MORRIS COUNTY INDIGENT HEALTH CARE

DISABLED APPLICANTS MUST APPLY FOR SSI (DISABILITY) WITH
THE SOCIAL SECURITY ADMINISTRATION

2304 West Ferguson Road
Mt. Pleasant Texas

ALL OTHER INDIGENT HEALTH CARE APPLICANTS ARE REQUIRED
TO REGISTER FOR WORK WITH TEXAS WORKFORCE CENTER

You should go to Texas Workforce Center at the following location:

312 N Riddle

Mt. Pleasant Texas
Phone: 903-572-9841
Fax: 903-572-0159

You must bﬁng proof of filing with éither agency.




MORRIS COUNTY

Sherry Ray
Indigent Health Care Coordinator
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MORRIS COUNTY INDIGENT HEALTH CARE
APPLICATION REQUIREMENTS

The Morris County Indigent Health Care Program (MCIHCP) requires that all blank spaces on the
application be completed at the time of submission. Appfications that are incomplete or without the
required information will result in your application being denied or returned to you.

The following information. as it applies to you, is required:

MARITAL STATUS
e Single 2 Separated @2 Married @ Divorced e Widowed

PROGCF OF IDENTIFICATION for each applicant
= Texas Driver's License or Texas ID Card
= Resident Alien Card/Visa/Passpori/Work Permit
= Social Security Card
=  Current identification from your home country
ALL FORMS OF IDENTIFICATION MUST BE CURRENT AND UP—TO-DAﬂE

PROOF OF RESIDENCE IN MORRIS COUNTY
: = Texas Driver's License or Texas |D with same address as your application
= Voter's Registration Card with same address as your application
e Current utility bill showing the same address as on your application (regardless of hame on bill —
as long as you are living there)

INCOME
s Four (4) most recent paycheck stubs (NOTE: If you have unpaid medical bills from| the past 3
months, then we need all paycheck stubs for those months as well.}
If paid in cash, you must bring a statement from your employer verifying your income
If self-employed, bring current records or self-employment form
e Current Social Security award letter for you, spouse, and any children receiving it
Current verification for Worker's Compensation medical benefits OR denial of benefits
e Current proof of any fixed income, such as: widow's benefits, retirement, pension, |dividend
payments, unemployment, worker's compensation, etc.

RESQURCES
» Bank statements for checking or savings accounts
e Verification of stock, bond, or retirement accounts
»  Automobile registration or #itle for all vehicles in the household and loan information if applicable

VERIFICATION OF OTHER ASSISTANCE
« Current award/denial letters for Medicaid, TANF, SSI, Housing, Food Stamps or arny other
assistance program (bring al) that apply)

= Ail papers pertaining to assistance must be completely filled out

900 BROADNAX * DAINGERFIELD TEXAS 75638 - PHONE 903-645~3681 » FAX 903-645-5729




MORRIS COUNTY
Sherry Ray

Indigent Health Care Coordinator

THIS IS A LIMITED PROGRAM WITH LIMITED FUNDING. ONCE THE COUNTY HAS EXPENDED ALL
FUNDS AVAILABLE FOR THIS PROGRAM FOR THE FISCAL YEAR, THERE WILL BE NONE FOR

ANYONE. PLEASE DO NOT APPLY 'JUST BECAUSE"

A COMPLETED APPLICATION WILL BE DETERMINED WITHIN FOURTEEN (14) DAYS AFTER THE
APPLICATION AND ALL REQUESTED VERIFICATION HAS BEEN RECEIVED BY THE COORDINATOR.
THE COMPLETED APPLICATION WILL REQUIRE BUT MAY NOT BE LIMITED TO|THE FOLLOWING

TYPES OF VERIFICATION:
ks

Z
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- Copies of current checking and savings account statements.

Copies of identification for each member of the household; such as, Texas driver license or ID and Social
Security Card

Copy of auto registration or insurance card of the vehicle you own or the one you use.
Verification of all earned or unearned income for each member applying for assistance. Such as: Paycheck or
pay stub, award letter for pension, SSL, Social Security, unemployment, Medicaid, or letlfer of assistance from
anyone or any organization that is giving you assistance.
If anyone in the household has applied for benefits such as SSI, Medicaid. Texas Rehabilitation Commission,
food stamps or other help and is waiting for a decision, verification of the application date for the program
should be included.
If anyone in the household has applied for benefits, such as SSI, Medicaid, TRC, etc. and has been DENIED,
INCLUDE A COPY OF THE DENIAL LETTER.

Chart showing the cash value of any life insurance policy.

An Authorization to Furnish Information signed by both spouses.
An Indigent Health Care application signed by both spouses.
Third party statement from whoever is providing for your support

Circle one:
Single * Married * Separated * Divorced * Living Together * Widowed/W: idowef

12. THIS IS A PROGRAM OF LAST RESORT! Have you applied to any of the following for assistance?

13, If you are able to work, you should be actively Jooking for employment.

a  Texas Workforce Commission

b. Texas Department of Human Services

e. Texas Rehabilitation

d. Social Security Administration — SSI Medicaid — Medicare
e. Veteran's Services

500 BROADNAX - DAINGERFIELD TEXAS 75638 - PHONE 903-645-3691 = FAX 903-645-5729
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Important Information for Former Military Services Members
Women and men who served in any branch of the United States Armed Forces,
including Army, Navy, Marines, Air Force, Coast Guard, Reserves, or National
Guard, may be eligible for additional benefits and services. For more information,

please visit the Texas Veterans Portal at https://veterans.portal.texas.gov.

Texas Department of State
Health Services

Informacién importante para antiguos miembros de las Fuerzas
Armadas

Las mujeres y los hombreas que hayan pertenecido a cualquier cuerpo de las
Fuerzas Armadas de los Estados Unidos (incluidos el Ejército, la Armada), Ia
[nfanteria de Marina, la Fuerza Aérea, la Guardia Costera, el cuerpo deal‘eservistas
o la Guardia Nacional) podrian recibit beneficios y servicios adlcronales Para mas
informacion, visite el Portal de Texas para Veteranos en |
https://veterans.portal.texas.gov.

Morris County
Veteran Service Officer

Bobby Baker

500 Broadnax R 903-645-3691 Phone
Daingerfield Texas 75638 903-720-2316 Cell

bobby.baker@co.morris.tx.us
WwWw,co.morris.buus

Bobby Baker, Morris County VSO, is in his office located in the Morris County

Courthouse each week on Mondays ONLY (Tuesday if Monday is a holiday) or by
appointment.




PHARMACY LOCATIONS THAT TAKE OUR PROGRAM:

Thurman’s Pro-Med Pharmacy ~ Thurman’s Pro-Med Pharm acy

402 North Madison Avenue 201 Main St P O Box 1140
Mt Pleasant TX 75455 - Naples TX 75568

903-572-6337 903-897-0011

Brookshire’s — Delivers Powers Pharmacy

609 S Linda Drive 702 West Houston

Daingerfield TX 75638 Linden TX 75563

903-645-4552 903-756-7923

The Med-Shop MorrisCare Pharmacy - Delivers

111 East 2" Street 213 W Scurry St., Ste C

Hughes Springs TX 75656 Daingerfield, Texas 75638

903-639-3508 903-289-1900

Limit of three (3) prescriptions per month.

Prescriptions are limited to a 30-day supply. This is set by the State of

exas. (IF

the pharmacy accidently fills a 60 day or 90 day supply, it will count against the
three per month. You cannot request or demand that anything over 30-days to

be filled.)

**Please treat the pharmacist and staff with respect. They can refuse service.**

NOT COVERED: anything that can be obtained over-the-counter, controlfed

substances, or anti-depressants.

******a’c************#******************************aﬁ******* K o ok o ok ok o e

EYE GLASSES: |
I'have been informed about a low-cost place to obtain glasses.

Two pairs of single vision glasses plus exam for $69. Their frames. Nothi g
designer. No bifocals or trifocals. If you need bifocals, you would get one pair for
reading and one pair for far vision. Anything other than the basic glasses costs

extra. For example: Tint is $7 per pair—-$14 for the two pair. If they ask if

scratch resistance coating, designer case, anything at all, be sure to ask,
much does that cost?” The basic two pairs of glasses with exam is $69.

America’s Best Contacts & Eyeglasses 903-475-1021
Northwest Village, 1715 W Loop 281, Longview TX 75604

you want
“How
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FOR OFFICE USE ONLY / PARA USQ DE LA OFICINA : |
Date Identifiable Form100 is Received | Case Record Number Appointment Date gnd Time, if applicable

Date Form 100 is Requested/issued
Status

[ Application ] Review

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

Name (Last, First, Middle)/Nombre (Apellido, primer, segundo) Home Telephone No./Teléfono de la casa Other Telephone No./Otro nimero de teléfono

Have you ever used another name? If 5o, list other names you have used./; Ha usado alguna vez otro nombre? Si es el caso, enumere los nombres que ha usado.
CYes/Si [INo

Mailing Address (Street or P.O. Box)/Direccion Postal (Calle o Apdo.) | Apt# /Apto# |City/Ciudad StatefEstado |ZIP

Home Address, if different from above. If it is rural, give directions. / Domicilio particular, si es diferente a I3 direccién de amiba. Si es rural, explique come lliegar.

1. On the chart below, fill 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 consider them household members. / En Ia tabla a continuacian, llene Iz primer linea con informacion acerca de usted misme. Liene las lineas restantes
acerca de todos que viven en la casa con usted, los considere 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) Nialef Date of Birth ¢ Parentesco con
Nombre (Apellido, primero, segundo) Nimero de Seguro Social Female| F&cha de nacimiento usted? ¢Es usted un
(si lo fiene 2 su disposicion) Hombre/ extranjero
Mujer patrocinade?
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 iegal relationship. You do not need to include information on peaple who live with you but are not part of your “household.”

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

.2 Whatis your household's county and state of residence (where you make Yyour 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 condado y este estado?..mmmermenreeo e, I, DYES/S_' o

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

D Oum or paying for home D Live in a house provided by someone else l:l No permanent residence
Soy duefio de mi casa o la estoy comprando Vivo en una casa ajena No tengo resit]ﬂencia permanente

Live with someone else D Rent House/Apartment Jail
Vivo con ofra persona Rento una casa o apartamento Carcel




4. List your average monthly household expenses./Enumere los gastos mensuales de [a unidad familiar.

10.

11.

12

13

14.

15.

BXLY RS
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Have you — or has anyone in your household — worked in the last three months? . If Yes, who?
¢Ha trabajado usted o alguien de Ia unidad familizr en los Gitimos tres meses?......... L IYes/Si [INo Si contesta “Si,” ; quien?

Rent/Mortgage/Renta/hipoteca $
Utilities (gas, water, electric)/Servicios piblicos (gas, agua, luz) $
Telephone/Teléfono ; $
Transportation, such as gas, car payments, bus/Transportacidn, tz] como gasolina, pagos del camo, autobls.....$
Tax and Insurance on home per year/Impuesto y seguro anual de Iz casa $
Other/Otro $
Other/Otro 3
Other/Otro ” $
Does anyone pay these household expenses for you? X
¢Hay otra persona que paga estos gastos de la unidad familiar por usted? CYes/si [CINe
If Yes, who?/Si contesta “Si,” ; quién?
Are you - or is anyone in your household — receiving [] TANF [] Food Stamp [] Medicaid benefits? Ve
¢Esta usted o alguien de la unidad familiar recibiendo beneficios de TANF, estampillzs para comida, yio Medicaid? LYesisi  [INo
If Yes, who?/Si contesta "Si," ; quién?
. Are you - or is anyone in your household — pregnant? . If Yes, who?
¢ Estd usted o alguien de la unidad familiar embarazada?......[1Yes/Si [No g; contesta “Si,” ; quién?
Are you - or is anyone in your household — disabled? " If Yes, who?
¢Esta usted o alguien de la unidad familiar incapacitada?__...DYes"s‘ OINo g contesta *Si,” ¢ quién?
- Have you — or has anyone in your household — applied for SSI or SSDI? .
¢Alguna vez usted o aiguien de la unidad familiar solicité beneficios de SS| o SSDI? OYes/si  [INo
If Yes, who applied and when?
Si contesta “Si,” quién los solicitd 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 los Giimos tres meses? OYes/si [Ne
If Yes, which months? ‘
Si contesta “Si,” ; Cudles meses?
Do you - or does anyone in your household — have health care coverage (Medicare, health insurance, V. A, Tricare, etc.)? .
¢ Tiene usted o alguien de la unidad familiar la cobertura médica (Medicare, seguro médico, V. A., Tricare, etc.)? CYesrsi [INo
I Yes, who?/Si contesta *Si,” ;. quién?
How much money do you have? For example, on your person, in your home, in bank accounts, or other locations? $
¢Cudnto dinero tiene usted; por ejemplo, en el bolsillo, en Ia casa, en las cuentas bancarias, o en otros lugares?
How many cars, trucks, or other vehicles do you —and anyone in your household — have? List the year, make, and model inlthe chart i
below./; Cuantos carros, camionetas u otros vehiculos tienen usted y las personas de la unidad familiar? Anote el afio, la marca, ¥ el modelo en
la tabla a continuacicn. *
Year/Afo Make and Model/Marca y Modelo Year/Aio Make and Model/Marca y Modelo
1. 3.
2. 4.
Do you ~ or does anyone in your household — own or pay for a home, lot, land, or other things?
£Tiene o paga usted o alguien de la unidad familiar una casa, un lote, un terreno, u ofros bienes? Yes/si [Ne
Did you — or did anyone in your household = sell, trade, or give away any cash or property during the last three months?
Durante los Gitimos tres meses, straspass, vendis o regalé usted o alguien de la unidad familiar dinero o alguna propiedad? [OYes/si [CiNo
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16. Listall 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 lista de los ingresos de ta unidad familiar a confinuacién. Aseglrese de anotar: Chegues del gobiemo; ingresos de

trabajo o de capacitacion; dinero que recibe de cobros de cuarto y comida; regalos en efectivo, préstamas, o aportaciones de sus pa
personas; los ingresos del patrocinador; becas o préstamos de la escuela; manutencion de nifios, o pagos por desempleo. |

res, familiares, amigos, y ofras

How ofter
Name of agency, person, or employer
who provides the money
Nombre del patron, la persona o
la agencia que paga el dinero

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

Amount received
Cantidad recibida

(daily, weekly, pvery fwo weeks,
twice a month, monthly?)
¢ Con qué freciiencia [o recibe?
(¢ diariamente, por semang, cada quincens,

received?

dos veces zl 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.

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

¢ Income

e Resources

= Number of people who live with me

s Address

= 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 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 wrifing, a fair hearing about actions affecting receipt
ortermination of health care assistance.

A mi leal saber y entender, las declaraciones que he
las preguntas, son verdaderas y comectas.

Me compremeto a dar al perscnal que verifica Iz el
informacién necesaria para comprobar mis declaracion

1echo, y mis respuestas a todas

egibilidad y al condado toda la
25 sobre [a elegibilidad.

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

= Ingresos

= Recurscs

= Nimero de personas gue viven conmigo
e Direccion

» Solictud de SSI, TANF, o Medicaid o la entrega de
Me han dicho y comprendo que esta solicitud sera co

cualquiera de estas.
nsiderada sin discriminacion por

razz, color, religion, credo, origen nacional, edad, sexo, discapacidad, ni afiliacion
peliticz; que puede pedir una revision de la decision que se haga acerca de mi

solicitud de asistencia o recertficacion para asistencia;i

¥ que puedo pedir, oralmente o

por escrito, una audiencia imparcial sobre cualquier accidn que afecte la entrega o la

terminacion de asistencia de atencion meédica.

| understand that by signing this application, | am giving the county the
right to recover the cost of health care services provided by tie county

Comprendo que al fimar esta solicitud, doy al cond:
cualquier tercero el costo de los servicios médicos p
Me compromefo a dar al condado la informacion nece:

from any third party. [ agree fo give the county any information it
needs to identify and locate all other sources of payment for health
care services.

| 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 civil or
criminal charges against me.

contra.

cualquier ofro fuente de pagos por mis servicios medicos.

Me han dicho y comprendo que si dejo de cumplir con las obligaciones
especificadas en ésta podria considerarse como una retencion intencional de
informacion y podria dar lugar a la recuperacion de pérdidas por medio de Ia
devolucion de pagos o por medio de la presentacién de carges criminales en mi

ado el derecho a recuperar de
roporcionados por el condado.
saria para identificar y localizar

BEFORE YOU SIGN, BE SURE EACH ANSWER IS COMPLETE AND CORRECT.
ANTES DE FIRMAR, ASEGURESE DE QUE CADA RESPUESTA SEA COMPLETA Y CORRECTA.

1

‘ '.Sig.n':mx-re—Appll':mnt! Firma -Snﬁciéantc D:xtc;'Fecha
I the applicant is mamied and his/her spouseis a household member, the spouse must also sign and date this Form
disqualified household member./Si ellla solicitante esta casado/a y su esposo o esposa vive en [z misma casa, se reqy

también firme esta Forma 100, aungue no tenga derecho de reciir asistencia.

Signature ~Spouse / Firma— Epnso .n Espasa

Date/Fecha

100 even if the spouse is 2
iTe que Su esposo 0 esposa

Signature - Person Who Helped Complete This Application [ Date
Firma- Persona que ayudo a llenar esta soficitud / Fecha

Signature - Applicant’s Representative [ Date

Firma— Representante del soficitante / Fecha Firma—Testg

Signature— Witn2ss (if signed with () [ Date

o (= frma con "X / Fecha

Adaress (STeor, Stato, ZIP) and to)cphoNG NUMbOF Of APyOno WHo heIped GOMPIets Tiis Tou/Olroccion (Calle, Gludad,

———e e
Estado, ZIP) y wIGIono ¢o X porsona QUe ayudo 2 Ienar oSt Formes m‘ﬂ
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Sherry Ray :
Indigent Health Care Coordinator

i 7
; TG
- ——

MORRIS COUNTY INDIGENTHEALTH CARE

BEHAVIORAL GUIDELINES

e All Applicants and Qualified Clients are required to comply with al] State and
County policies and guidelines to receive services through the Marris County
Indigent Health Care Program (MCIHCP).

 All Applicants or Qualified Clients are required to comply with behavioral
guidelines established by the State of Texas.

 All Applicants or Qualified Clients who are rude and display disruptive or
abusive language and behavior will not be seen. Our Personnel will be
protected from dangerous situations; physical or combative confrontations are
grounds for immediate termination from the Indigent Health Care \'—’rogram.

* All Qualified Clients are expected to comply with the medical regime
proposed by their health care providers: doctors, clinics, hospitals| etc.

o Medical Regime includes but is not limited to any instructioPS to refrain
from use of alcohol, illicit drugs, and tobacco; as well as instructions for
diet and exercise. '

I HAVE READ AND UNDERSTAND ALL OF THE ABOVE GUIDELINES AND
UNDERSTAND THAT FAILURE TO COMPLY WITH THESE GUIDELINES
COULD RESULT WITH SUSPENSION FROM THE PROGRAM:

Applicant's Signature Date

Printed Name of Applicant

500 BROADNAX - DAINGERFIELD TEXAS 75638 - PHONE 903—545-—3691': FAX 903-645-~5729
|



MORRIS COUNTY
Sherry Ray '

Indigent Health Care Coordinator

MORRIS COUNTY INDIGEN HEAL
FRAUD POLICY

If 2 person knowingly provides false information for the purpose of qualifying for indig
or she is subject fo Section 37.10 of the Texas Penal Code — Tampering with G
Class ‘A’ Misdemeanor; and/or subject to Section 32.46 of the Texas Penal Code —
of Document by Deception.

jent health care, he
overnment Record,

Securing Executicn

If a person knowingly, within the previous 24 months, transferred a countable resource for less than fair

market value to qualify for indigent health care, that person’s household is ine]igibfe for two (2) years

beginning with the date the resource was transferred, and if a person fails to disclg
that person would also be subject to the criminal sanctions as set out in Section |.
If a person fails to report a change in income, resources, or residence for the pu
eligible, he or she is liable for any benefits received while ineligible; and subject tq

1.

se such a transfer,

rpose of remaining
criminal sanctions
Penal Code, Theft

listed in Section I; and subject to Section 31.03 and/or Section 31.04 of the Texas
and Theft of Services, respectively Class ‘C’ Misdemeanor ‘o Second Degree Felon
value of the property or services taken.

If a person knowingly alters an authorization document received from the indigent
for the purpose of changing the nature of health care authorized or the beneficia
authorized, he or she is subject to Section 37.10 of the Texas Penal Cod
Governmental Record, Class ‘A’ Misdemeanor. If the alteration involves the disp
substances, the person is subject to Criminal sanctions pursuant to the Dangerous
Controlled Substances Act.

The laws cited here are for illustrative purposes.

Upon finding of fraud, the client shall be administratively ineligible for IHC as follows:
First offense 24 months from the date fraud was discovered
Second offense 36 months from the date fraud was discovered
Third offense 48 months from the date fraud was discovered
Additional offenses +12 months for each additional offense

CONSEQUENCE OF FRAUD
If, after due process, a person is found to have intentionally misrepresented information
benefits, that person '
Shall reimburse Morris Coun
Shall be administrativel
policy
if you do not know the answer o a question you are asked or on the a
i have read the above information and understand its contents.

pplication, do not g

Signature Date

Printed Name
500 BROADNAX - DAINGERFIELD TEXAS 75688 - PHONE 903-645-3691 - FAX 903-64

]

ty for the cost of benefits they were ineligible to recei
y ineligible for Morris County IHC benefits in accordan

, depending on the

alth care program
of the health care
, Tampering with
nsing of controlled
Drugs Act and the

in order to receive

ve
ce with the above

uess.

5-5729




If a change occurs that makes you ineligible and you fail to report the change as requ,
responsible for payment of any medical services received after you became inell
subject to prosecution under the Texas Penal Code.

MORRIS COUNTY
Sherry Ray
Indigent Health Care Coogdinator

MORRIS COUNTY INDIGENT HEALTH CARE
STATEMENT OF SERVICES

Clients are expected to seek ALL non-emergency medical care from their pri
Make certain that your physicians understand the Indigent Health Care Progra
office for clarification.

m.

mary care physician.
They may call this

Hospital emergency rooms are not to be used except in matters of true emergency. If you seek routine
medical attention — such as for a common cold — from an emergency room, you may be held

responsible for the hospital bill and all related emergency room physician/lab bills.
Morris County will pay for up to three (3) prescriptions per month and up to
hospital, doctor, lab, x-ray, and skilled nursing facility expense OR 30 days of hosg
comes first.

Clients can be held responsible for the balance of charges not paid by Morris

payment for prescriptions exceeding 3 per month.

Clients are responsible for informing providers of their eligibility with the Morris C
Care Program and for informing these providers of our billing address.

Morris County Indigent Health Care is not responsible for any medical claim

$30,000 per year in
italization, whichever

County, including full
ounty Indigent Health

s received after our

deadline. (Either 95 days from the date of service OR 95 days from the date of your completed

application.) *If a provider sends a bill to you, YOU MUST contact that provid
above information so that they can bill our office.

Clients MUST notify our office within fourteen (14) days of any change of situation
income, address, property (including vehicles), household members, application/|
or Medicaid. Failure to notify this office within the fourteen days may result in yot
for this program.

This program does NOT pay for ambulance, eye exams or glasses, dental,
replacements of any sort including but not limited to knee or hip, etc.

I’ HAVE READ AND UNDERSTAND ALL CONDITIONS AS STATED ABOVE:

Signature

Date

Printed Name

500 BROADNAX « DAINGERFIELD TEXAS 75628 « PHONE 903-645-3691 - FAX 903~

er and give them the

, such as changes in:
receipt of SSI, TANF,
ir becoming ineligible

medical equipment,

red, you may be held

i%wae, or you may be

45-5729




MORRIS COUNTY

SHERRY RAY
Indigent Health Care
Coordinator
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MORRIS COUNTY INDIGENT HEALTH CARE

AUTHORIZATION FOR BACKGROUND CHECK

APPLICANT: SS: DOB:
SPOUSE: SS: DOB:
ADDRESS:

| understand that as part of the application process for benefits from the Morris County [ndigent Health
Care Program (MCIHCP) | am required to provide certain written documents to the MCIHCP office. |
realize that my failure to provide such documentation will delay the receipt of benefits, if any, that | may be
eligible o receive. '

| hereby give my permission to the MCIHCP to obtain background check from 1;the Texas Workforce
Commission, Department of Motor Vehicle Registration, Credit Bureau, and any other sources or
databases that may need fo be contacted to determine eligibility for the Indigent Health Care Program.

l, and spouse, if applicable, | hereby
authorize any public agency including the Social Security Administration, Medicaid, and Medicare to furnish
Morris County or its agent information related to assets or any other sources of incc|>me to me held in my
name and/or criminal history. | hereby release Morris County and all of its agents and employees, the
public agencies providing such information and all employees of public agencies furnishing information,
and all liability resulting from the furnishing of this information to Morris County. | certify that the
statements made by me on this form and on my application for health care services ali'e true, complete, and
correct to the best of my knowledge and belief and are made in good faith. | understand that any false
statements made herein or on my application for MCIHCP services will void further consideration for

eligibility as it relates to my application for such services. | know and understand the MCICHP Fraud
Policy.

I 'am aware that | must reapply for Indigent Health Care benefits every six monthsg, and that if | do not
reapply that | could lose any benefits | might have been receiving.

I have read all of the above, and | understand it.

Signhature: Date:

Signature: Date:

500 Broadnax Daingerfield TX 75638 903-645-3691 Phone 903-845-5729 fo
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" Form 113

APPELLANT/PROVIDER ASSIGNMENT — CESION DEL APELANTE Y DEL PROVEEDOR

County

'[Telephone'Ne. ** ..

'.|Case Number

APPELLANT ASSIGNMENT/CESION DEL SOLICITANTE DE SSI

I certify that | am currently appealing the
Soclal Security denial decision. As a
condition of receiving CIHCP health care
services, | give the above-named county
my rights to recover the cost of health

Certifico que estoy apelando la decisién del
Seguro Social. Como condicién de recibir los
beneficios de salud de CIHCP, cedo al

condado nombrado arriba mi
recobrar de cualquier tercera

derecho a
agencia o

following statements:

under Federal and State laws.”

the county.

The statements may be printed above my signature or, if printed on the re
form, a reference to the statements must appear immediately preceding my sig
* Any costs for processing claims as a result of this assignment will not be pass

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 hastal cubrir los
expenditures made on my behalf by the gastos incurridos por el condado |0 por TDH
county. ‘en beneficio mio. -

Signature — Appellant/Firma - Solicitante Fle S8l Date/Fecha
Name of Appeliant/Nombre del Soflcitante de $51 | Address (Street, Gy, State, LiF)uirecelon (Calle, Clugag, kstado, 4P) .
PROVICER ASSIGNMENT "t B g s TE e
By signing this form, | agree to assign to the county my Medicaid reimpursement
rights for services provided to this person and paid for by the county. I will not file

claims with Medicaid for reimbursement of the county’s payments.

In accepting this assignment, | agree to meet the following conditions:
* All claims [ submit to the county must comply with all claims processing requi
the Texas Medicaid Program. The claim forms will be imprinted in boldface type with the

1. “This is to certify that the foregoing information is true, accurate, and complgte.”
2. “l understand that ultimate payment of this claim may be from Federal
funds, and that any falsification or concealment of a material fact may be

rements for

and State
prosecuted

» | accept the amount paid by the county.as payment in full for all services prov
above-named appellant and | will not seek reimbursement for any difference b
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 MED[CA!D ELIGIBELE.

Vv

erse of the
nature.
ed along to

(ided o the
‘etween the

Signature - Provider

Date

Provigers Name

National Provider Identitler (NP1, the 10-character Mealcala Billing 1L #)

( )

Telephone Na.

Physlcal Address (Street, Clty, State, ZIP)

November 2007
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Form 128
Page1of 2
COUNTY INDIGENT HEALTH CARE PROGRAM
EMPLOYMENT VERIFICATION
Date/Fecha Case Record No./NOm de Caso

M 1

Office Address and Telephone No./Oficina y Teléfono

I_ _] Fax:

Employee Saocial Security Number

This individual is 2 member of a household applying for health care assistance from the County
Indigent Health Care Program. To determine this household’s eligibility, it is necessary to verify
all earnings. Since this individual is/was/will be your employee, your help is needed.

Please completely and accurately provide the information requested on the back of this letter. if
a question does not apply, mark it N/A. After you complete this form, give it to your employee,
mail it in the envelope provided, or fax it to the number listed above.

This information is needed by this date: . If you could send it before
this date, it would be most appreciated.

Thank you for helping. If you have questions, please feel free to call.

! give my permission to release the information requested on this form.
Yo doy mi permiso para que mi empleador dé la informacién que se pide en esta forma.

Signature / Firma Date / Fecha

Comments:

CIHCP 04-4
November 2004



Form 128
Page20f2

EMPLOYMENT VERIFICATION

Employee Name (as shown on your records)

Employee Address ~Street, City, State, ZIP (as shown on your records)

Is/was/will this person (be) employed by you? Is FICA or FIT withheld?

D Yes D No lfyes > U Permanent D Temporary D Yes m No

Rate of Pay

Average Hours per Pay Period |How often is employee paid?
Per Per Per Per Per

$ DHour DDay DWeek DMOﬂthDJOb

On the chart, below list. all wages recelved
by this employee durmg the' months of-

Other Pey *
. Date Employee (Bonuses, Commissions,
Date Pay Period Ended Received Paycheck Actual Hours Gross Pay Overtime, Pension Plan,

Profit Sharing, Tips)

~In Comments Section below, please explain when and how Other Pay is received.
Date Hired

Date First Paycheck Received |If employee is/was on Leave Without Pay

Start Date: End Date:

H this person is no longer in your employ

Date Final Paycheck Received:

Is health insurance available?

Gross Amount of Final Paycheck: $

. Enrolled for Enrolled with
Yes No If Yes, employee is = Not Enrolled Self Only Family Members

Comments:

Signature and Title of Person Verifying This Information Date

Company or Employer Addressz (Street, City, Stoto, ZIP) Telephone Number (Include aroa code.)

CIHCP 04-4
November 2004



THE FOLLOWING
TWO (2) PAGES
ARE TO BE
COMPLETED
BY ANYONE

GIVING YOU ASSISTANCE.

. MAKE CERTAIN ALL BLANKS ARE FILLED!

RETURN WITH YOUR APPLICATION




INDIGENT HEALTH CARE
Sherry Ray, Coordinator

I (We) help
(Household providing support) (Applicant)
by providing the following things:

How much cash do you give each month?

Pay utilities directly to company

Pay medical bills and/or prescriptions directly to DR. or pharmacy
Food and clothing at the time of purchase

Payment of house loan or rent directly to landlord or the loan company

Other

The above Applicant does live with me/us
The above Applicant does not live with me/us.

I state that the above named Applicant is 1s not employed.

The above statements made by me (us) regarding the above household are true and

correct. I understand that this statement will be part of a government record, and that any
false entry made with the intent to defraud Morris County or any other person |ay
constitute a third degree felony, punishable by a fine not to exceed $10,000 and

confinement in the State Penitentiary for the period of two to ten years.

Date Signature of person(s) providing support

Street Address /

Mailing Address

City-Zip ' / County

Phone Number




CONTRIBUTIONS FORM

Case Name:
The person named above has stated that you provide help to their household. |Please
provide dates, amounts, and whether this assistance will continue. ‘

1. When did the assistance start:

2. Was your help a loan? YES NO (please circle) A loan is money that is ex1oecf fo be
repaid and the household can explain how and when the money will be paid back.

Date Amount |Person Receiving Loan Date to be Repaid/How to be Repaid

3. -Did you make a contribution to the household? YES NO (please circle) A contribution
is money you give to the household that js not expected to be paid back .

Date Amount |Person Receiving Money Purpose of the Confribution

4. Did you pay any bills for the houseold as a vendor paymént’? YES NO (please circle)
A vendor payment is a payment you make directly fo the person or company that bills the
household for a service or directly to the company for a purchase.

Date Amount |Person Billed Person/Company Paid Purpose
Printed Name: Address:

Signature: Phone:

Relationship: Date:

Retum this form to:

MORRIS COUNTY INDIGENT HEALTH CARE
County Judge's Office - Morris County Courthouse
500 Broadnax Street, Daingerfield Texas 75638
Phone 803-645-3691 Fax 903-645-5729
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Form 149, Statement of Lalf—Employment Income

If you or any member of your household has any Kind of seli-
employment income, fill out this form and attach it to your
application. You may attach a copy of the latest income tax forms
in place of this form. If your accounting system is not the same as
this form, you may substitute a copy ©Of your accounting
statement. You rmust answer all guestions and sign and date at
the bottom. Use additional sheets of paper it vou need to.
Sign and date sach sheet. Remember, this is your sworn
statement. You will need to bring with you to the interview: bills,
receipts, checks or stubs, and any other business records you
have. Your worker will need to see them. Yeur records wilf be
returned to you.

Self-employment Income. ‘This is any money vou eam working
for yourself. 1tis not money you earn working for someone else. If
you are in doubt, ask your caseworker.

Questions 1, 2, and 3. These questions are self-explanatory.

Question 4. List your business income and expenses. In the
boxes on the left side of the form. Tist your business expenses
(see the information below). Write inm the dates you paid the
expenses and the amount of each expense. Add the amounts,
and enter your toial in the box "otal self-employment expenses.”
In the boxes on the right side of the form, list your income (see
the information below), List the dates you received the income,
your sources of income, and the amounts. Add the amounts, and
enter your total in the box "total seff-employment income.”
Subtract your expenses from your total self-employment income,
and enter your "net self-employment income.”

Expenses are your costs of doing business. Examples of
expenses are supplies, repairs, rent, utllities, seed, feed, business
insuraoce. ficenses. fees, payments on principal of loans for
income-producing property, capital asset purchases (such as rea}
property, equipment, machinery, and other durabie goods and
capital asset improvements), your sccial security contribution for
people who worked for you, and Iabor (not salaries you pay
yourself). If you claim labor costs, fist each person and the
amount you paid them. If you have any other kinds of business
expenses, be sure 1o list them and the date they were paid.

You may not claim:

~ Rent, mortgage. taxes, or utilities on your business if it
operates cut of your home (unless these costs are separate
from the costs cf your home);

= Cost of goods you buy for the business but use yourself;

= Net business loss from a prior period and

= Depreciation.

If you are in doubt, bring proof of the expense and ask your
worker.

Income includes money from sales, cash receipts, crops.
commissions, leases, fees. or whatever you do or self far money.
If you have any other kind of income from your business, be sure
1o listit. Be sure to list the dates income was received.

Who must sign. The form must be signed by the applicant,
Spouse, or authorized representative. Anyone may help you
complete the form, but that person must also sign and date the
form. Ask your worker if anyone efse needs to sign the form.

propio, Mlene esta forma y adjintefa a su soficitud

En lugar de esta forma,

Page p of 2
Si usted u otra persona de sv casa tiene algln tipp de ingresos de negocio

puede adjuntar una copia de la declaracién de impuestos sobre ingresos

mads reciente. Si el sistema de contabilidad gue

no es igual al de esta

forma, puede substituir fa forma con una cepia de su registro de
contabilidad. Tiene gue contestar todas las preguntas y firnar y fechar la

jorma al final. Use hojas adicionales si las ne

ita. Firme y feche cada

hoja. Recuerde que ésta es una declaracion jur;da. Tiene que llevar a la

entrevista: cuantas, recibos, cheques o talones d

chegues y cualquier otra.

documentacién gue tenga del negocic. El trabgjador tendrd que verlos.

Estos documentos le seran devuelios.

Ingresos del Negocic Propioc. Este téming se fefiere al dinero que gana
cuandc trabaja por su propia cuenta. No es el dinero que recibe cuando

trabaja para otra perscna. Si liene alguna
trabajador de casos.

duda, consulte con su

Preguntas 1, 2, y 3. Estas preguntas no necesitan mas explicacion.

Pregunia 4. Apunte los ingresos y gastos de su
lado izquierdo de [z forma, enumere los gasto

Inegccio- En las cajas del
s de su negocio (vea la

informacion abajo). Ponga 1a fecha en que page los gastos y la cantidad

de cada gasto. Sume las cantidades y ponga el
"total de gastos del negocio propio”. En las
forma, enumere ios ingresos (vez ia informacic
en que recibid cada ingreso, la fuente del ingres
cantidades vy ponga el total en la caja que di
negocio propio”. Reste los gastos del totai de i
y ancte sus "ingresos netos del negocio propio”.

Los oastes son fos costos de un negocio. Algu

total en la caja que dice
ajas a la derecha de la
n abajo). Penga la fecha
y la cantidad. Sume las
e "total de ingresos del
gresos del negocic propio

nos ejemplos de posibles

gastos son: provisiones, reparaciones, renta, servicios plblicos, semilla,

forraje, seguro del negocio, licencias, cuota
préstamos para propiedades que generan ingres
capital {como bienes raices, equipo, maquinaria )
mejoras de bienes de capital), su aportacion

pagos del capital de
s, compras de bienes de
otros bienes duraderos vy
al seguro sccial de las

personas que trabajan para usted y sueldos {perp ne los que se paga a si

mismao). Si declarz el costo de sueldos, ponga el
y la cantidad que le pagé a cada quien. Si tie
gastos del negocio, aseglrese de anotarfos vy H
pago.
No puede declarar:
= El pago de la renta. la hipoteca, los Empuestﬁ
del negocio si lo cpera de su casa {2 no ser gy
de los costos de la casa);
» El costo de articulos que compra para e
personalmente;

nombre de cada persona
ne cuzlguier otro tipo de
oner la fecha en que los

s © los servicios publicos
e estos costos son aparte

negocic pero gque usa

= La pérdida neta del negacio de un periods anterior; and

* La depreciacion.

Si tiene alguna duda, lleve comprobanies del
trabajador.

cosechas, las comisiones, las rentas, las cuotas

gasto y consulte con el

cualquier cosa que hace

Los ingresos son, entre otros, el dinera de ven‘r‘és, el ingreso de caja, las

¢ gue vende por dinero. Si usted tiene cualquie;
negocio, asegurese de anotarlo. No olvide ponel
el ingreso.

otro tipo de ingresos del
1as fechas en que recibié

Quién debe firmar. El solicitante, su cényuge olsu representante autorizado

para firmar la forma. Cualquier persona puede|
pero esa persona también tiene que firmar y

ayudarle a llenar la forma,

oner e fecha en [a forma.

Consulte con ef trabajador para saber si alguien més tiene que firmar.

With a few exceptions, you have the right to request and be informed ab H a7 il
p - g = out the informati b
review the information upon request. You alse have the right to bt e My,

Sections 552.021, 552.023, 559.004). To find out about your Information and your right 1o request correction, please contact ‘your local county office. / Con algunas

excepciones, usted liene el dereche de saber qué informacion obtiene sobre ustc_-:_d el cond_ado de pedir dicha informacién. Si desea reclbin y estuliar Ja Informaclén, tiene el
cad corrija cualquier informacion Incorrecta (Codige Gubernamerfial, Sccciones 552,021, 552.023
la cerrijan, favor de penerse en contaclo con la oficina local del congdado. '

2 t You are emtitled to receive and
aszk the county to correct information that is determined 1o be incorrect {Government Code,

CIHCP 044
November 2004




STATEMENT OF SELF-EMPLOYMENT INCOME

DECLARACION DE INGRESOS DEL NEGOCIO PROPIO
See Instructions on Page 2./Vez las Instruccionss en Ia pégina 2.

Form 149
Page®of 2

Case Record Name . Case Brecord Number

1. Name of Person Having Self-Employment Income/Nombre de Ia persona que tiene ingreses de negocio propig.

2. Give the number of months covered by this income statemnent.
Dé el nimero de meses que cubre esta declaracisn de ingresos.

3. Describe what you did to earn this money./Describa Io que hizo para ganarse este dinero.

e

4. List your business expenses and income. lME;OHTANFE: Attach receipts, invoices, or other verifyrilng papers.
Anote los gastos y ingresos de su negocio.  IMPGRTANTE: Adjunie recibos, facturas, u otros comprobantes.

Date EXPENSES Amount Date INCOME

Amount
Fechs GASTOS Cantidad ) Fecha INGRESOS

Cantidad

$ 1

|
|
|

'
T
I

Total Expenses

1
’ I
SUBTOTAL [|$
Total de Gastos [$ 9 |

Enter expenses here and subtrl‘act.
Anote el totaf de gastos y reste. i —

NET SELF-EMPLOYMENT INGOFME
INGRESOS NETOS DEL NEGOCIO PROF’IO $

The above information is true, correct,

I and complete to the best of my knowled e. I understand that qivi
false information to the county could result in A = b o oy ing

' | : my being disqualified for fraud /Segtin mi ieal saber y entender,
toda esta informacién es Cierta, correcta y completa. Comprende que si doy informacién falsa al eondado puedo ser
descalzﬁcago por fraude.

Signature of anyone helping you to prepare this form / Date

Signature / 55
Firma de 1a persona que ie ayuds 2 fienar 1a forma / Fecha : . e Pae/ Fécha

CIHCP 044
November 2004



