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*REQUIRED fields
APPLICANT / CONSUMER INFORMATION
TIERS Case Number
Individual First Name*
Individual Last Name*
Individual Social Security Number
Individual Number
Date of Birth (MMDDYY)
Zip Code*
County*
Spouse Name
Spouse Individual Number
Please select only one Action.
*Select only one and completely fill in the circle like this 
ACTION
Information for MEPD Worker
Has applicant moved or is moving into an assisted living or adult foster care facility, provide expected move date.
INSTRUCTIONS:
42
NOTE:  Either fax or mail; DO NOT fax and mail the same documents. 
Mail to:  Document Processing Center   or Fax to:  1-877-236-4123
P.O. Box 149024
Austin, TX 78714-9024
 
Please select only one Program.
*Select only one and completely fill in the circle like this 
PROGRAM
DO NOT photocopy, staple or permanently attach anything to this cover sheet!
Additional Comments:
SENDER
*Agency:
"0"
8.2.1.4029.1.523496.503679
iBridge Group
Technical Consultant
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