3AMNPOC HA OMPEOENEHUE CTATYCA m Human Resources
HETPYOOCMNOCOBHOCTHU S Semicas

MAP-3177 (R) 01/14/2021

Hara:

Nmsa n hammnus knueHTa:

Homep nena (ecnun n3BecTeH):

He nogasante oty popmy, ecnm y Bac numeetcs noarBepxgeHne cratyca HeTpyaocnocobHoctn u Bel nony4vaete
nocobme o1 YnpaBnenus coumanbHoro obecneyeHus (Social Security Administration, SSA), [Mporpammbl
JonornHuTenbHOro coumansHoro goxoaa (Supplemental Security Income, SSI) nnu MNporpaMmmbl 4ONONHUTENBLHOMO
coumnanbHoOro goxoga Beugy HeTpygocnocobHocth (Supplemental Security Income Disability, SSDI).

Nms: damunus: CpegHuin nHnuman:
MouToBbIN HaTa

agpec: pOXOEeHMWs: Bospacr:
Homep MocnepHue 4 uncpbl Homepa

TenedoHa: coumansbHoro obecneyeHus (SSN):

OTMeTbTe COOTBETCTBYIOLLME NYHKTbI (V).

TpynoycTpoeH(-a) O [Jda O Hert
HapylweHune 3peHus O [Jda O Het
HapyweHnune cnyxa (TTY) O [Jda O Hert
HyxxHo nu 3asiButento/nonyyatento (A/R) oceoboxgeHne [ [a O Hert
oT 06sa3aTenbCeTB no nporpamme Medicaid?

Ecnu pa, ykaxute tun:

A3bIk ona A3bIK 4NN
YCTHOro 00LeHns: NMUCbMEHHOro OOLLIeHNS:

Authorized Representative (Person assisting you with the disability determination request):

First Name: Last Name: MI:

Mailing Address: Phone Number:

Authorized Representative may (check (v) all that apply):
1 Apply Renew Medicaid Application [1 Discuss Medicaid Application/Case [ Receive Mail/Correspondence

Moanuck 3aaBuTens/nony4yaTtens: Jara:

Authorized Representative Signature: Date:




