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The county lndigent Hearth care program (crHCp) herps people pay for needed health care. whetheryou can getthis help depends on your

lncome, 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 applicatron or what you tell the person interviewing you lf you need help getting

proof, the person interviewing you will help. Examples of some of the items yo, *"y be asked to prove and documents you can use for proof

are listed below.

where you Live and plan to continue Living - Mail that you received at your address; school records; voting records; property taxes, rent or

mortgage receipts; Texas driver license; and other official identification.

what you own and what it is worth - property tax appraisals; estimates from car dealers; ads selling similar items, statements from real

estate agents; and bank statements

your lncome - paycheck stubs; paychecks; w-2 tax forms or income tax returns; sales records; statements from employers: award letters'

legal documents; and statements from persons giving you money

other Health care coverage - Award or claim letters. insurance policies; court documents; and other legal papers

lnformation regarding social security numbers should be given if this information is available. lnformation regarding sex (male/female) is

voluntary. This 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 oi yow household By signing and submitting this apprication, you are agreeing to give the county the right to recover

ihe 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 lncome (ssl) benefits lf

yoLr 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

youaredeterminedineligiblefortheotherprogrur tryouaienoteligiblefortheieotherprogramsandifyouhaveansweredall thequestions

on the application and have given all the proof asked f'or, your application can be processed rhen, the cIHCP must determine if you are

eligible within 14 daYs.

Afterturninginyourapplication,youmustreportwithin14daysanychangesinyouraddress,tncome,resources,peoplelivingwithyou 
or

application for or receipt of Medicaid, TANF or SSl.
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County lndigent Health Care Program (CIHCP)

Application for Health Care Assistance

Appointment Date and Time, if applicable
Date Form 3064
Requested/lssued

Status

Q Application

Q Review

TEXAS
Health and Human
Services

Other Area Code and Phone No.Home Area Code and Phone No.
Name (Last, First, Middle)

Hr*y"r""*r*danothername?lfso,listothernamesyouhaveused'

Mailing Address (Street or P.O. Box)

H"'""Add.*.,ifdifferentfromabove.lfitisrural,givedirections.

ffiinthefirstlinewithinformationaboutyourself.FillintheremaininglinesforeVeryonewholivesinthehousewithyou,
whether or not you consider them household members'

Name
(LaEtr First, Middle)

h16referstoyoU,yourSpouSeandanyone-elsewholiveswithyouandwithwhomyouhave
a legal relationship. you do not need to include information on people who live with you but are not part of your "household "

,. whrt b y"r|" h.rr-h"ld's county and state of residence (where you make your permanent home)?

Do you plan to remain in this county and state? Q Yes C No

3. Living Arrangements - Check all boxes that apply to your household'

I Own or paying for home ! Live in a house provided by someone else ! No permanent residence

I Live with someone else I Rent house or apartment [] "tait
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4. List your average monthly household expenses'

Utilities (gas, water, electric)

Transportation (such as gas, car payments, bus)

Tax and lnsurance on Home Per Year

Does anyone pay these household expenses for you? Q Yes O No lf Yes' who pays?

5'Areyouorisanyoneinyourhouseholdreceivinganyofthefollowing?QYesCNo

f Temporary Assistance for Needy Families (TANF) f, Food Stamps f Medicaid Benefits

lf Yes, who?

6. Are you or is anyone in your household pregnant? Q Yes C No lf Yes' who?

i. nr" yo, or is anyone in your household disabled? Q Yes O No lf Yes' who?

iedforSupplementalSecuritylncome(SSl)orSocialSecurityDisability|nsurance(SSDl)?

Q Yes C No lf Yes, who aPPlied and when?

unpaidhealthcarebillsfromthelastthreemonths?QYesCNo

lf Yes, which months?

healthcarecoVerage(Medicare,healthinsurance,VeteransAffairs,Tricare,etc.)?

Q Yes O No If Yes, who?

1 1 How much money do you have in your wallet, in your home, in bank accounts or other locations?

12. How many cars, trucks or other vehicles do you and anyone in your household have? List the year, make and model below'

@einyourhouseholdownorpayforahome,lot.landorotherthings?QYesCNo

ade,orgiveawayanycashorpropertyduringthelastthreemonths?QYesCNo

ffineinyourhouseholdworkedinthelastthreemonths?QYesCNolfYes,who?

Year Make and Model +

I
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neyfromtrainingorWork;moneyyoucollectfrom

charging room and ooaro; cash gifts, loans or contiibutions trJm-parents, relatives, friends and others; sponsor's income; school grants or

loans; child support; and unemployment

Signature - ApPlicant Signature - Spouse Date

SiS"atrre - Witness 0iapplicant signed with "X")

Addresr of %rso" Helping Complete Form 3064 (Street, City, State, ZIP Code): Area Code and Phone No.:

StoallqueStionS,aretrueandcorrecttothebestofmyknowledgeandbelief'lagreetogiVe
eligibility staff and the county any information necessary to prove statements about my eligibility. I agree to report any of the following changes

within 14 days:

. lncome

. Resources

. Number of PeoPle who live with me

. Address

. Application for or receipt of SSl, 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 I may request a review of the decision made on my application or recertification for assistance, and that I nTay

request, orrily o1. in writing, a fair hearing about actions affecting receipt or termination of health care assistance

I understand that by signing this application, I am giving the county the right to recover the cost of health care servrces provided by the county

from any third Party.

I 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

l.un t"trff in the recovery of any loss by repayment or by filing civil or criminal charges against me

Before you sign, be sure each answer is complete and correct. lf the applicant is married and the spouse is a household member, the spouse

may also sign-and date this form, even if the spouse is a disqualified household member'

Name of AgencY, Person
or Employer Providing MoneYName of Person Receiving MoneY

Date


