
San Saba County Indigent Healthcare
Marsha HaKly, ooordinator Byron theodcis, oounty Judge

I understand that, as a potential client of CIHCP (the County Indigent Health Care Program), I must
return my application with the following information:

o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Mail Addressed to You or Another flousehold Member
Texas Driver's License or Other Official Identification or Voter Registration Card
Automobile Registration
Notice of TANF, Food Stamps, or Medicaid Benefits
Checking Account Statement
Savings Account Statement
Paychecks or Paycheck Stubs
Earnings Statement from Employer
Self-Employment Bookkeeping, Sales, Expenditure Records
Federal Income Tax Refurn
Social Security Award Letter, Chec\ or Denial Notice
Disability Insurance Award Letter or Check
Unemployment Compensation Award Letter or Check
Worker's Compensation Award Letter or Check
Verification of Application for Social Security or SSI
Verification of Application for OtherAssistance Programs
Other:

PLEASE RETURN THEABOVE CHECKED ITEMS WITH YOUR COMPLETED APPLICATION BY:

A decision about your eligibility will be made no later than 14 days after your application is complete, including all requested
information. If we do not receive the information we need, and you do not contact me, I will assume that you do not want
assistance. Call me if you have any questions.

Signature, Coordinator Date

Signature, Applicant Date Printed Name of Applicant

Office Location: San Saba County Courthouse, 500 E. Wallace, #209, San Saba, TX 76877
(325) 372-8570 FAX (325) 372-6484 indigent@co.san-saba.tx.us

Hours: Mon. - Fri., 8:00a - 5:00p
For more information : http : //www. dshs. state. tx. us/



San Saba County Indigent Healthcare
Marsha Hanry, Coordinator Byl'on Theodcis, County Judge

I understand that, upon approval as a client of CIHCP (the County Indigent Health Care Program),I
must:

' Report in less than 14 days if my income changes, if I move, if there are new members in my
household (such as getting maried, a child or spouse moving back with me), any new job, new
income, or money received. If I don't report a change that disqualifies me for services, I will have to
pay for those services or face legal charges.

' Report if I apply for Social Security Disability, or if there are any changes in my SSI or RSDI case.

' Go to only the doctor assigned to me by this program (my Primary Care Physician - PCP). I will only
visit specialists if my PCP refers me. My PCP will furnish my caseworker with verification of the
referral. I understand that the program may not pay for specialists if my PCP has not referred me.

' See my PCP for non-emergency situations. I will use the emergency room only for true emergencies,
otherwise I will be responsible for non-emergency visits to the ER.

' Always call ahead to make an appointment with my doctor, and follow the doctor's orders. I will take
my medicine as instructed and follow recommended diets.

' Carry my pink eligibility card when I go to the doctor, hospital, or pharmacy. I will not get services if
I don't show my card.

' PRIOR TO ANY PROCEDUREIAPPOINTMENT: Notify (or have the provider notify) my
caseworker of any appointments or procedures that I have scheduled.

' Call my caseworker to arrange for a replacement if I lose my pink eligibility card. Only one (1)
replacement will be provided during a six-month eligibility period.

' Get my prescriptions at the pharmacy shown on my eligibility card. I understand that the program will
pay for only 3 prescriptions each calendar month, 30 day supply only.

' If I receive any bills, I will tell the doctor, hospital or pharmacy to send an insurance claim to CIHCP
immediately.

I also understand that:

' The County Indigent Health Care program does NOT pay'for: medicines you can buy without a
prescription, some restricted rnedicatinns, ambulance/transportation services, vision, dental, or
prenatal care. iI.

' The progmm will cover up to $30,000 in medical bills, or up to 30 days in the hospital each year-
whichever comes first.

O I have read
( ) or the above information has been read to me
( ) and my questions have been answered.
I understand and agree to what is stated here.

Date Witness DateSignature

ffice Location: San Saba County Courthouse,500 E. Wallace, #209,1an Saba, TX 76877
(325) 37 2-857 0 FAX (325) 372-6484, indigent@co.san-saba. tx.us

' Hours: Mon. - Fri., B:00a - 5:00p
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APPLICATION FOR HEALTH CARE ASSISTANCE/ SOLICITUD DE ASISTENCIA DE ATENCION MEDICA

1. 0n 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 la tabla a continuaci6n, llene la primera linea con informaci6n acerca de usted mismo. Llene las llneas reslantes
acerca de todos que viven en la casa con usted, los considere miembros de la unidad familiar o no.

Name (Last, First, Middle)
Nombre (Apellido, primero, segundo)

Social Security Number
(il available)

N0mero de Seguro Social
(si lo tiene a su disposici6n)

Sex
Sexo

Male/Female
Hombre/Mujer

Date of Birth
Fecha de nacimiento

What Relation to you?

l,Parentesco con usted?

MYSELF
Yo mismo

The word "hg@g!!" in Questions #2 - #16 refers to: vou, vour sDouse, and anvone else that lives with vou and with whom vou
have a leqal relationshio. You do not need to include information on people who live with you but are not part of your "household."
Las palabras "unidad lamilia/' en las preguntas #2- #16 se reliere a: qlggl, su esposo o esposa, y cualouier otra persona oue vive con usted v con

ouien tiene una relaci6n leqal. No necesita incluir inlormaci6n de las personas quienes viven con usted que no son parte de su "unidad familiar."

2. What is your household's county and state of residence (where you make your permanent home)?

1,En qu6 condado y en qu6 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?
nYeslSi nNo;Piensa quedarse en este condado y este estado?

3. Living Arrangements/y'ivienda
Check all boxes that apply to your household./Marque todas las cajitas que se apliquen a su caso

Fl Own or paying for home n Live in a house provided by someone else [-1 No permanenl residence
L-J Soy dueflo de mi casa o la estoy comprando L-l y;vs en una casa ajena I I No tengo residencia permanente

Rent House/Apartment
Rento una casa o apartamento

horm ol 20ott

FOR OFFICE USE ONLY / PARA USO DE LA OFICINA

Status

! Application I Reviev

Date Form 100 is Requested/lssued Date ldeniifiable Forml00 is Beceived lase Record Number Appointmenl Date and Time, it applicable

Name (Last, First, Middle/Nombre (Apellido, primer, segundo) Home Telephone NoJTel6lono de la casa Other Telephone No./Otro nimero de tel6fono

Have you ever used another name? lf so, lisl other names you have used./1,Ha usado alguna vez otro nombre? Si es el caso, enumere los nombres que ha usado.

EYes/Si flNo

Mailing Address (Street or P.0. BoxlDireccion Postal (Calle o Apdo.) Apt.# /Apto.# Cig/Ciudad State/Estado ztP

llome Address, if ditferent trom above. lf it is rural, give directions. / Domicilio particular, si es diterente a la direcci6n de aniba. Si es rural, explique como llegar.

rr Live with someone elseI I viuo.on otra persona

r-rJail
I lcercet
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Form 100, Page 2 of 4 / September 2007

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

Utilities (gas, water, elechic)/Servicios p0blicos (gas, agua, luz) .................... .........,......................$

Transportation, such as gas, car paymenls, bus/Transportaci6n, tal como gasolina, pagos del cano, autobris.....$

Tax and lnsurance on home per year/lmpuesto y seguro anual de la casa............... .....................$

Other/Otro..

Other/Otro..

$

$

Does anyone pay these household expenses for you?

;Hay otra persona que paga estos gastos de la unidad lamiliar por usted? ........................ nYes/Si !No

lf Yes, who?/Si contesta "Si," i qui6n?

5. Are you - or is anyone in your household - receiving n TANF n Food Slamp I Medicaid benefits?

lf Yes, who?/Si contesta "Si," e qui6n?

6. Are you - or is anyone in your household - pregnant? lf Yes, who?

;Esti usted o algu'ren de la unidad familiar embarazadaz.......LlYes/Si llNo Si coniesta "Si," I qui6n?

7. Are you - or is anyone in your household - disabled? lf Yes, who?

i,Est6 usted o alguien de la unidad lamiliar incapacitada?......,L1Yes/Si LlNo Si coniesta'Si," 4, qui6n?

8. Have you - or has anyone in your household - applied for SSI or SSDI? 
nyes/Si lNo

lf Yes, who applied and when?
Si contesta "Si," qui6n los solicit6 y cuando?

9. Do you - or does anyone in your household - have unpaid health care bills lrom the last three months?

lf Yes, which months?
Si conlesta "Si," a,Cu6les meses?

10. Do you - or does anyone in your household - have health care coverage (Medicare, health insurance, V. A., Tricare, etc.)?

lf Yes, who?/Si contesta "Si," 1, qui6n?

1 1. How much money do you have? For example, on your person, in your home, in bank accounts, ol other locations?

l,Cudnto dinero tiene usted; por ejemplo, en el bolsillo, en la casa, en las cuentas bancarias, o en otros lugares?...........

12. How many cars, trucks, or other vehicles do you - and anyone in your household - have? List the year, make, and model in the chart
below,/l,Cu6ntos carros, camionetas u otros vehiculos tienen usted y las personas de la unidad familibr? Anote el ano, la marca, y el modelo en

Year/Ano Make and Model/Marca y Modelo

1

2.

Year/Ano Make and Model/Marca y Modelo

3.

4.

13.

14.

15.

Do you - or does anyone in your household - own or pay for a home, lot, land, or other things?

Did you - or did anyone in your household - sell, trade, or give away any cash or propefi during the last three months?

Have you - or has anyone in your household - worked in the last three months? 
-.. 

lf Yes, who?

6Ha traUalaOo usted oilguien de la unidad familiar en los rlltimos tres meses?.......,.....11Yes/Si LlNo Si contesta "Si," iquien?



16,

**'iii;}it " Form r00, pase 3 of 4 / November 20M
List all 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 conhibutions from parents, relalives, friends, and others; sponsor's income; school grants or loans;
child support; and unemployment./Haga una lista de los ingresos de la unidad familiar a continuaci6n. Asegfrese de anotar: Cheques del gobiemo; ingresos de
trabajo o de capacitacion; dinero que recibe de cobros de cuarto y comida; regalos en efectivo, pr6stamos, o aportaciones de sus padres, familiares, amigos, y otras
personas; los del patrocinador; becas o de la escuela; manutenci6n de niflos, o pagos por desempleo.

The statements I have made, including my answers to all questions, are
true and correct to the best of my knowledge and belief.

I agree to give eligibility staff and the county any information necessary
to prove slatements about my eligibility.

I agree to report any of the lollowing changes within 14 days:

r 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,
disabilig, or political belief; that I may request a review of the decision
made on my applicalion or re-certification for assistance; and that I may
request, orally or in writing, a fair hearing about actions affecting receipt
or termination of health care assistance.

A mi leal saber y entender, las declaraciones que he hecho, y mis respuestas a todas
las preguntas, son verdaderas y correctas.

Me comprometo a dar al personal que verifica la elegibilidad y al condado toda la
inlormaci6n necesaria para comprobar mis declaraciones sobre la elegibilidad.

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

. lngresos

r Recursos

. Nfmero de personas que viven conmigo

. Direcci6n

. Solicitud de SSl, TANF, o Medicaid o la entrega de cualquiera de estas.

Me han dicho y comprendo que esta solicitud serd considerada sin discriminaci6n por
raza, color, religi6n, credo, origen nacional, edad, sexo, discapacidad, ni afiliaci6n
politica; que puedo pedir una revisi6n de la decisi6n que se haga acerca de mi
soliciiud de asistencia o recertificaci6n para asistencia; y que puedo pedir, oralmente o
por escrilo, una audiencia imparcial sobre cualquier acci6n que afecte la enlrega o la
lerminaci6n de asistencia de atenci6n m6dica.

Name of person receiving money
Nombre de la persona que

recibe el dinero

Name of agency, person, or employer
who provides the money

Nombre del patrdn, la persona o
la agencia que paga el dinero

How often received?
(daily, weekly, every two weeks,

twice a month, monthly?)

l,Con qu6 lrecuencia lo recibe?
(;diariamente, por semana, cada quincena,

dos veces al mes. una vez al

I understand that by signing this application, I am giving the county the
right to recover the cost ol health care services provided by the county
from any third pafi. 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
can result in the recovery of any loss by repayment or by filing civil or
criminal charges against me.

Comprendo que al lirmar esta solicitud, doy al condado el derecho a recuperar de
cualquier tercero el costo de los servicios m6dicos proporcionados por el condado.
Me comprometo a dar al condado la informaci6n necesaria para identilicar y localizar
cualquier otro fuente de pagos por mis servicios m6dicos.

Me han dicho y comprendo que si dejo de cumplir con las obligaciones
especificadas en 6sta podria considerarse como una retenci6n intencional de
informaci6n y podria dar lugar a la recuperaci6n de p6rdidas por medio de la
devoluci6n de pagos o''por medio de la presentaci6n de cargos criminales en mi
contra.

BEFORE YOU SIGN, BE SURE EACH ANSWER IS COMP!ffE AND CORRECT.
ANTES DE FIRMAR, ASEGURESE DE QUE CADA RESPUESTA SEA COMPLETA Y CORREOTA.

Signalure - Applicanl / Firma -Solicitante Date / Fecha Signature - Spouse / Firma - Esposo o Esposa Date / Fecha

ll the applicant is married and his/her spouse is a household member, the spouse must also sign and date this Form 100 even if the spouse is a
disqualified household member./Si el/la solicitante estd casado/a y su esposo o esposa vive en la misma casa, se require que su esposo o esposa
tambi6n firme esta Forma 100, aunque no tenga derecho de recibir asistencia.

Signature - Person Who Helped Complele This Application / Date

Firma - Persona que ayud6 a llenar esla solicitud / Fecha

Signature. Applicant's Hepresentative / Date

Firma - Representante del solicitante / Fecha

Signature - Witness (if signed with "X")/ Date

Firma- Testigo (si firma con "X") / Fecha

anyone y teletono de la persona que ayudo a llenar esta



APPLICATION FOR HEALTH CARE ASSISTANCE

The Counly lndigent Health Care Program (CIHCP) helps people pay for
needed health care. Whether you can get this help depends on your
income, 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;
2.1 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 application 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 you
may be asked to prove and documents you can use for proof ale:

Where You Live and Plan To Continue Livino
Possible Proof: Mail that you received at your address; school records;
voting records; property tax, rent or mortgage receipts; Texas driver's
license; other off icial identif ication.

What You Own and What lt ls Worth
Possible Proof: Property tax appraisals, estimates from car dealers,
ads selling similar items, statements lrom real estate agents, bank
statements.

Your Income
Possible Proof: Pay check stubs, pay checks, W-2 tax forms or income
tax returns, sales records, statements lrom employers, award letters,
legal documents, statements from persons giving you money.

Other Health Care Goveraqe
Possible Proof: Award or claim letters, insurance policies, court
documents, other legal papers.

lnformation on social security numbers should be given if this information
is available. lnformation on sex (Male/Female) is voluntary. These types
of information will not aflect your eligibility.

You must give information about health care insurance and any other third
pafi financially liable for health care services paid by the county for
yourself and members of your household. By signing and submitting this
application, you are agreeing to give the county the righl to recover the
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 (TAND, or Supplemental Security lncome (SSl) benefits. lf you
are asked to apply for one of these programs or have applied but are
waiting for an answer, your CIHGP application may be pended until you
are determined ineligible for the other program. ll you are not eligible for
these other programs, if you have answered all the questions on the
application, and if you have given all the proof asked for, your application
can be processed. Then, the CIHCP must determine il you are eligible
within 14 days.

After turning in your application, you must report within 14 days any
changes in your address, income, resources, people living with you, or
application for or receipt of Medicaid, TANF, or SSl.

t*un:"' Form 100, page 4 of 4 (tnsrruction sheet)/ November 2oo4

SOLICITUD DE ASISTENCIA DE ATENCION MEDICA

El Programa de Atenci6n M6dica para lndigentes del Condado (CIHCP)

ayuda a la gente a pagar los servicios m6dicos que necesita. La

elegibilidad para esla ayuda depende de los ingresos del solicitanle, sus

posesiones, el lugar donde vive, otra ayuda que recibe o que podria recibir,
y otras consideraciones. Asegfrese de:

1.) Poner su nombre y direcci6n;
2.) Firmar y fechar la tercera pdgina de la solicitud;y
3.) Conteste tantas preguntas que pueda sobre esta solicilud.

Entregue su solicitud, o 6chela al correo, hoy mismo aun si no ha podido

contestar todas las preguntas.

SUS RESPONSABILIDADES

Puede que le pidan pruebas de lo que escriba en su solicitud o de lo que

diga en su entrevista. Si necesita ayuda para obtener las pruebas, la
persona que le haga la entrevista le puede ayudar. Estos son algunos
ejemplos de informaci6n que puede que tenga que probar y de

documentos que le puede seruir de prueba:

El Luqar Donde Vive O Donde Tiene Su Hooar Permanente

Posibles Pruebas: Coneo que recibi6 en esa direcci6n; expedientes de
de la escuela; regislros de votante; recibos de impuestos, renla o

hipoteca; la licencia para manejar de Tejas; otra identificaci6n oficial.

Las Posesiones Que Tiene Y Cuanto Vale Cada Una

Posibles Pruebas: El avalfo para impuestos sobre la propiedad,

avalfos hechos por vendedores de canos, anuncios de la venla de
articulos parecidos, declaraciones de agentes que venden propiedades,

estado de cuentas del banco.

Los lnoresos Que Tiene

Posibles Pruebas: Talones del cheque de paga, cheque de paga,

comprobante de salaries e impueslos (Forma W-2), declaraci6n de
impuesto tederal, el historial de venlas, declaraciones de empleadores,

carta de concesi6n, documentos legales, declaraciones de personas que

le dan dinero.

Otra Gobertura Para Gastos M6dicos

Posibles Pruebas: Cartas de reclamaci6n o de concesidn, p6lizas de

seguros, papeles de la corte u otros documentos legales.

Si tiene a su disposici6n los nfmeros de seguro social, debe darlos. La

informaci6n sobre el sexo (Hombre/Muier) es voluntaria. Esta inlormaci6n

no afectar6 su elegibilidad.

Debe dar inlormaci6n sobre seguros m6dicos y de cualquier lercero que

tenga la respohsabilidad de pagar los seMcios m6dicos pagados por el

condado en benelicio de usted y miembros de la unidad familiar. Al lirmar
y presenlar esta solicitud, usted se compromete a darle al condado el

derecho de recuperar el costo de servicios de un tercero.

Pueden pedirle que solicite Medicaid, Asistencia Temporal a Familias

Necesiladad (TANF), o Seguridad de lngreso Suplemental (SSl). Si le han
pedido que solicite beneficios de alguno de estos programas o si usted ya

los solicit6 y estd esperando la respuesta, su solicitud de CIHCP puede ser
delenida hasta que decidan que no es elegible para los programas

mencionados. Si no es elegible para estos programas, si ha contestado

todas las preguntas de la solicitud, y si ha dado todos los comprobanles
que piden, ya pueden procesar su solicilud, Entonces, el CIHCP liene un

plazo de 14 dias para determinar su elegibilidad.

Despu6s de entregar su solicitud, usled debe reportar dentro de un plazo

de 14 dias cualquier cambio de direcci6n, ingreso, recursos, el n[mero de
personas que viven con usted, o si solicita o recibe Medicaid, TANF, o SSl.


