY OF LEASE — TAX STATEMENT
: 2. TWO (2) CURRENT UTILITY BILLS WHERE YOU RESIDE
-3, MAIL ADDRESSED TO YOU AT CURRENT ADDRESS
4. IF YOU LIVE WITH SOMEONE AND THE BILLS ARE IN THEIR NAME ~ LETTER
FROM THE PERSON WITH WHOM YOU LIVE AND THEIR IDENTIFICATION
5. IF YOU LIVE ALONE AND SOMEONE ELSE IS PAYING THE BILLS FORYOU-A
LETTER FROM THAT PERSON AND THEIR IDENTIFICATION.

INCOME VERIFICATION: 1, LAST FOUR (4 ) CHECK STUBS
‘ 2. DOCUMENTATION ON ANY OTHER INCOME: UNEMPLOYMENT SOCIAL

SECURITY, S51.55D, WORKERS COMP, RETIREMENT, VA BENEFITS, DONATIONS,
CHILD SUPPORT, SELF EMPLOYMENT INCOME

3. LAST FOUR (4) STATEMENTS ON CHECKING/SAVINGS ACCOUNTS

4. LAST TAX RETURN FILED

ADDITIONAL VERIFICATION: 1, FOOD STAMP INFORMATION
2, TITLE TO'ANY AUTOMOBILES IN YOUR NAME
3.'DIVORCE DECREE
4. [F YOU HAVE FILED FOR SOCIAL SECURITY OR SSI — DOCUMENTS ABOUT YOUR
CASE — IS IT PENDING, DENIED, APPEALING

MEDICAL NECESSITY: 1. DIAGNOSIS SHEET FROM ANGELINA COUNTY & CITIES HEALTH DISTRICT

- **THE INTERVIEW WILL BE IN ENGLISH ONLY. IF YOU DO NOT SPEAK ENGLISH, THEN YOU MUST BRING AND
INTERPRETER WITH YOU ON THE DAY OF YOUR APPOINTMENT OR WE WILL RESCHEDULE THE
. APPOINTMENT.

**Sl USTED HABLA ESPANOL, SOLO ENTOCES DEBE TRAER UN INTERPRETE CON USTED EN EL DIA DE SU CITA
O VAMOS A REPROGRAMAR LA CITA.

FOR APPOINTMENT CALL (836) 634 — 5431

PHYSICAL LOCATION = 102 WEST FRANK, LUFKIN @ CORNER OF FIRST STREET AND FRANK STREET: BRICK TWO
STORY BUILDING; TURN ONTO FIRST STREET ~ PARKING AT BACK OF BUILDING.
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Status Date Form 100 is Requested/issued

[ Application [ 3 Review

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

Name (Last, First, Middle)/Nombre (Apeliido, primer, segundo) Home Telephone No./Teléfona de la casa Other Telephone No./Otro niimera de teléfono

Have you ever used another name? lfsd, list other names you have used./;Ha usado alguna vez oiro nombre? Sies el caso, enumere los nombres que ha usado.
[CIYes/Si [INo

Mailing Address {Street or P.0. Box)iDireccion Postal (Calle 0 Apdo.) | Apt#/Apto# | City/Ciudad State/Estado |ZIP

Hurhe Address, if different from above. if'it is rural; g'ive directions. / deicilio par'ﬁc-uiar,' si s diferente ala direccion de amba. Si es rural, expligue codmo llegar. '

1. On the chart below, ill in the first line with information about yourself. Fill in the remaining lines for everyone who lives in the house with you, whether or
not you censider them household members. / En la tabla a continuzcién, llene |a primera linea con informacion acerca de usted mismo. Llene las lineds restantes
acerca de todos que viven en la casa con usted, los considers miembros de la unidad familiar o no.

Areyou a
Sex What Relationto | sponsored
Social Security Number Sexo you? alien?
Name (Last, First, Middle) (if available) Male/ Date of Birth ¢Parentesco con
Nombre (Apeliido, primero, segundo) Ntmero de Seguro Social Female| Fecha de nacimiento usted? ¢ Es usted un
(si lo tiene a su disposicion) Hombre/ exiranjero
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 to include information on people who live with you but are not part of your "househeld.”

Las palabras “unidad familiar' en las preguntas #2- #16 se refiere a: usted, Su esposo o esposa, y cualquier otra persona que vive con usted y con
quien tiene una relacion legal. No necesita incluir informacion de las personas quienes viven con usted que no son parte de su "unidad familiar.”

2. Whatis 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 quedarse en este CoNdato ¥ 18 88107 ....uvvwuwmmneismeissciisisscereeesoserssssssesesssesssessesmesmssesssemsoeeeeeessesseesoeseeeeoe e 1 YESIST [INO

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

D Own or paying for home El 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 D Rent HousefApartment Jail
Vivo con ofra persona Rento una casa o apartamento Carcel




4,

10.

11.

12

13.

14.

15.
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¢Ha trabajado usted o alguien de la unidad familiar en los éitimos tres meses?.......... [1Yes/Si [INo g contesta*si,” squien?

List your average monthly household expenses./Enumere los gastos mensuales de fa unidad familiar.
ReNt/MOrtgage/Renta/hiDOtECa. cvuuuiuicsrevesess s ssss s ssss esss s s sssems s sest st snss s seerann )
Utilities (gas, water, electric)/Servicios pUBCOS {gas, 8QUA, IUZ) wumrrrsvnssssmsriisssisssssssssssssssssssieseonsosssessssenesesns
TelEPROMEITEIBION0 ...vvvvvuvsiitiiteee e icnes s sasss s sssss s s asss s st e enet s st ee s D
Transportation, such as gas, car payments, bus/Transportacion, tal como gasclina, pagos del carro, autob(s......$
Tax and Insurance on home per year/Impuesto y Seguro anual ds 1 CaSa .....c..ccwwrevmeesiccicsnirenosinsnenrneen §
O R OB sy T B I ol b mpesenetapsfpeson s sttt bpsamstspsmpaossa o st
OENEI/ONO. st -
ONBITOIO. ... 1ottt s st st s e Rt e bR AR SRRttt D
Does anyone pay these household expenses for you? )
¢ Hay ofra persana que paga estos gastes de la unidad familiar por usted? TN B -~ S I s
If Yes, who?/Si contesta "Si,” ¢, quién?
. Are you - or is anyone in your household - receiving (] TANF [ Food Stamp [] Medicaid benefits? )
¢ Estéa usted o alguien de la unidad familiar recibiendo beneficios de TANF, estampillas para comida, /0 MediCaid? ......ee.ererevssreeserereee .Llvesisi  [INo
If Yes, who?/Si contesta "Si,” ; quién?
. Are you -or is anyone in your household - pregnant? . If Yes, who?
+Esta usted o alguien de la unidad familiar embarazada?..... [1Yes/Si [INo g contesta "i.” £ quién?
. Are you - or is anyone in your household ~ disabled? . If Yes, who?
+EstA usted o alguien de la unidad familiar incapacitada?.....[1Yes’ST [INo g contesta "Si” ; quién?
. Have you - or has anyone in your household - applied for $S1 or $SDI? )
(Alguna vez usted o alguien de la unidad familiar solicitd beneficios de 881 o Ly, ————————————, +
If Yes, who applied and when?
Si contesta “Si,” quién los solicité y cuando?
. Do you - or does anyone in your household — have unpaid health care bills from the last three months?
¢ Tiene usted o alguien de la unidad familiar cuentas médicas sin pagar de 105 GItITOS 1185 MESES? .uuumminersismssscsiccsecemsiesseemsersssmesime e L_1Y€S/ST [ JNO
If Yes, which months?
Si contesta “S1," ¢ Cuéles mases?
Do you -~ or does anyone in your household ~ have health care coverage (Medicare, heaith insurance, V. A, Tricare, etc.)?
¢ Tiene usted o alguien de la unidad familiar la cobertura médica (Medicare, seguro médico, V. A., Tricare, 8t6.)? e issssesssssmeneesnnennL1Y€5/81 - [JNO
If Yes, who?/Si contesta "Si," 4 quién?
How much money do you have? For example, on your person, in your home, in bank aceounts, or other locations? $
¢ Cuanto dinero tigne usted; por ejemplo, en el bolsillo, en la casa, en las cuentas bancarias, 0 &N OtrS IUGAMES? ..........voueeeevseersrresssensssssseenesons
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./, Cuantos carros, camionetas u otros vehiculos tienen usted y las personas de la unidad familiar? Anote el afio, fa marca, y el modelo en
L O O Bl s 0 T T S0P 1540k e384 1448434000 408 8 A RSARR B  FEEFRRE
Year/Afo Make and Medel/Marca y Madelo Year/Afo Make and Model/Marca y Modelo
1. 3.
2. | _ a,
Do you - or does anyone in your household ~ own or pay for a home, lot, [and, or other things?
¢ Tiene o paga usted o alguien de la unidad familiar una casa, un lote, un terreno, U ofros bienes? T S R i et YESIST NG
Did you ~ or did anyone in your household - sell, trade, or give away any cash or property during the [ast three months?
Durante los Gltimos tres meses, 4 traspasé, vendia o regald usted o alguien de Ia uridad familiar dinero o alguna propiedad? ..o L 1¥eSISE [Ne
Have you - or has anyone in your household - worked in the last three months? If Yes, who?
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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; and
unemployment./Haga una lista de los Ingresos de la unidad famillar a continuacion. Asegrese de anotar: Cheques del gobiemo; ingresos de trabajo o de

- capacitacitn; dinero que recibe de cobros de cuarto y comida; regalos en efectivo, préstamos, o aportaciones de sus padres, familiares, amigos, y otras parsonas; los
ingresos del patrocinador; becas o préstamos de la escusla; o pagos por desemplea.

Name of person receiving money
Nombre de la persena que
recibe el dinere

Name of agency, person, or employer
whao provides the money
Nombre del pairén, la persona o
la agencia que paga el dinero

How often received?
(daily, weekly, every two weeks,
Amount received twice a month, monthly?)
Cantidad recibida ¢, Con qué frecuencia lo reciba?

(¢ diafiamente, por semana, cada quincena,
dos veces al mes, una vez al mes?)

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

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

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

s [ncome '

= Resources

o Number of people who live with me

¢ Address

« Application for or receipt of SS1, TANF, or Medicaid

I 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 belief; that | may request a review of the decision
made on my application or re-certification for assistance; and that | may
request, orally or in writing, a fair hearing about actions affecting receipt
or termination of health care assistance.

A mi leal saber y entender, las declaraciones que he hecho, y mis respuestas a todas
las preguntas, son verdaderas y correctas.

Me comprometo a dar al personal que verifica la elegibilidad y al conefado foda la
informacin necesaria para comprobar mis declaraciones sobre la elegibilidad.

Me comprometo a avisar, dentro de los 14 dias, da cualquier cambia de:

s Ingresos

e Recursos

= Nimero de personas que viven conmigo

e Direccion

Solicitud de SSI, TANF, o Medicaid o la entrega de cualquiera de estas.

Me han dicho y comprendo que esta sclicitud serd considarada sin discriminacién por
raza, color, religién, credo, origen nacional, edad, sexo, discapacidad, ni afiliacien
politica; que puedo pedir una revision de la decisién que se haga acerca de mi
solicitud de asistencia o recertificacién para asistencia; y que puedo pedir, oralmente o
por escrite, una audiencia imparcial sobre cualquier accidn que afecte la antrega o la
terminacion de asistencia de atencién madica.

funderstand that by sighing this application, | am giving the county the
right to recover 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 failure 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 civit or
criminal charges against me.

Comprendo que al firmar esta solicitud, doy al condado el derecho a recuperar de
cualquier tercero el costo de los servicios médices proporcionados por el condado.
e comprometo a dar al condado la informacion necesaria para identificar y localizar
cualquier ofro fuente de pagos por mis servicios médicos.

Me han dichc y comprendo que si dejo de cumplir con las obligacionss
especificadas en ésta podrfa considerarse como una retencion intencional de
informacion y podria dar lugar a la recuperacion de pérdidas por medio de la
devolucién de pagos o por medio de la presentacion de cargos criminales en mi
contra.

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

ANTES DE FIRMAR, ASEGURESE DE QUE CADA RESPUESTA SEA COMPLETA Y CORRECTA.

Signature - Applicant / Firma ~ Solicitante lﬁaté / Fecha

Signatﬁre—Spnuse! Firma ~ Esposo o Esposa 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 el/la solicitante est4 casado/a y su esposo o esposa vive en fa misma casa, el conyuge también puede firmar que su
esposa 0 esposa tambien fime esta Forma 100, aunque no tenga derecho de recibir asistencia.

Signature - Person Who Helped Complete This Application / Date
Firma - Persona que ayudd a llenar esta solicitud / Fecha

Signature - Applicant’s Representative / Date
Firma - Representante del solicitante / Fecha

Signature - Witness (if signed with "X") / Date
Firma — Testigo (si fima con "X") / Fecha

Address (Street, City, State, ZIP) and telephone number of anyone who helped complete this Form 100/Direccion (Calle, Ciudad, Estado, ZIP) y teiéfono de la persona que ayudd a lienar esta Farma 100
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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
incorne, 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 |s 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 hy 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 ATENC_ION MEDICA

El Programa de Atencién 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, ofra ayuda que recibe o que podria recibir,
y ofras consideraciones. Asegirese de:

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

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

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

E! Lugar Donde Vive O Donde Tiene Su Hogar Permanente
Posibles Pruebas: Correo que recibié en esa direccion; expedientes de
de la escuela; registros de votante; recibos de impuestos, renta o
hipoteca; la licencia para manejar de Tejas; otra identificacién oficial.

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

Los Inaresos Que Tiene
Posibles Prughas: Talones de! cheque de paga, cheque de paga,
comprobante de safaries e impuestos (Forma W-2), declaracion de
impuesto federal, el historial de ventas, declaraciones de empleadores,
carta de ‘concesidn, documentos legales, declaraciones de personas que
le dan dinero,

QOtra Coberiura Para Gastos Médicos
Posibles Pruebas: Cartas de reclamacién o de concesién, pélizas 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 &l sexo (Hombre/Mujer) es voluntaria. Esta informacion
na afectara su elegibilidad.

Debe dar informacion sobra 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 sevicios 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 solicitd 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 nimero de
personas quie viven con usted, o si solicita o racibe Medicaid, TANF, o SSI.



ANGELINA COUNTY
INDIGENT HEALTH CARE
P.936.634.5431 F.936.632.4423

-HOUSEHOLD MANAGEMENT/VERIFICATION OF SUPPORT

CLIENTS’ NAME: CASE NUMBER

l, _, LIVING AT , AM
MAKING THIS VOLUNTARY STATEMENT CONCERNING ASSISTANCE | HAVE GIVEN TO ;
DURING THE LAST SIX (6 ) MONTHS. | HAVE HELPED THE ABOVE NAMED BY

PAYING:

BILLS BUYING GROCERIES

RENT PROVIDING TRANSPORTATION

GIVING CASH MONEY TAXES/INSURANCE
OTHER:

| GIVE THEM MONEY EACH MONTH. ( CIRCLEONE ) YES NO
| PAY THE ABOVE DIRECTLY. { CIRCLE ONE) YES NO

DO YOU GIVE THE CLIENT CASH OR MONEY ON A REGULAR BASIS? YES NO [FSO, HOW MUCH AND HOW
OFTEN DO YOU DO THIS?

RELATIONSHIP TO APPLICANT:

- NAME: DATE:

- ADDRESS:

CITY, STATE, ZIP:

PHONE #: _

INFORMATION ABOVE IS ACCUATE AND TRUE

SIGNATURE:




ANGELINA COUNTY
INDIGENT HEALTH CARE
P.936.634.5431 F.936.632.4423

RESIDENT VERIFICATION

This form is to be completed by someone who knows your situation. The person you select to
complete this form should be someone who DOES NOT LIVE WITH YOU & IS NOT A RELATIVE.

CLIENTS" NAME: CASE NUMBER

1. Give the names of all the people that live with the person listed above:

2. What is the physical address where these people live?

-

3. How long have you known the client?
4. Are you related to this client? If yes, how?

| understand that providing false information can result in a fine or imprisonment. |
certify that the above information is true and correct.

NAME: _ DATE:

ADDRESS:

CITY, STATE, ZIP:

PHONE #:

INFORMATION ABOVE IS ACCUATE AND TRUE

SIGNATURE:



l* , TEXAS
Au nm& afrighs

COUNTY INDIGENT HEALTH CARE PROGRAM (CIHCP)
APPELLANT!F‘ROVIDER ASSIGNMENT — CESION DEL APELANTE Y DEL PROVEEDOR

Form 113

County : Telephone No. Case Number

APPELLANT ASSIGNMENT/CESION DEL SOLICITANTE DE SSl

| certify that | am currently appealmg the Certifico que estoy apelando la decisién del
Social Security denial decision. As a Seguro Social. Como condicién de recibir fos
condition of receiving CIHCP health care beneficios de salud de CIHCP, cedo al
services, | give the above-named county condado nombrado arriba mi derecho a
my rights to recover the cost of health recobrar de cualquier tercera agencia o
care services provided by the county persona, el costo de servicios de salud
from any third party, up to the amount of provistos por el condado hasta cubrir los
expenditures made on my behalf by the gastos incurridos por el condado o por TDH
county. en beneficio mio.

Signature — Appellant/Firma — Solicitante de SSI Date.'Fecha

Name of Appellant/Nombre del Salicltanie te SSI Address (Slraet, Cily, Slale, ZIP)/Direccion {Galle, Ciudad, Estado, ZIP)

PROVIDER ASSIGNMENT

By signing this form, | agree to assign to the county niy Medicaid reimbursement
rights for services provided to this person and paid for by the county. | will not file
claims with Medicaid for reimbursement of the county’s payments.

In aceepting this assignment, | agree to meet the following conditions: .
e Allclaims | submit to the county must comply with all claims processing requirements for
the Texas Medicaid Program. The claim forms will be imprinted in boldface type with the
following statements: :
1. “This is to certify that the foregoing information is true, accurate, and complete.”
2. “| undérstand that ultimate payment of this claim may be from Federal and State
" funds, and that any falsification or concealment of a material fact may be prosecuted
under Federa! and State laws.”
The statements may be printed above my signature or, if printed on the reverse of the
form, a reference to the statements must appear immediately preceding my signature.
» Any costs for processing claims as a result of this assignment will not be passed along to
the county.
{ » | accept the amount paid by the county as payment in full for all services provided to the
above-named appellant and | will not seek reimbursement for any difference between the
amount paid by the county and the original billed amount from any person or entity,

THIS ASSIGNMENT IS NULL AND VOID IF THE APPELLANT DOES NOT BECOME SSI MEDICAID ELIGIBLE.

Signature - Provider Date

Provider's Name National Provider Identifier (NPJ, the 10-character Medicaid Billing ID #) | Telephone No.

{ )

Physical Address {Straét, City, State, ZIP)

November 2007 Page 22 of 27
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Form/Formulario 108

COUNTY INDIGENT HEALTH CARE PROGRAM

CASE RECORD INFORMATION RELEASE
PROGRAMA DEL CONDADO DE ATENCION MEDICA AL INDIGENTE
REVELACION DE INFORMACION DE EXPEDIENTE DE CASO

Case Record Name/Nombre en el expediente de caso

Case Record Number/NiUmero de expediente de caso

| do hereby authorize persons, organizations,
or establishments having information or
records concerning me/us (or) my/our
circumstances, to furnish such information to
a representative of the County Indigent Health
Care Program.

I hereby grant permission for the County
Indigent Health Care Program to obtain
information which may have a bearing on
my/our eligibility for assistance.

This release form is valid for six months after
the date signed.

Yo, por este medio, autorizo a las personas,
organizaciones o establecimientos que tengan
informacion o documentos sobre mi/nosotros o
sobre mis/nuestras circunstancias para que den
dicha informacion a un representante del
Programa del Condado de Atencién Médica al
indigente.

Yo, por este medio, doy permiso al Programa del
Condado de Atencidn Médica al Indigente para
gue obtenga la informacién que pudiera incidir en
mi/nuestro derecho a recibir asistencia.

Este formulario de revelacidn es vélido por sais
meses a partir de la fecha en que se firma.

Person or Agency to Whom Information Will Be Released/Persona o agencia a quien se revelard la informacion

1. Information Requested/Informacion pedida:

Specific Request (Specify in 1 and 2 below.)
Peticion especifica (especifique en 1 y 2 a continuacion).

2. Period Covered (Dates)/Periodo cubierto (fechas):

General Request (Any information available may be released.)
Peticion general (puede revelarse toda la informacion disponible).

Si'gnature- Applicant or Recipient/Firma — Solicitante o beneficiado

Date/Fecha

Signature — Spouse/ Firma - Gényuge

Date/Fecha

Signature ~ Guardian, Power of Attorney, Parent of Minor Child/

Firma - Tutor, poder notarial o padre/madre del menor

Date/Fecha

March 2017



ANGELINA COUNTY
INDIGENT HEALTH CARE
P. 936.634.5431 F.936.632.4423

STATEMENT OF RESPONSIBILITY

Knowingly misrepresenting information is considered fraud according

to the State of Texas Law. If you are deemed eligible and fraud is found
to exist during your certification, and medical services have been
provided to you by the Angelina County Indigent Health Care, your case
will be denied and referred to the Angelina County District Attorney for ”
prosecution to the fullest extent of the law. |

| hereby certify the following:

1. The information | am providing to Angelina County Indigent Health Care is
complete and correct.

2. lunderstand that | am ”rf;quired to report to Angelina County Indigent
Health Care any changes in my circumstances.

3. lunderstand that providing incorrect information or failing to report
changés in my circumstances will result in my repayment of benefits to
Angelina County Indigent Health Care and prosecution for fraud.

| have read, fully understand, and agree to the abovg_a contents of this
statement.

Applicant’s Signature Date



ANGELINA COUNTY
INDIGENT HEALTH CARE
P. 936.634.5431 F. 936.632.4423

TO ALL INDIGENT HEALTH CARE APPLICANTS

Welcome to the Angelina County Health Care Program. We are here to assist you with your medical needs. All
persons making application for the program must provide a home address to qualify. If you receive mail at the
Post Office, we must have your street address for home visits, along with direction to your home.

Our primary health care provider is Angelina County & Cities Health District; located at 503 Hill Street, Lufkin
Tx. There is a Health District Provider on staff for your medical needs. If they feel you need to see a specialist,
they will give you a referral letter prior to you seeing another doctor, in order to approve the charges ingurred.

If you have been seeing another doctor prior to being on our program, you will need to get a release letter
from that doctor and carry it with you to the Health District.

The hours for the Health District are 7:30am to 5:30pm, Monday through Thursday; and Friday, 7:30am to
4:30pm.

Any emergency} room visits should be emergency issues only, all other issues should be seen through the
Health District. Stand alone ER centers are not permitted; all ER services should be done through one of the

two hospitals.

I have read all the above and agree to go tothe Angelina County & Cities Health District. | understand that |
cannot get prescriptions filled that are written by another doctor, unless | have a Letter of Referral written by
the Health District. Please Initial

| also agree that the Indigent Health Care Office has my permission to discuss my case, as it is deemed
necessary, with the Health District, the Pharmacy, the Hospital or the doctor | have been referred too.

Please Initial

In 1996 the Federal Health Insurance Portability and Accountability Act and the Privacy Rule by the United
States Department of Health and Human Services put into place the HIPPA rules. If you would like a copy of
these rules, please ask for on. Please Initial

Applicant’s Signature Date



