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HHSC P.O. Box 149029 Austin, TX 78714-9029
Medicaid Buy-In for Children
HHSC Logo Form H5019-MBIC July 2015
Need help? Call 2-1-1, 8 a.m. to 8 p.m. Central Time. 
If you can't call 2-1-1 on your phone, call 
1-877-541-7905.
If you are deaf, hard of hearing or speech impaired, call 7-1-1 or 1-800-735-2989.
All numbers are free to call.
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Benefit period
Child's name
Your monthly payment
Your right to be treated fairly
Mail:
HHSC Office of Civil Rights
701 W. 51st St.
MC W-206
Austin, TX 78751
If you think you have been treated unfairly (discriminated against) because of race, color, national origin, age, sex, disability or religion, you can file a complaint. Contact us at HHSCivilRightsOffice@hhsc.state.tx.us or by:
Form H5019-MBIC, Hardship Waiver Approved / 07-2015-E
Action
You don't have to make payments for the benefit periods above.
Phone (toll-free):
1-888-388-6332
1-877-432-7232 (TTY)
Fax:
1-512-438-5885
Mail:
U.S. Department of Health
 and Human Services
Office for Civil Rights
1301 Young St., #1169
Dallas, TX 75202-5433
You also can contact the U.S. Department of Health and Human Services:
Phone:
1-214-767-4056
1-214-767-8940 (TTY)
Fax:
1-214-767-0432
Right to appeal:
If you think this action is wrong, you can ask for a hearing to appeal. A hearing is a chance for you to tell a hearing officer the reasons you think the action is wrong. The hearing officer will then decide if the right action was taken.
If you want a hearing, you must ask for it within 90 days of the date of this letter or the start date of the action, whichever comes later. If you are given a hearing, you can speak for yourself, or you can have a family member, friend or lawyer speak for you (see below for free legal services). If you need an interpreter for your hearing, we can get you one at no cost.
Benefits during appeal:
You can get benefits while you wait for a hearing if: (1) you ask for a hearing within 13 days of the date of this letter, and (2) you are getting benefits when you ask for a hearing. If you lose the appeal, you might have to pay back benefits you received while waiting for the hearing.
How to appeal:
If you want to ask for a hearing to appeal, call 2-1-1. If you can't call 2-1-1 on your phone, call 1-877-541-7905. If you are deaf, hard of hearing or speech impaired, you can call 1-800-735-2989. All numbers are free to call.
To find out where to get free legal services in your area, call 2-1-1.
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