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Client Name and Address
Prescription drug coverage is available through Medicare. This Medicare drug coverage will help pay for prescriptions, but there are costs for premiums, deductibles and copayments. You may be eligible to receive extra help to reduce the amount of premiums, deductibles and copayments and still have the Medicare drug coverage. To find out if you are eligible for reducing your expenses for the drug coverage, you may apply through the Social Security Administration. You can apply online at www.socialsecurity.gov or you can call Social Security at 1-800-772-1213 (TTY 1-800-325-0778).
Application for Assistance – Aged and Disabled
(This is not an application for the Medicare Prescription Drug Coverage.)
If you need help paying your medical expenses, assistance with home care, or help paying Medicare cost-sharing expenses, the Texas Medicaid program may be able to help you. If you are interested, please complete the enclosed application.
If you receive certain long-term care Medicaid services, related hospital and prescription drug services, and you are age 55 or older, the state of Texas can make a claim on your estate to recover the money that Medicaid has paid for your care. No claim will be made as long as you are survived by your spouse or your child who is under age 21 or disabled.
It is important that you answer each question. Please enter “no” or “none” to questions that do not apply to you, and be sure that the application is signed and dated. You may ask a friend or relative to help you.
Please include with your application proof of all income and things that you own. The proof may be COPIES of the documents listed below; 
Do Not Send Originals:
Award letters (VA, Social Security, Railroad Retirement)
Earnings statements
Current bank statements
Savings passbook
Certificates of deposit
Certificates of notes, stocks or bonds
Insurance policies (life, burial or hospitalization)
Transfer papers or deeds (for anything that you owned, but sold or gave away)
Homestead tax appraisal
Copy of promissory notes, mortgages, loans
Prepaid burial contracts
After your application is received, we will review it to determine if you are eligible. We will notify you of the decision within 45 days.
If you have any questions regarding the application, please call:
When you have completed the application, please mail it to us in the attached envelope. Someone may be in touch with you. An interview is not required as part of the application process. You may request an interview.
Free legal help from outside the department is available in many communities; call your local department office for information.
•     I have been advised and understand that this application or recertification will be considered without regard to race, color, religion, creed, national origin, age, sex, disability or political belief.
•     I have been advised and understand that I may request a review of the decision made on my application or recertification for assistance and may request a fair hearing, orally or in writing, concerning any action or inaction affecting receipt or termination of assistance.
•     I have been advised and understand that my estate will be required to repay the cost of certain long-term care services and any related hospital and prescription drug services, if there is not a valid reason for exclusion.
•     If my case is selected for review, I give my consent for the Health and Human Services Commission (HHSC) to obtain information from any source to verify the statements I have made.
•     I understand that HHSC may give my name, address and telephone number to telephone and electric utility companies to help them determine if I qualify for a reduction in my bills.
Penalty Statement
•    My answers to all of the questions, and the statements I have made, are true and correct to the best of my knowledge and belief.
•    I understand that if I obtain, or assist another person in obtaining, medical assistance by fraudulent means, I may be charged with a state or federal offense; and I may also be held liable for any repayment of benefits fraudulently obtained.
•    I will let HHSC know within 10 days of any changes that could affect my eligibility. This includes changes in income, resources, living arrangement, property holdings or insurance (including health insurance premiums).
Gender
Resident of Texas?
Do you plan to stay in Texas?
U.S. Citizen?
If you are a citizen, do you want to register to vote?
Gender
Resident of Texas?
Do you plan to stay in Texas?
Where do you live?
Give the total average monthly household expenses for the following:
Give amount you contribute to household expenses; provide verification.
Do you pay rent?
Do you pay for your own food?
Do you have Medicare Part A?
Does your spouse have Medicare Part A?
Do you have Medicare Part B?
Does your spouse have Medicare Part B?
List ALL resources owned by You or Your Spouse. (Some resources may not be counted.)
Type
Amount
Source/Name/Account No.
Checking Account
Savings Account
Certificate of Deposit
You must disclose if you and/or your spouse have an interest in an annuity or similar instrument. If you are determined eligible for Medicaid, the state becomes the remainder beneficiary of that instrument.
Stocks/Bonds/Annuities
If you or your spouse own an annuity, is the state of Texas named the remainder beneficiary?  
Preneed Funeral Contract
Cash on Hand
Notes
Automobiles
Life Insurance
Burial Insurance
Other Lots or Land
If living in a continuing care retirement community, submit copy of admission contract. 
Additional Resources Owned by You or 
Your Spouse
Health/Hospitalization Insurance
Are you now covered or have you been covered during the past year by any insurance 
(no Medicaid or Medicare) paid by you or someone else?         
If "Yes," complete the following:
List ALL Income Available to You or Your Spouse. (Some incomes may not be counted.)
Type of Income	
Monthly Gross
Source
Monthly Gross
Source
Social Security
VA Pension
Did anyone serve in the Armed Forces?
Wartime?
Dates of Service
Wages
Railroad Retirement
Civil Service
Pension
Annuity
Interest
Farm Income
Mineral/Royalty
Gifts
Other Income
Signing Up to Vote
Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by this agency. 
If you are not registered to vote where you live now, would you like to apply to register to vote here today?
If you do not check either box, you will be considered to have decided not to register to vote at this time. If you would like help in filling out the voter registration application form, we will help you. The decision whether to seek or accept help is yours. You may fill out the application form in private. If you believe that someone has interfered with your right to register or to decline to register to vote, or your right to choose your own political party or other political preference, you may file a complaint with the Elections Division, Secretary of State, P.O. Box 12060, Austin, TX 78711. Phone: 1-800-252-8683         
Agency Use Only: Voter Registration Status
Discrimination Complaints
If you believe you have been discriminated against because of race, color, national origin, age, sex, disability or religion, you may file a complaint by contacting:
HHSC Civil Rights Office, 701 W. 51st St., Suite 104, MC W-206, Austin, TX 78751
Voice: 1-888-388-6332, TTY: 1-877-432-7232,
Fax: 1-512-438-5885
You can also file a complaint by contacting:
U.S. Department of Health and Human Services:
Office for Civil Rights - Region VI                           1-800-368-1019                  
1301 Young St., Room 1169                          TTY: 1-214-767-8940          
Dallas, TX 75202                                     Fax:  1-214-767-4032 
 
Notice: Your estate might have to pay the state back for services you get.
Medicaid Estate Recovery Program: If you get certain Medicaid long-term services, the state of Texas has the right to ask for money back from your estate after you die. In some cases, the state might not ask for anything back. The state will never ask for more money back than it paid for your services. The state can ask for money back from your estate only if: (1) you applied for and received certain Medicaid services on or after March 1, 2005, and (2) you were age 55 or older when you got the services. To learn more, call 1-800-458-9858.
Be sure this form is signed before it is returned
Signature — Client
Date
Signature — Spouse
Date
Signature — Responsible Party
Date
Relationship to Client
If the client cannot sign his name, two witnesses to the client making his mark (X) must sign below:
With a few exceptions, you have the right to request and be informed about the information that the Health and Human Services Commission (HHSC) obtains about you. You are entitled to receive and review the information upon request. You also have the right to ask HHSC to correct information that is determined to be incorrect (Government Code, Sections 552.021, 552.023, 559.004). To find out about your information and your right to request correction, please contact your local HHSC office.
Social Security Numbers: You will be asked to provide the Social Security numbers (SSNs) for all persons (including yourself) for whom you want assistance. If any of these persons do not have an SSN, we can help you apply for one. Providing or applying for an SSN is voluntary; however, providing or applying for an SSN is a condition of eligibility for benefits as required by Section 1137 of the Social Security Act. Therefore, any person who declines to apply for or provide an SSN may be found ineligible. The authority for these requirements is as follows: for SNAP benefits, 7 C.F.R. 273.6; for TANF benefits, 45 C.F.R. 205.52; and for Medical Assistance benefits, 42 C.F.R. 435.910. We will not share your SSN with the Bureau of Citizenship and Immigration Services (formerly INS). You will not have to provide SSNs for any family members who are not eligible because of immigration status and who are not asking for benefits. SSNs are used to verify eligibility, to conduct computer matching with other agencies (such as the Texas Workforce Commission, the Social Security Administration, the Internal Revenue Service, credit reporting agencies) and other matching sources, and to recover benefits you were not entitled to receive. We may also share SSNs with telephone and electric companies to help them determine if you qualify for a reduction in your bills or with others to help you receive benefits based on need.
Important Information from Medicare 
Do You Need Help With Prescription Drugs?
Medicare Prescription Drug Coverage  - Prescription drug coverage is available through Medicare. This Medicare drug coverage will help pay for prescriptions, but there are costs for premiums, deductibles, and copayments. You may be eligible to receive extra help to reduce the amount of premiums, deductibles and copayments and still have the Medicare drug coverage. To find out if you are eligible for reducing your expenses for the drug coverage, you may apply through the Social Security Administration. You can apply online at www.socialsecurity.gov or you can call Social Security at 1-800-772-1213 (TTY 1-800-325-0778).
Application Letter Attachment
The attached application is not an application for the Medicare Prescription Drug Coverage.
Each question on the application form must be answered. Enter "no" or "N/A" to questions that do not apply. A question that is left blank will be considered unanswered. You may ask a friend or relative to help you.
Please include with the application proof of all income and things that are owned. The proof may be copies of: award letters (VA, Social Security, Railroad Retirement); your last three bank statements; savings passbook; certificates of deposit; certificates of notes, stocks or bonds; insurance policies (life, burial, hospitalization); transfer papers or deeds (for anything that was sold or given away within the past 60 months); and prepaid burial contracts.
The application should be signed by the applicant and his/her spouse, the guardian, power-of-attorney or responsible party. After the application is received, it will be reviewed to determine eligibility. A face-to-face interview is usually not required. You will be notified of the decision.
If you have questions, please contact the location indicated above.
Discrimination Complaints
If you believe you have been discriminated against because of race, color, national origin, age, sex, disability or religion, you may file a complaint by contacting:
HHSC Civil Rights Office, 701 W. 51st St., Suite 104, MC W-206, Austin, TX 78751
Voice: 1-888-388-6332, TTY: 1-877-432-7232,
Fax: 1-512-438-5885
You can also file a complaint by contacting:
U.S. Department of Health and Human Services:
Office for Civil Rights - Region VI                           1-800-368-1019                  
1301 Young St., Room 1169                          TTY: 1-214-767-8940          
Dallas, TX 75202                                     Fax:  1-214-767-4032 
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