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The person named above is a member of a household applying for assistance from the Texas Health and Human Services Commission or has income that affects another household member's application for assistance. To determine the household's eligibility, we must verify all earnings and group health insurance. Because this person is (or was) your employee, we need your help. Here's how you can help: Please provide the information requested in this letter. Be sure all information is complete and correct, because it will affect someone's eligibility and benefits. If a question does not apply, mark it N/A. After you complete the form: (1) give it to your employee, OR (2) mail it in the enclosed pre-paid envelope, OR (3) fax it to the number listed above. Authorization to furnish this information (Form H0003) is attached. Thank you for helping. Questions about this form?  Call 2-1-1.
Is (or was) this person employed by you?
Commissions/Tips/Bonuses
Overtime Pay
Health insurance offered by employer?
Does employer pay at least 50% of 
family premium?
If family is (or was) enrolled, provide start and end dates of coverage:
If any member of this family has been denied or lost coverage under the employer-offered health insurance, please explain:
Do you expect any changes to 
the insurance provider or benefits?
10.0.2.20120224.1.869952.867557
HHSC
Forms and Handbooks
Form H1028-MBIC
07/2016
Employment Verification (Medicaid Buy-In for Children)
On the chart below, list all wages received by this employee during the month(s) of:
Date Pay Period Ended
Date Employee Received Paycheck
Actual Hours
Gross Pay
Other Pay* (tips, commissions, bonuses )
Net amount of check
*Please explain (in comments section below) when and how often tips, commissions, or bonuses are received.
If this person is no longer in your employ:
Comments:
This information is true and correct to the best of my knowledge and belief.
Thank you for taking the time to complete all of the information on this form. Your help is greatly appreciated.
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