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TO:         Health and Human Services Commission
         P.O. Box 149027
         Austin, TX 78714-9027 
          Fax 1-877-447-2839
Please answer each question. This will help us process your case faster.
Case Identification
A.
Sex
Applicant's gender.
B.
For Agency Use Only
Sections C and D are for agency use only. 
C.   Program
D.  
E.
F.
G.
H.
Graduate?
Graduate?
I.
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Disability Determination Socio-Economic Report
	Applicant's last name, first name and middle initial: 
	Applicant's social security number: 
	Applicant's case number: 
	Applicant's date of birth: 
	Applicant is male: 
	Applicant is female: 
	Spouse's name, if applicant is married.: 
	This box should be checked if applicant is not married.: 0
	The name of the city or town where applicant has established residency.: 
	Name of applicant's current eligibility specialist.: 
	Eligibility specialist's mail code.: 
	Region of the state where eligibility specialist is located.: 
	Eligibility specialist telephone number with area code.: 
	Eligibility specialist's telephone extension number.: 
	Option 1 of 11. Applicant has prior medical disability : 0
	Option 2 of 11. Applicant has emergency medical benefits: 0
	Option 3 of 11. Applicant has Supplemental Security Income related Medical Assistance Only special income limit.: 0
	Option 4 of 11. Applicant has waivers: 0
	Option 5 of 11. Applicant participates in Community Attendant Services.: 0
	Option 6 of 11. Applicant participates in Medically Dependent Children Program.: 0
	Option 7 of 11. Applicant participates in Community Living Assistance and Support Services.: 0
	Option 8 of 11. Applicant participates in Home and Community-based Services.: 0
	Option 9 of 11. Applicant participates in Medicaid Buy-In program: 0
	Option 10 of 11. Applicant participates in Medicaid Buy-In for Children program.: 0
	Option 11 of 11. Applicant participates in other programs.: 0
	Other programs that the applicant is participating in.: 
	Month needed for onset of eligibility.: 
	Application date.: 
	Date applicant applied for SSA or SSI benefits.: 
	This box should be checked If applicant has not applied for SSA or SSI benefits.: 0
	Date the applicant became disabled.: 
	Provide applicants occupation and the type of work they have done most of their life.: 
	Provide languages the applicant understands and prefers to be spoken to.: 
	Name and location of your high school or last school attended, if less than high school.: 
	Yes. Applicant graduated from college.: 
	No. Applicant did not graduate from college.: 
	The highest grade the applicant completed.: 
	This box should be checked if applicant attended college.: 0
	Provide comments on your disability.: 



