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County Indigent Health Care Program (CIHCP)Notice of Eligibility
Your application for County Indigent Health Care Program benefits is approved. You are eligible 
for health care services beginning 
.
Your Responsibilities
You must notify this office within 14 days of any changes in your situation, such as changes in:
• Address;
• Household members;
• Property;
• Income; and
• Application for or receipt of Supplemental Security Income (SSI), Temporary Assistance for Needy Families (TANF) or Medicaid.
If a change occurs that makes you ineligible and you fail to report the change as required, you may be held responsible for payment of any health care services you receive after you become ineligible and/or you may be subject to prosecution under the Texas Penal Code.
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