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Q Application Supporting Documents Redetermination

E (Include application form) (financial verifications, other documents, etc.) Provide Reason:

; QO Ssignificant Change (O Program Transfer / Addition (Refer to Appendix XXXII to determine if an application form is needed)
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Has applicant moved or is moving into an assisted living or adult foster care facility, provide expected move date. N
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INSTRUCTIONS:
NOTE: Either fax or mail; DO NOT fax and mail the same documents.
Mail to: Document Processing Center or Fax to: 1-877-236-4123
P.O. Box 14600

I Midland, TX 79711-9907 38
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