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Area Code and Phone No. 

County Indigent Health Care Program (CIHCP) 
Request of Information

Your application for assistance is not complete. To determine your eligibility, we need the 
following additional information. Only the checked boxes apply to you.

Mail Addressed to You or Another 
Household Member

Federal Income Tax Return

Texas Driver License or Other Official 
Identification

Self-Employment Bookkeeping, Sales and 
Expenditure Records

Voter Registration Card Social Security Award Letter, Check or 
Denial Notice

Automobile Registration Disability Insurance Award Letter or Check
Notice of Temporary Assistance for Needy 
Families (TANF), Supplemental Nutrition 
Assistance Program (SNAP) or Medicaid 
Benefits

Unemployment Compensation Award Letter 
or Check

Checking Account Statement Veterans Affairs Award Letter or Check
Savings Account Statement Workers’ Compensation Award Letter or 

Check
Paycheck or Paycheck Stubs Verification of Application for Social 

Security or Supplemental Security Income 
(SSI)

Earnings Statement from Employer Verification of Application for Other 
Assistance Programs

Other Items Listed Below
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Please return the items checked above by                           .

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

Staff Signature Area Code and Phone No.


	ClientID: 
	TrackID: 
	SurveyID: 
	ParentID: 
	FormID: 
	PDF: 
	SignNumber: 1
	AllowSigOnFile: 0
	RequiredFields: 
	GeneralAreas: 
	Complete: 50
	FileMe: 
	Disclaimer: 
	Client:MRN: 
	User:CustomerName: Rockwall County Indigent Health Care
	User:FullNameTitle: 915 Whitmore Dr., Suite A
	User:Address1Address2: Rockwall, TX  75189
	User:CityStateZip: Dayna Foreman, Director
	Client:FullNameFML: 
	Client:MailingAddress: 
	Client:MailingAddress2: 
	Client:MailingCityStateZip: 
	Check Box1: Yes
	Check Box2: Yes
	Check Box3: Yes
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Yes
	Check Box8: Off
	Check Box9: Yes
	Check Box10: Off
	Check Box11: Yes
	Check Box12: Off
	Check Box13: Yes
	Check Box14: Off
	Check Box15: Yes
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Yes
	Text20: Completed Application
Residence Verification
Assistance Verification
	Sign1X: 67
	Sign1Y: 582
	Sign1Scale: .3
	Sign1PageNo: 2
	Sign1Key: 
	Sign1: Sheryl Childs
	User:Phone: 972-204-7620
	User:PhoneFAX: 972-204-7620   Fax 972-204-7629
	Form:TDate: 
	Form:TDatePlus14: 


