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Form H1200-A
MEDICAL ASSISTANCE ONLY (MAO) RECERTIFICATION
Federal regulations requires the Texas Health and Human Services Commission (HHSC) to perform a complete review of your eligibility for benefits at least annually. Please answer the following questions and return this form in the enclosed envelope within 12 days. If you have any questions, please contact me at this office.
Complete all items. If the answer is "None," write "None" in the space provided, or check "No."
Do you plan to stay in Texas?
Marital Status
Medicare Part A?
Medicare Part B?
If you are a U.S. citizen, do you want to register to vote?........................................................................................................ 
1. Medical Expenses: Have you had medical or dental expenses in the past year that you had to pay because Medicaid, Medicare, private health insurance or someone else did not pay? (Answer this question only if you are in a nursing facility, ICF-IID facility or state facility.) ..............................................................................................................................
If "Yes," please submit copies of the receipts or cancelled checks. Expenses for certain medical/dental services/supplies may reduce the amount you must pay to the facility for your care.
2. Health/Hospitalization Insurance: Has there been any change during the past year in any health or hospitalization insurance (not Medicaid or Medicare) paid for by you or someone else?...........................................................................
If "Yes," complete the following:
How often paid?
3. Resources: Check to show things YOU and/or YOUR SPOUSE have or are buying. If you answer "Yes," show the amount or value.
1. Bank Accounts - checking accounts, savings accounts, CDs, IRA, money markets, etc. (Include all accounts that have your signature.)
You must disclose if you and/or your spouse have an interest in an annuity or similar instrument. If you are determined eligible for Medicaid, the state becomes the remainder beneficiary of that instrument.
If you or your spouse own an annuity, is the state of Texas named the remainder beneficiary?
Yes
No
Account No.
Name and Location of Institution
Amount
2. Safe Deposit Box
3. Patient Trust Fund
4. Cash on Hand
Cash held by you or by someone for you
5. Life Insurance
Face Value
Company Name
Policy No.
6. Burial Plots
7. Preneed Funeral Contract
8. Automobiles, Trucks, Recreational Vehicles
Value
Make
Year
9.a. Homestead - Including Mobile Home
Submit homestead tax appraisal
9.a.
9.b. If you are not currently living in your home do
you consider it your primary residence and
intend to return?
9.b.
Current Status of Home (check all that apply)
10. Other Land, Lots, Houses
(either total or part ownership)
11. Oil, Gas, Mineral, Surface Rights
12. Retroactive Benefits (back payments from any
source within the last 12 months)
13. Do you own or share ownership of anything 
  not named in this section?
4. Transfer Of Assets: In the last 60 months, did you transfer, deed, sell or give away any houses, lots, land or money, or did you waive your right to any income?.............................................................................................................
5. Household Expenses: Complete items A, B and C below ONLY if you are living in the community. (All clients continue with Item 6.)
B. Give the total average monthly household expenses for the following:
C. Give amount you contribute to household expenses; provide verification.
6. Employment: Do you or your spouse have a job or are you in training for a job?...........................................................
If "Yes," please complete the following:
How Often Paid?
7. Other Income: Check "Yes" or "No" to show money you and your spouse receive.
Spouse
Monthly Amount
If you answer "Yes," show the amount.
No
Yes
Self
1. Social Security
2. Veteran's Payments
3. Railroad Retirement
◄
4. Civil Service Annuity
◄
5. Other Retirement
◄
6. Annuities/Payments from Private Insurance
◄
7. Interest from Bank Accounts (savings, CDs, etc.)
◄
8. Dividends from Stocks, Bonds, Insurance
◄
◄
◄
Monthly Amount
No
Yes
9. Rents Received for Rooms, Houses, Apartments. etc.
11. Farm Income, including Pasture Rentals, ASC Payments, Livestock, etc.
12. Other Income
◄
10. Money from Oil, Gas, Mineral, Surface Leases
or Royalties
◄
◄
Agency Use Only: Voter Registration Status
If you believe you have been discriminated against because of race, color, national origin, age, sex, disability or religion, you may file a complaint by contacting: HHSC Civil Rights Office, 701 W. 51st St., Suite 104, MC W-206, Austin, TX 78751 Voice: 888-388-6332, TTY: 877-432-7232, Fax: 512-438-5885
 
You can also file a complaint by contacting the U.S Department of Health and Human Services: Office for Civil Rights - Region VI, 1301 Young St., Room 1169, Dallas, TX 75202
 
I have been advised and understand that this recertification will be considered without regard to race, color, religion, national origin, age, sex, disability or political beliefs. I have been advised and understand that I may request a review of the decision made on my recertification for assistance and may request a fair hearing, orally or in writing, concerning any action affecting receipt or termination of assistance.
If my case is selected for review, I give my consent for HHSC to obtain information from any source to verify the statements I have made.
I understand that HHSC may give my name, address and telephone number to telephone and electric utility companies to help them determine if I qualify for a reduction in my bills.
Penalty Statement
My answers to all of the questions, and the statements I have made, are true and correct to the best of my knowledge and belief. I understand that if I obtain, or assist another person in obtaining, medical assistance by fraudulent means, I may be charged with a state or federal offense; and that I may also be held liable for any repayment of benefits fraudulently obtained.
I will let HHSC know, within 10 days, of any changes that could affect my eligibility. This includes changes in address, income, resources, living arrangement, property holdings or insurance (including health insurance premiums).
Notice:  Your estate might have to pay the state back for services you get.
Medicaid Estate Recovery Program:
If you get certain Medicaid long-term services, the state of Texas has the right to ask for money back from your estate after you die. In some cases, the state might not ask for anything back. The state will never ask for more money back than what it paid for your services.
The state can ask for money back from your estate only if:         1. you applied for and received certain Medicaid services on or after March 1, 2005; and         2. you were age 55 or older when you got the services.
To learn more about Texas Medicaid Estate Recovery Program, including frequently asked questions, please visit hhs.texas.gov/MERP.  You also may email questions to merp@hhsc.state.tx.us.
If you have a problem or complaint you should first discuss it with the Texas Medicaid Estate Recovery Program. Many times they can explain specific policies or correct the problem immediately. If your problem or complaint is not resolved to your satisfaction, you can contact the HHS Office of the Ombudsman by calling 877-787-8999 or by making an online submission at hhs.texas.gov/ombudsman.
Discrimination Complaints
Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by this agency.
8. Signing up to vote
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 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, PO Box 12060, Austin, TX 78711. Phone: 800-252-8683.
BE SURE THIS FORM IS SIGNED BEFORE IT IS RETURNED
If the client cannot sign his name, two witnesses to the client making his mark (X) must sign below:
With a few exceptions, you have the right to request and be informed about the information that the Health and Human Services Commission (HHSC) obtains about you. You are entitled to receive and review the information upon request. You also have the right to ask HHSC to correct information that is determined to be incorrect (Government Code, Sections 552.021, 552.023, 559.004). To find out about your information and your right to request correction, please contact your local HHSC office.
Social Security Numbers: You will be asked to provide the Social Security numbers (SSNs) for all persons (including yourself) for whom you want assistance. If any of these persons do not have an SSN, we can help you apply for one. Providing or applying for an SSN is voluntary; however, providing or applying for an SSN is a condition of eligibility for benefits as required by Section 1137 of the Social Security Act. Therefore, any person who declines to apply for or provide an SSN may be found ineligible. The authority for these requirements is as follows: for SNAP benefits, 7 C.F.R. 273.6; for TANF benefits, 45 C.F.R. 205.52; and for Medical Assistance benefits, 42 C.F.R. 435.910. We will not share your SSN with the Bureau of Citizenship and Immigration Services(formerly INS). You will not have to provide SSNs for any family members who are not eligible because of immigration status and who are not asking for benefits. SSNs are used to verify eligibility, to conduct computer matching with other agencies (such as the Texas Workforce Commission, the Social Security Administration, the Internal Revenue Service, credit reporting agencies) and other matching sources, and to recover benefits you were not entitled to receive. We may also share SSNs with telephone and electric companies to help them determine if you qualify for a reduction in your bills or with others to help you receive benefits based on need.
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 veterans.portal.texas.gov.
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