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This form is for women who were in this program in another state and have moved to Texas.
Please fill in facts for the woman who is applying for benefits.
If your mailing address is different from your home address, fill out the next line.
Ethnicity (Optional)
Race (Optional)
1. Are you a U.S. citizen?         
If yes, send proof (birth certificate, hospital record, passport, etc.).
2. Are you a legal immigrant?         
If yes, send proof (resident card, arrival/departure form, etc.)
3. Did you get your cancer screening through the National Breast and Cervical Cancer Early Detection Program in another state?         
4. Are you in a Medicaid for breast or cervical cancer program in another state?         
5. Are you in the Children’s Health Insurance Program (CHIP)? Or, do you get Medicare Part A or Part B?         
6a. Do you have health insurance?         
6b. Does the health insurance cover breast or cervical cancer treatment?                  
If yes, is the health insurance ending?         
7. Do you have any unpaid medical bills for services you got three months before this month?         
This program can cover unpaid medical bills for services you got starting from the date you were diagnosed with breast or cervical cancer. To ask for help with paying medical expenses from before the diagnosis, but within the three months before this month, you must fill out a different form. To get a form to apply for different Medicaid programs, visit www.yourtexasbenefits.com or go to an HHSC benefits office. You can call 2-1-1 to find an office near you.
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.
HHSC Agency Use Only: Voter Registration Status
Legal Information
Your Right to be Treated Fairly
In accordance with Federal law and U.S. Department of Health and Human Services (HHS) policy, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, age or disability.
To file a complaint of discrimination, contact HHS. Write HHS, Office of Civil Rights, 1301 Young Street #1169, Dallas, TX 75202-5433. Or call 1-214-767-4056 or 1-214-767-8940 (TTY). HHS is an equal opportunity provider and employer.
You can also contact the Texas HHSC Civil Rights office. Write to: HHSC Office of Civil Rights, 701 W. 51st St., MC W206, Austin, TX 78751. Or call toll-free 1-888-388-6332 or 1-877-432-7232 (TTY).
Important Information for Former Military Service Members
Women and men who served in any branch of the United States Armed Forces, including Army, Navy, Marines, Air Force, Coast Guard, Reserves or National Guard, may be eligible for additional benefits and services. For more information, please visit the Texas Veterans Portal at  https://veterans.portal.texas.gov.
Citizenship and Immigration Status
You can get benefits for your children who are U.S. citizens or legal immigrants even if you are not a U.S. citizen or a legal immigrant. You do not have to give your citizenship or immigration status to get benefits for your children. You only have to give the citizenship or immigration status of people who want benefits. If you are not a U.S. citizen or a legal immigrant, the only benefits you may be able to get are emergency Medicaid services. Getting long-term care (Medicaid for the Elderly and People with Disabilities) or cash help (TANF) could affect your immigration status and your chances of getting a Permanent Resident Card (green card). Getting other benefits will not affect your immigration status and your chances of getting a Permanent Resident Card. You may want to talk to an agency that helps immigrants with legal questions before you apply. If you are a refugee or have been given asylum, getting benefits will not affect your chances of getting a Permanent Resident Card or becoming a citizen.
Social Security Numbers
You only need to give the Social Security numbers (SSNs) for people who want benefits. Giving or applying for an SSN is voluntary; however, anyone who doesn’t give an SSN can’t get benefits. If you don’t have an SSN, we can help you apply for one if you are a U.S. citizen or a legal immigrant. You must be a U.S. citizen or a legal immigrant to get an SSN. You can get benefits for your children if they have an SSN and you don’t. We will give SSNs to the Bureau of Immigration and Customs Enforcement. We will use SSNs to check the amount of money you get (income), if you can get benefits, and the amount of benefits you can get. (42 CFR 435.910 for health care.)
Statement of Understanding
Facts HHSC Has About Me
HHSC uses facts about people applying for benefits to decide (1) who can get benefits, and (2) the amount of benefits. HHSC checks facts with the federal Income and Eligibility Verification System. If any facts don’t match, HHSC will check other sources (banks, employers, etc.). If anyone applying for benefits has an immigration registration number, HHSC must check with the U.S. Citizenship and Immigration (USCIS) system. HHSC will not give anyone’s facts to USCIS.
 In most cases, I can see and get facts HHSC has about me.This includes facts I give HHSC and facts HHSC gets from other sources (medical records, employment records, etc.). I may have to pay to get a copy of these facts. I can ask HHSC to fix anything that is wrong. I do not have to pay to fix a mistake. To ask for a copy or to fix a mistake, I can call 2-1-1 or my local HHSC benefits office.
Keeping My Facts Private
HHSC will keep my facts private if they were collected:
• by HHSC staff or contracted provider staff.
• to find out if I can get state benefits.
HHSC can share facts about me:
• when needed for me to get state health care benefits.
• with phone and utility companies. They will find out if my amount can be lowered. HHSC will give them my name, address and phone number.
If I Give False Information
If I choose not to tell the truth, I might:
• be charged with a crime.
• have to repay benefits.
The same is true if I let someone else use my medical card or Medicaid ID.
Giving Out Facts About Me
I agree to let Medicaid health care providers (doctors, drug stores, hospitals, etc.) give out any facts about me to HHSC. This will allow the providers to be paid by Medicaid.
Medical Payments
If I get Medicaid, HHSC will keep medical services payments I can get from other sources, such as:
• my health insurance.
• money I got because of injuries.
I must tell HHSC about these sources. If I don’t, I am breaking the law.
HHSC will only keep the amount of medical service payments allowed by law. I will work with HHSC to get these funds.
By signing below, I agree:
• to let HHSC and other state, federal and local agencies check, share and get facts about anyone on my benefits case (the household).
• to let other people, businesses and organizations share facts they have about anyone on my benefits case (the household).
• the facts to be checked and shared include anything that helps decide: (1) who can get benefits, and (2) amount of benefits.
I understand that this application is a request for only me to get Medicaid for Women with Breast and Cervical Cancer program benefits. I understand that if I, or my family members, want to apply for other HHSC benefit programs, I will need to fill out a different application. I can get other applications from an HHSC benefits office or by calling 2-1-1.
My Answers Are True
I certify under penalty of perjury that the information I have provided on this application is true and complete to the best of my knowledge. If it is not, I may be subject to criminal prosecution.
Authorized Representative
If you want, you can give someone the right to act for you (an authorized representative).
That person can:
• Give and get facts for this application.• Take any action needed for the application process. This includes appealing an HHSC decision.• Take any action needed to enroll in Medicaid or CHIP. This includes picking a health plan.• Take any action needed to get benefits. This includes reporting changes and renewing benefits.
You can have only one authorized representative for all your benefits from HHSC. If you want to change your authorized representative: (1) log in to your account on YourTexasBenefits.com and report a change, or (2) call 2-1-1 (after you pick a language, press 2). If you’re a legally appointed representative for someone on this application, send proof with the application.
Do you want to give someone the right to act for you — to be your authorized representative?         
If yes, tell us about this person:
When completed, return this form along with the required documents in the self-addressed envelope provided or mail to:
Health and Human Services Commission
P.O. Box 149024
Austin, TX 78714-9024
Or, fax it along with the required documents to 1-877-447-2839.
If you have any questions, call 2-1-1 or 1-877-541-7905 (after you pick a language, press 2).
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