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	Date/Fecha

	
	
	     

	
	Program/Programa
	

	
	
	 FORMCHECKBOX 

	QMB
	 FORMCHECKBOX 

	MAO
	 FORMCHECKBOX 

	Three Months Prior
Tres Meses Anteriores
	 FORMCHECKBOX 

	Other
Otro

	
	
	
	
	
	
	
	
	
	

	
	
	Client Name and Address:
	
	Worker/Trabajador

	
	
	     
	
	
	     

	
	
	
	
	
	Office Address and Telephone No./Oficina y Teléfono

	
	
	
	
	
	     

	
	
	
	
	
	

	

	
	NOTICE OF APPOINTMENT OR DELAY
	AVISO DE CITA O DE RETRASO

	

	 FORMCHECKBOX 

	AN APPOINTMENT HAS BEEN MADE FOR YOU AT:
USTED TIENE UNA CITA CONMIGO PARA:
	
	
	
	
	

	
	

	
	
	Date/Fecha
	Time/Hora
	Place/Lugar
	

	
	
	     
	     
	 FORMCHECKBOX 

	am
	 FORMCHECKBOX 

	pm
	     
	

	
	
	

	
	
	If you cannot keep this appointment as scheduled, please contact me at the telephone number or address listed above.
Si no puede venir a esa cita, favor de comunicarse conmigo al teléfono o dirección indicados arriba.

	
	

	

	 FORMCHECKBOX 

	THERE HAS BEEN A DELAY IN DETERMINING YOUR ELIGIBILITY BECAUSE:
HA HABIDO UN RETRASO EN LA DETERMINACION DE SU ELEGIBILIDAD PORQUE:
	
	
	
	
	
	

	
	

	
	
	 FORMCHECKBOX 

	You missed your appointment on
No vino a la cita que tenía el



	     
	.

	
	
	
	
	
	

	
	
	

	
	
	Another appointment as shown above has been scheduled for you. If you do not keep this appointment, or fail to contact me by the date of the appointment, I will assume that you wish to withdraw your application and the application will be denied.

Otra cita según lo mostrado arriba programar para usted. Si usted no guarda esta cita, o no pueda entrarme en contacto con por la fecha de la cita, asumiré que usted desea retirar su aplicación será negada.

	
	
	
	

	
	
	 FORMCHECKBOX 

	We need more information. Before we can make a decision about your case, you must provide the following information:
Necesitamos más información. Para que podamos tomar una decisión respecto a su caso, usted debe darnos la siguiente información:
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	     
	

	
	

	
	
	
	Please return this form, along with the information listed above, by

Sírvase devolver esta forma con la información solicitada, antes de

	     
	.

	
	

	
	
	
	If we do not receive this information or hear from you by this date, it may be necessary to deny your case.
Si para esta fecha no recibimos la información que pedimos ni nos habla usted, podríamos negarle su caso.

	
	

	
	

	
	If you believe you have been discriminated against because of race, color, national origin, age, sex, disability, political beliefs, or religion, you may lodge a complaint with the management staff of this agency and/or write immediately to
	
	Si usted cree que lo han discriminado por motivo de su raza, color, origen nacional, edad, sexo, discapacidad, creencias políticas o religión, puede quejarse ante la administración de este departamento o escribir inmediatamente a

	

	
	
	Civil Rights Department

Health and Human Services
Commission
P.O. Box 149030

Austin, Texas 78714-9030
	or to:

o a
	U.S. Dept. of Health and Human Services

Office of Civil Rights – Region VI

1301 Young St., Room 1169

Dallas, TX 75202
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