
 
 

 
 
 
 
 
 

 

List everyone in your household  
(including self) 

To add more people, please attach 
another application or sheet of 

paper 

 
Is this 
person 

applying 
for 

benefits? 
(Yes/No) 

 

(NOT needed if person does not want 
to receive benefits) 

For more information, see page 1 of 
the Statement of Understanding Sex 

(M/F) 

(Optional) 
Check box 

if 
Hispanic/ 

Latino 

(Optional) 
Race 

(see above) 
Enter all that 

apply 

Marital Status 
(see above) 

Date of 
Birth 

 
Check box 
if person is 
pregnant 

Check box 
if person 

is 
disabled Social Security Number 

Check box 
if U.S. 
citizen 

           
           
           
           
           
 
I swear under penalty of perjury (a crime for lying under oath) and all other applicable penalties that the statements made on this application, any attachments, and to whoever interviewed me are true and correct.  All 
persons applying for or receiving aid are U.S. citizens, legal aliens, or eligible immigrants.  I understand and agree to the rules and information given to me.  If asked, I will give information that proves my statement, or I give 
DHS permission to get proof.  I understand I must report any changes the way DHS tells me to.      
Release: The State of Tennessee or people who work for it may need to prove the information I gave is true.  By signing this paper, I am saying it is OK to get proof.  This will let them decide if I can get Food Stamps, Families 
First, or TennCare Medicaid.  I am also saying that I have read and understand the Statement of Understanding. 
 
Signature:  ___________________________________________ Date:  ____________      Witness (if signed with an X): ___________________________________________Date:  ____________               
 

Guardian or Auth. Representative: ___________________________________________ Date:  ____________       

Name           
 

I am applying for:                                                                   TennCare Medicaid and
___SNAP/Food Stamps     ___Families First     ___help w/ Medicare costs (QMB/SLMB/QI) 
____ TennCare Medicaid Nursing Home or HCBS  

Home Address We may use your home or cell phone number to call and remind you of an appointment.  
We will leave a message if you do not answer.  

City                                                          State                                           Zip Code               Home Phone           Work Phone        Cell/Other Phone  

Mailing Address (if different) We use Social Security Numbers to check that you are who you say you are.  We use them to make 
sure you get the right amount of aid, to change the amount of aid you get, to check other computer 
and government records, and to make sure you qualify.  We check Social Security, IRS, and 
employment records.  We may check Immigration and Naturalization Records.  If those records don’t 
match what you say, it may affect whether you can get help and how much cash or food stamps you 
get.   If you lie on purpose to get help, you may go to jail. 
 

City                                                          State                                           Zip Code 

Do you need an interpreter?  (   ) Yes   (   ) No    
 
If yes, what language? ___________________ 

You do not have to say what race or ethnicity you are.  But it helps show if the State is following civil rights laws.   
Please use the following to indicate race: W = White/ Caucasian, B = Black/African-American, A = Asian, H = Native Hawaiian/Pacific Islander, I = 
American Indian/Alaska Native  
Marital Status: Use one of the following below for each adult member of the household: married, single, divorced, widowed, separated 

  If you have a disability that makes it hard for you to fill out or understand this application, we can help.   We can call or visit you if you cannot come to our office. 

We will take your application with only your name, address, and signature.  However, the more you tell us, the 
faster we can see if you can get help. If you are approved, your benefits will start from the date you filed the 
application.  In most cases you will need to talk with a DHS worker to complete the application process.                          
You may be able to get SNAP/Food Stamps in 7 days if: 

1. Your household's monthly income is less than $150, and you now have resources of $100 or less. 
2. Your shelter cost (plus utilities) is higher than your monthly income plus savings. 
3. You do seasonal farm or migrant work.

HS-0169 revised 01/13 

Tennessee Department of Human Services 
Family Assistance Application 

THIS BOX DHS USE ONLY 
 

Case #: ____________________________ 
Date received: ______________________ 
County:  ___________________________ 

Plate:  Black




                                                                                                                                                                                                                                                                                                                                                                        

THIS BOX For Families First only:  Permission to release school attendance records
I (client) give permission for the school attendance records of children on this application to be released to the Tennessee Department of Human 
Services by the Tennessee Department of Education or my child’s school.  The Department of Human Services will use these records, including 
social security numbers, to help me meet my Families First responsibilities. The records will be destroyed when they are no longer needed. 
 
Signature:  ___________________________________________ Date:  ____________                                                         

Your Food Stamps benefits may end if you:
*Lie or hide facts to get Food Stamp benefits;  
*Use someone else’s Benefit Security Card without their permission;  
*Buy things with Food Stamp benefits like beer, cigarettes, or soap. 
If you break these rules, you will not get Food Stamp benefits for: 
1 year the first time, 2 years the second time, and forever the third time.  
If you trade Food Stamp benefits for drugs.  You can be cut off for: 
2 years the first time and forever the second time. 
You’ll be cut off the Food Stamp Program forever if you’re found guilty of: 
*Trading Food Stamp benefits for guns, ammunition, or explosives;  
*Selling Food Stamp benefits worth $500 or more.  
 
Don’t lie about who you are or where you live to get Food Stamps.  Lying 
can keep you from getting Food Stamps for 10 years. 

I understand I may have one or two authorized representatives: 
 

                                                            may apply for these benefits for me: Food Stamps(   );  Families First (   );  TennCare Medicaid (   )  
___________________________ may use my Food Stamp benefits for me (   ); may use my Families First benefits for me (   ) 
 

                                                            may apply for these benefits for me: Food Stamps(   );  Families First (   );  TennCare Medicaid (   )  
___________________________ may use my Food Stamp benefits for me (   ); may use my Families First benefits for me (   ) 

List two people we can contact who can tell us about your situation:
 
Name:________________________________  Phone: _____________________ 
 
 
 
 

Name: _______________________________   Phone: _____________________ 

These members of my household have been convicted of a felony for having, using, or selling illegal drugs: 
 
_______________________________________________________________________________________________________ 

Are you currently age 18-24, AND were you in state custody as a child?  (check one)  (    )Yes      (    )No 
 

List any household RESOURCES (cash, checking, savings, or other bank accounts, certificates of deposit, stocks, bonds, 
mutual funds, retirement accounts, trust funds, annuities, or other liquid assets) 
 
Type:_________________________  Value: $____________           Type:_________________________  Value: $________________   
 
Type:_________________________  Value: $____________           Type:_________________________  Value: $________________   

Enter information about your household’s INCOME in the boxes below.  
Income includes but is not limited to employment, self-employment, 
alimony, child support, disability benefits, Social Security/SSI, Worker’s 
Compensation, Unemployment benefits, pensions, stipends, and interest 
income 

ANSWER QUESTIONS IN THIS BOX IF YOU ARE APPLYING FOR TENNCARE/MEDICAID
Do you or your spouse have an annuity that was purchased on or after February 8, 2006?  (   )Yes   (   )No  MUST check yes or no  
(Annuities are periodic payments made from funds deposited by an individual in order to establish a source of income for future use)   
Did you receive a $100,000 lump sum payment from the Settlement Law Group in 1998?  (   )Yes      (   )No 
If you’re currently receiving a Social Security check, were you also receiving a Social Security check in 1972? (   )Yes     (   )No 
Did you lose Medicare because you returned to work and your earnings were more than the Social Security income limit?  (   )Yes     (   )No 
Have you been diagnosed with breast or cervical cancer?  (   )Yes      (   )No 
Does anyone applying for Medicaid have other health insurance?  (    )Yes      (   )No 

Person with Income Source of income (such as job, 
Social Security, child support) 

Monthly 
amount before 
taxes/expenses 

 
Child Care Expenses 

 
Amount paid per week:  $ _________________ 
 
Child care provider name:  
 
______________________________________ 
 

Shelter Costs 
 

Rent / Mortgage (circle one) 
 

Monthly amount:  $ ___________________ 
 

 

Gas/Electric  $_________________ per month 
 

Phone  $ _____________________ per month 

Medical Expenses 
List recurring medical expenses like prescriptions 
or insurance premiums.  These can help you get 
more Food Stamps if you’re elderly or disabled. 

Type: _______________ $__________per month 
 
Type: _______________ $__________per month 

Child Support Paid  
If you pay child support to a child or children  
who don’t live with you, enter it here:  
 
Child: ______________ $________per month 
 
Child: ______________ $________per month 

 
In accordance with federal law and U.S. Department of Agriculture (USDA) and U.S. Department of Health and Human Services (HHS) policy, this 
institution is prohibited from discriminating on the basis of race, color, national origin, sex, age, or disability.  Under the Food Stamp Act and USDA 
policy, discrimination is prohibited also on the basis of religion or political beliefs.   
 

To file a complaint of discrimination, contact USDA or HHS.  Write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, S.W., 
Washington, DC 20250-9410 or call (800) 795-3272(voice) or (202) 720-6382 (TTY).   Write HHS, Director, Office for Civil Rights, Room 506-F, 200 
Independence Avenue, S.W., Washington, D.C. 20201 or call (202) 619-0403 (Voice) or (202) 619-3257 (TTY).  USDA and HHS are equal opportunity 
providers and employers. 
 

You may also write Tennessee, DHS, Office of General Counsel, Citizens Plaza Building, 400 Deaderick Street, Nashville, TN 37243, (615) 313-4700.

Voter Registration 
Are you registered to vote where you live now?  (   )Yes    (   )No 
Would you like to register to vote?  (   )Yes    (   )No 
Do you want DHS to mail a voter registration form to you?  (   )Yes    (   )No 
 
The benefits you may receive from DHS will not change whether you 
register to vote or not. 

Plate:  Black
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Food Stam
ps Inform

ation:    
 

 
 

 
 

Food Stam
p benefits w

on’t change your Fam
ilies First benefits.  If your Fam

ilies First cash paym
ents stop, 

you m
ay still receive Food Stam

ps.  B
ut if you start receiving Fam

ilies First, your Food Stam
p benefits m

ay go 
dow

n.  Y
ou w

ill be notified of this change; how
ever, you m

ay receive this notice less than ten days before 
your Food Stam

ps go dow
n.   

 Y
our Food Stam

p benefits m
ay end if you: 
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p benefits; 

 
 

 
 

 
 

 
 

U
se som

eone else’s B
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uy things w
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p benefits like beer, cigarettes, or soap. 
 If you break these rules, you w

ill not get Food Stam
p benefits for: 
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2 years the second tim
e.  
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e.  
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p benefits for drugs.  Y

ou can be cut off for: 
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e. 
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ou w
ill be cut off the Food Stam

p Program
 forever if a court finds you guilty of: 

 
 

Trading Food Stam
p benefits for guns, am
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unition, or explosives. 

 
Selling Food Stam

p benefits w
orth $500 or m

ore.  
  

 
 

 
 

 
 

 
 

Y
ou w

ill not get Food Stam
p benefits for ten (10) years if you lie about w

ho you are or w
here you live in 

order to receive Food Stam
p benefits.  

 If you do not follow
 your Fam

ilies First plan, w
e m

ay cut your Fam
ilies First cash paym

ents or your Food 
Stam

p benefits m
ay be reduced. 

 If you do not report your w
ork incom

e or are found guilty of breaking Food Stam
p Program

 rules on 
purpose, you m

ay have to pay back m
oney if you get too m

any Food Stam
p benefits.   

 People w
ho break these rules m

ay go to prison, be charged under federal law
s, or be fined up to $10,000. 

 Som
e household m

em
bers m

ust register for w
ork if they w

ant to receive Food Stam
ps.  Y

our w
orker w

ill 
tell you w

ho in your household m
ust register to qualify.  If this happens, you w

ill have to go to the D
epartm

ent 
of Labor and W

orkforce D
evelopm

ent (D
O

LW
D

) for an interview
.  They w

ill ask you about your past w
ork and 

w
ill help you prepare to get a job.  

 Y
ou m

ay get m
ore Food Stam

p benefits if you have proof of these kinds of expenses:  
 

M
edical  

 
 

 
 

 
 

 
 

 
 

 
 

C
hild or dependent care  

 
 

 
 

 
 

 
 

 
C

hild support 
 

 
 

 
 

 
 

 
 

 
 

H
ousing or utilities  

 
 

 
 

 
 

 
 

 
 

 
Y

our D
H

S casew
orker can help you get proof.  B

ut you m
ust report the expense and give us proof.  If you 

don’t tell us about these expenses and give us proof, w
e w

ill assum
e you do not w

ant the deduction and you 
w

on’t get m
ore Food Stam

p benefits.         

Fam
ilies First Inform

ation: 

If you get Fam
ilies First cash paym

ents you don’t qualify for, you m
ust pay the State back.  Y

ou can: 
 

Pay from
 your Fam

ilies First cash paym
ents. 
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Pa

y 
in

 c
as

h,
 if

 y
ou

 d
on

’t 
re

ce
iv

e 
Fa

m
ili

es
 F

irs
t. 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

If
 y

ou
 li

e 
or

 h
id

e 
fa

ct
s t

o 
ge

t F
am

ili
es

 F
irs

t c
as

h 
pa

ym
en

ts
, y

ou
 c

an
 b

e 
ta

ke
n 

to
 c

ou
rt.

  Y
ou

 m
ay

 b
e 

ch
ar

ge
d 

w
ith

 
pe

rju
ry

 (l
yi

ng
 u

nd
er

 o
at

h)
, t

he
ft 

or
 a

no
th

er
 c

rim
e,

 a
nd

 m
ay

 b
e 

se
nt

en
ce

d 
to

 ti
m

e 
in

 ja
il.

  I
f y

ou
 b

re
ak

 F
am

ili
es

 
Fi

rs
t r

ul
es

 o
n 

pu
rp

os
e,

 w
e 

ca
ll 

th
is

 a
n 

In
te

nt
io

na
l P

ro
gr

am
 V

io
la

tio
n.

  I
f y

ou
 a

re
 fo

un
d 

gu
ilt

y,
 y

ou
 c

ou
ld

 b
e 

cu
t 

of
f F

am
ili

es
 F

irs
t f

or
: 

 
6 

m
on

th
s t

he
 fi

rs
t t

im
e;

  
 

1 
ye

ar
 th

e 
se

co
nd

 ti
m

e;
 a

nd
  

 
Fo

re
ve

r t
he

 th
ird

 ti
m

e 
 

 
 

 
 

 
 

 
 

 
It 

is
 il

le
ga

l t
o 

ge
t c

as
h 

pa
ym

en
ts

 in
 tw

o 
st

at
es

 a
t t

he
 sa

m
e 

tim
e.

  A
ny

on
e 

w
ho

 d
oe

s t
hi

s m
ay

 b
e 

cu
t o

ff
 c

as
h 

pa
ym

en
ts

 fo
r 1

0 
ye

ar
s. 

   

Y
ou

r 
ch

ild
re

n 
ca

n 
ge

t F
am

ili
es

 F
ir

st
 O

R
 F

oo
d 

St
am

ps
 b

en
ef

its
 b

ut
 y

ou
 c

an
no

t i
f y

ou
 a

re
: 

 
 

A
 fl

ee
in

g 
fe

lo
n 

 
A

 p
ar

ol
e 

or
 p

ro
ba

tio
n 

vi
ol

at
or

 
 

 
G

ui
lty

 o
f a

 d
ru

g-
re

la
te

d 
fe

lo
ny

 th
at

 w
as

 c
om

m
itt

ed
 a

fte
r A

ug
us

t 2
2,

 1
99

6,
 u

nl
es

s y
ou

 m
ee

t a
 sp

ec
ifi

c 
ex

ce
pt

io
n.

 
Y

ou
r c

as
ew

or
ke

r c
an

 g
iv

e 
yo

u 
m

or
e 

in
fo

rm
at

io
n 

ab
ou

t t
he

 e
xc

ep
tio

n.
 

 T
o 

ge
t F

am
ili

es
 F

ir
st

 c
as

h 
pa

ym
en

ts
, y

ou
 m

us
t s

ig
n 

an
d 

fo
llo

w
 a

 P
er

so
na

l R
es

po
ns

ib
ili

ty
 P

la
n.

  T
hi

s p
la

n 
m

ay
 re

qu
ire

 y
ou

 to
 g

o 
to

 a
 w

or
k-

re
la

te
d 

ac
tiv

ity
.  

 
 Im

po
rt

an
t i

nf
or

m
at

io
n 

ab
ou

t C
hi

ld
 S

up
po

rt
 a

nd
 F

am
ili

es
 F

ir
st

: 
 

 
 

 

Y
ou

 m
ay

 b
e 

ab
le

 to
 g

et
 F

am
ili

es
 F

ir
st

 c
as

h 
pa

ym
en

ts
 a

nd
 c

hi
ld

 su
pp

or
t a

t t
he

 sa
m

e 
tim

e.
  I

f y
ou

 g
et

 
Fa

m
ili

es
 F

irs
t, 

yo
u 

m
us

t h
el

p 
us

 p
ro

ve
 w

ho
 th

e 
ch

ild
’s

 fa
th

er
 is

.  
Y

ou
 m

us
t a

ls
o 

w
or

k 
w

ith
 u

s t
o 

co
lle

ct
 c

hi
ld

 
su

pp
or

t f
or

 th
e 

ch
ild

re
n 

on
 F

am
ili

es
 F

irs
t. 

 W
e 

w
on

’t 
try

 to
 c

ol
le

ct
 su

pp
or

t i
f y

ou
 p

ro
ve

 th
er

e 
is

 a
 g

oo
d 

re
as

on
 

no
t t

o 
do

 so
.  

A
ll 

ch
ild

 su
pp

or
t m

us
t g

o 
fir

st
 to

 D
H

S.
  I

f t
he

 p
ar

en
t g

iv
es

 y
ou

 m
on

ey
 d

ire
ct

ly
, y

ou
 m

us
t s

en
d 

it 
to

 
D

H
S.

  Y
ou

 m
ay

 b
e 

ab
le

 to
 g

et
 so

m
e 

or
 a

ll 
of

 th
e 

ch
ild

 su
pp

or
t b

ac
k.

  W
e 

ca
ll 

th
es

e 
pa

ym
en

ts
 c

hi
ld

 su
pp

or
t 

pa
ss

-th
ro

ug
h 

pa
ym

en
ts

.  
 

 
 

 
 

 
 

 
 

 Th
e 

am
ou

nt
 o

f y
ou

r c
hi

ld
 su

pp
or

t p
as

s-
th

ro
ug

h 
pa

ym
en

t d
ep

en
ds

 o
n 

bo
th

 y
ou

r “
un

m
et

 n
ee

d”
 a

nd
 th

e 
am

ou
nt

 o
f 

ch
ild

 su
pp

or
t p

ai
d.

  W
e 

fig
ur

e 
yo

ur
 u

nm
et

 n
ee

d 
ba

se
d 

on
: 

 
 

 
 

H
ow

 m
an

y 
pe

op
le

 th
e 

Fa
m

ili
es

 F
irs

t c
as

h 
pa

ym
en

t c
ov

er
s 

 
 

 
 

 
 

H
ow

 m
uc

h 
ot

he
r i

nc
om

e 
yo

u 
ha

ve
 

 
 

 
 

 
 

 
 

 
Y

ou
 c

an
 a

sk
 y

ou
r D

H
S 

ca
se

w
or

ke
r h

ow
 m

uc
h 

yo
ur

 u
nm

et
 n

ee
d 

is
. 

 
M

ed
ic

ai
d/

T
en

nC
ar

e 
St

an
da

rd
 In

fo
rm

at
io

n:
 

 
Y

ou
 a

re
 re

sp
on

si
bl

e 
fo

r p
ro

vi
di

ng
 M

ed
ic

ai
d/

Te
nn

C
ar

e 
St

an
da

rd
 w

ith
 a

ny
 c

ha
ng

es
 in

 y
ou

r a
dd

re
ss

 o
r 

in
co

m
e.

   
 

D
on

’t 
le

t a
ny

on
e 

el
se

 u
se

 y
ou

r M
ed

ic
ai

d/
Te

nn
C

ar
e 

St
an

da
rd

 c
ar

d.
  Y

ou
 m

ay
 h

av
e 

to
 p

ay
 th

e 
St

at
e 

ba
ck

 
fo

r t
he

 o
th

er
 p

er
so

n’
s m

ed
ic

al
 b

ill
s. 

 
 

 
 

 
 

 
Y

ou
 m

ay
 h

av
e 

to
 w

or
k 

w
ith

 u
s t

o 
ge

t t
he

 a
bs

en
t p

ar
en

t(s
) t

o 
pa

y 
m

ed
ic

al
 b

ill
s o

r i
ns

ur
an

ce
 fo

r y
ou

r 
ch

ild
re

n.
  

 
Y

ou
 m

us
t s

ig
n 

ov
er

 to
 th

e 
St

at
e 

an
y 

re
im

bu
rs

em
en

t y
ou

 g
et

 fo
r m

ed
ic

al
 tr

ea
tm

en
t p

ai
d 

fo
r b

y 
M

ed
ic

ai
d/

Te
nn

C
ar

e 
St

an
da

rd
.  

B
y 

la
w

 th
e 

m
on

ey
 b

el
on

gs
 to

 th
e 

St
at

e.
  I

f y
ou

 d
on

’t 
tu

rn
 it

 o
ve

r t
o 

th
e 

St
at

e,
 y

ou
 m

ay
 lo

se
 y

ou
r T

en
nC

ar
e 

be
ne

fit
, b

e 
ch

ar
ge

d 
w

ith
 a

 c
rim

e,
 a

nd
 b

e 
su

ed
 in

 c
ou

rt 
fo

r t
he

 
m

on
ey

.  
 

 
If

 th
e 

Te
nn

es
se

e 
B

ur
ea

u 
of

 In
ve

st
ig

at
io

n,
 O

ff
ic

e 
of

 In
sp

ec
to

r G
en

er
al

, o
r a

ny
 o

th
er

 a
ge

nc
y 

co
nt

ac
ts

 y
ou

 
ab

ou
t M

ed
ic

ai
d/

Te
nn

C
ar

e 
St

an
da

rd
 fr

au
d 

or
 a

bu
se

, y
ou

 m
us

t h
el

p 
th

em
.  
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M

edicaid/TennC
are Standard m

ust share financial and personal inform
ation in order to run its program

.  
They share it only as the law

 requires or perm
its.  Everyone w

ho sees your inform
ation m

ust follow
 all 

state and federal law
s about keeping your inform

ation private.   
 

If w
e need to gather m

edical inform
ation to find out if you can get or keep M

edicaid/TennC
are 

Standard, w
e w

ill give you a special form
 (a H

IPPA
 release) that w

ill let us ask for your m
edical 

inform
ation 

 
If you ow

n or lease a hom
e outside the State of Tennessee, you m

ay not be eligible for benefits. 
 

 
If you receive public assistance outside the State of Tennessee other than unem

ploym
ent benefits, you 

are not eligible for M
edicaid/TennC

are Standard. 
 

Y
ou m

ust report any change to the inform
ation you provide to D

H
S w

ithin ten (10) days of the 
change.  This includes changes in address, fam

ily size, assets, em
ploym

ent, incom
e, m

arital status, 
eligibility for participation in M

edicare, or availability of group health insurance.  
 

Y
our T

ennC
are costs the state m

oney each m
onth, w

hether you use it or not. If you lie on purpose 
to get or keep TennC

are, you m
ay have to pay back the m

oney TennC
are paid to your health plan. This 

is true even if you don’t use your TennC
are.  

 
T

ell your casew
orker about changes right aw

ay.  T
hen m

ail a report of change letter to the D
H

S 
local office w

ithin thirty (30) days of the change.   Include copies of any supporting papers w
ith the 

report of change letter.  If you fail to report changes tim
ely, you w

ill have to pay TennC
are for any 

benefits im
properly paid on your behalf and/or any prem

ium
 underpaym

ent.   
 

If you have TennC
are M

edicaid coverage, you m
ust tell D

H
S w

hen you sell or give aw
ay assets.  Y

ou 
m

ust also tell D
H

S w
hen you take out a m

ortgage or hom
e equity loan on your hom

e. 
 

 
It is against the law

 to lie or hide facts on this application or in your interview
.  Telling lies or 

hiding facts about things like incom
e, w

here you live, or other types of insurance you have, could result 
in an investigation by the O

ffice of the Inspector G
eneral. 

 
 

 
 

 
 

If the State pays for m
edical bills or for nursing hom

e care for you, the State m
ay get m

oney back that 
you ow

e.  W
hen you die, the State m

ay take m
oney that you ow

e from
 your estate. 

 
 If you purchased an annuity on or after February 8, 2006, the D

eficit R
eduction A

ct (D
R

A
) requires the 

State of Tennessee to be: 
 

N
am

ed as the rem
ainder beneficiary in the first position for at least the total am

ount of m
edical 

assistance paid; or 
 

N
am

ed as such a beneficiary in the second position if there is a com
m

unity spouse and/or a m
inor 

disabled child. 
U

nder certain circum
stances, buying an annuity m

ay be treated as a disposal of assets for less than fair m
arket 

value and this can affect w
hether you can get TennC

are or M
edicaid.  Y

our casew
orker w

ill be able to give you 
the details regarding disposals for less than fair m

arket value. 
 

 
 

 
 

 
 

D
o you w

ant to apply to vote in the next election?   
Federal and state law

 requires that w
e ask if you w

ant to register to vote.  W
e m

ust ask you this 
question any tim

e you apply or re-apply for benefits, w
hen you are recertified for benefits, or if you 

call to tell us you have m
oved.  W

e w
ill help you to fill out all the form

s.   
 V

oter R
egistration Inform

ation: 
 

The benefits you m
ay receive from

 D
H

S w
ill not change w

hether you register to vote or not. 
 

W
e can help you apply.  The decision to get help is yours.  Y

ou m
ay fill out the form

 in private. 
 

Y
ou m

ay file a com
plaint w

ith the C
oordinator of Elections, Secretary of State’s O

ffice, 900 W
illiam

 R
. 

Snodgrass Tennessee Tow
er, N

ashville, TN
  37243, 1-615-741-7956, Tennessee R

elay C
enter, 1-800-

848-0299, if you believe: 
o 

Som
eone has interfered w

ith your right to register or to decline to register to vote. 
o 

Som
eone has interfered w

ith your right to privacy in deciding w
hether to register or in applying 

to register to vote. 
 

If you choose to register or decline, w
e w

ill not tell anyone outside the election com
m

ission about your 
choice or w

here you applied.  W
e w

ill only use this for registration purposes. 
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Y

ou
 c

an
’t 

vo
te

 u
nt

il 
yo

u 
ge

t y
ou

r v
ot

er
 re

gi
st

ra
tio

n 
ca

rd
.  

If
 y

ou
 d

o 
no

t h
av

e 
th

e 
ca

rd
 in

 th
re

e 
w

ee
ks

, 
ch

ec
k 

w
ith

 th
e 

El
ec

tio
n 

C
om

m
is

si
on

. 
 

Th
e 

C
ou

nt
y 

El
ec

tio
n 

C
om

m
is

si
on

 w
ill

 se
e 

if 
yo

u 
ar

e 
ab

le
 to

 re
gi

st
er

 to
 v

ot
e.

  T
hi

s i
s n

ot
 d

on
e 

by
 D

H
S 

or
 th

e 
Te

nn
C

ar
e 

B
ur

ea
u.

  
 

If
 y

ou
 m

ai
l y

ou
r a

pp
lic

at
io

n 
to

 y
ou

r c
ou

nt
y 

el
ec

tio
n 

co
m

m
is

si
on

, y
ou

 m
us

t v
ot

e 
in

 p
er

so
n 

th
e 

fir
st

 ti
m

e 
yo

u 
vo

te
.  

 
W

e 
w

ill
 m

ai
l y

ou
 a

 “
M

ai
l-I

n 
A

pp
lic

at
io

n 
fo

r V
ot

er
 R

eg
is

tra
tio

n”
 fo

rm
 w

ith
in

 3
0 

da
ys

 if
 y

ou
 a

re
 te

lli
ng

 
us

 b
y 

ph
on

e 
or

 in
te

rn
et

 a
bo

ut
: 

o 
A

n 
ad

dr
es

s c
ha

ng
e 

 
o 

A
n 

ap
pl

ic
at

io
n 

o 
A

 re
-a

pp
lic

at
io

n 
o 

A
 re

-c
er

tif
ic

at
io

n 
o 

A
 re

vi
ew

  
If

 th
e 

de
ad

lin
e 

to
 re

gi
st

er
 is

 le
ss

 th
an

 3
0 

da
ys

 a
w

ay
, w

e 
w

ill
 m

ai
l t

he
 fo

rm
 to

 y
ou

 w
ith

in
 5

 d
ay

s o
r t

he
 n

ex
t w

or
k 

da
y 

if 
w

e 
ca

n.
 

 H
IP

A
A

: 
Th

e 
fe

de
ra

l H
IP

A
A

 la
w

 sa
ys

 w
e 

m
us

t k
ee

p 
fa

ct
s a

bo
ut

 y
ou

r h
ea

lth
 p

riv
at

e.
  I

t a
ls

o 
sa

ys
 w

e 
m

us
t g

iv
e 

yo
u 

th
is

 
no

tic
e.

  H
er

e 
ar

e 
th

e 
ru

le
s t

ha
t w

e 
m

us
t f

ol
lo

w
 to

 k
ee

p 
th

e 
fa

ct
s a

bo
ut

 y
ou

r h
ea

lth
 p

riv
at

e.
  T

he
se

 ru
le

s c
an

 
ch

an
ge

.  
If

 im
po

rta
nt

 c
ha

ng
es

 a
re

 m
ad

e,
 w

e 
w

ill
 te

ll 
yo

u.
 

 In
 o

rd
er

 to
 d

et
er

m
in

e 
yo

ur
 e

lig
ib

ili
ty

 fo
r 

T
en

nC
ar

e,
 D

H
S 

m
ay

 sh
ar

e 
yo

ur
 p

ri
va

te
 h

ea
lth

 in
fo

rm
at

io
n 

w
ith

: - 
So

m
e 

em
pl

oy
ee

s o
f t

he
 D

ep
ar

tm
en

t w
ho

 n
ee

d 
it 

to
 d

ec
id

e 
if 

yo
u 

ca
n 

ge
t T

en
nC

ar
e;

 a
nd

 
- 

Te
nn

C
ar

e.
 

- 
D

H
S 

m
ay

 a
ls

o 
sh

ar
e 

yo
ur

 p
riv

at
e 

he
al

th
 in

fo
rm

at
io

n 
w

ith
 th

e 
fe

de
ra

l D
ep

ar
tm

en
t o

f H
ea

lth
 a

nd
 H

um
an

 
Se

rv
ic

es
 b

ec
au

se
 th

ey
 p

ro
vi

de
 o

ve
rs

ig
ht

 o
f t

he
 T

en
nC

ar
e 

pr
og

ra
m

. 
 W

ith
 y

ou
r 

pr
io

r 
w

ri
tt

en
 c

on
se

nt
, D

H
S 

m
ay

 sh
ar

e 
yo

ur
 p

ri
va

te
 h

ea
lth

 in
fo

rm
at

io
n 

w
ith

 a
ny

 o
th

er
 p

er
so

n 
or

 e
nt

ity
, s

uc
h 

as
 y

ou
r h

ea
lth

 c
ar

e 
pr

ov
id

er
s, 

an
 a

tto
rn

ey
, a

nd
/o

r m
em

be
rs

 o
f y

ou
r f

am
ily

. 
 If

 y
ou

 a
re

 n
ot

 a
bl

e 
to

 p
ro

vi
de

 p
ri

or
 w

ri
tt

en
 c

on
se

nt
, D

H
S 

m
ay

 sh
ar

e 
yo

ur
 p

ri
va

te
 h

ea
lth

 in
fo

rm
at

io
n 

w
ith

: - 
A

n 
au

th
or

iz
ed

 re
pr

es
en

ta
tiv

e 
– 

w
ho

 w
ill

 a
ls

o 
ha

ve
 th

e 
rig

ht
 to

 p
ro

vi
de

 w
rit

te
n 

co
ns

en
t f

or
 re

le
as

e 
of

 
yo

ur
 p

riv
at

e 
he

al
th

 in
fo

rm
at

io
n 

to
 o

th
er

 in
di

vi
du

al
s a

nd
 e

nt
iti

es
; 

- 
A

 fa
m

ily
 m

em
be

r o
r o

th
er

s i
nv

ol
ve

d 
in

 y
ou

r h
ea

lth
 c

ar
e.

  Y
ou

 m
ay

 a
sk

 u
s n

ot
 to

 te
ll 

th
em

 y
ou

r 
in

fo
rm

at
io

n.
  W

e 
w

ill
 a

gr
ee

 if
 w

e 
ca

n.
  I

f y
ou

 a
re

 a
 m

in
or

 c
hi

ld
 o

r i
n 

an
 e

m
er

ge
nc

y,
 w

e 
m

ay
 n

ot
 b

e 
ab

le
 

to
 a

gr
ee

. 
 W

ith
ou

t a
ny

 p
ri

or
 c

on
se

nt
, D

H
S 

m
ay

 a
ls

o 
sh

ar
e 

yo
ur

 p
ri

va
te

 h
ea

lth
 in

fo
rm

at
io

n:
 

- 
W

ith
 a

 h
ea

lth
 o

ve
rs

ig
ht

 a
ge

nc
y 

or
 la

w
 e

nf
or

ce
m

en
t a

s r
eq

ui
re

d 
by

 la
w

 fo
r p

ur
po

se
s o

f i
nv

es
tig

at
in

g 
th

ef
t 

or
 fr

au
d 

al
le

ga
tio

ns
 re

la
te

d 
to

 re
ce

ip
t o

f p
ro

gr
am

 b
en

ef
its

; 
- 

W
ith

 a
ny

 o
th

er
 in

di
vi

du
al

 o
r e

nt
ity

, i
nc

lu
di

ng
 la

w
 e

nf
or

ce
m

en
t a

nd
 o

th
er

 g
ov

er
nm

en
t a

ge
nc

ie
s, 

w
he

n 
al

lo
w

ed
 b

y 
la

w
 o

r w
he

n 
re

qu
ire

d 
to

 d
o 

so
 b

y 
a 

co
ur

t o
rd

er
; 

- 
W

ith
 a

no
th

er
 in

di
vi

du
al

 o
r e

nt
ity

 fo
r p

ur
po

se
s o

f r
es

ea
rc

h,
 a

s p
er

m
itt

ed
 b

y 
la

w
.  

 R
IG

H
T

S 
A

B
O

U
T

 Y
O

U
R

 H
E

A
L

T
H

 IN
FO

R
M

A
T

IO
N

 
Y

ou
 h

av
e 

th
e 

ri
gh

t t
o:

 
 

Se
e 

yo
ur

 h
ea

lth
 re

co
rd

s, 
ex

ce
pt

 w
he

re
 li

m
ite

d 
by

 la
w

. 
 

G
et

 c
op

ie
s o

f y
ou

r h
ea

lth
 re

co
rd

s, 
ex

ce
pt

 w
he

re
 li

m
ite

d 
by

 la
w

. 
 

Ta
lk

 to
 u

s a
bo

ut
 h

ow
 w

e 
us

e 
an

d 
sh

ar
e 

yo
ur

 h
ea

lth
 in

fo
rm

at
io

n.
 

 
A

sk
 u

s t
o 

ch
an

ge
 h

ea
lth

 in
fo

rm
at

io
n 

th
at

 y
ou

 th
in

k 
is

 w
ro

ng
.  

Y
ou

 m
us

t a
sk

 u
s t

o 
ch

an
ge

 it
 in

 w
rit

in
g 

an
d 

te
ll 

us
 w

hy
.  

W
e 

m
ay

 n
ot

 b
e 

ab
le

 to
 c

ha
ng

e 
it.

  I
f w

e 
ca

n’
t c

ha
ng

e 
it,

 w
e 

w
ill

 te
ll 

yo
u 

w
hy

. 
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Y

ou can get a list of those w
e shared your health inform

ation w
ith after A

pril 14, 2003.  Y
ou m

ust ask us in 
w

riting.  The list w
ill cover up to the 6 years prior to the request.  The list does not have to include those w

e 
shared inform

ation w
ith in order to determ

ine your eligibility for TennC
are or because you asked us to in 

w
riting. 

 
A

sk us not to share som
e facts about your health inform

ation.  Y
ou m

ust ask us in w
riting.  Y

ou m
ust tell us 

w
hat facts you don’t w

ant shared.  Y
ou m

ust tell us w
ho you don’t w

ant us to share those facts w
ith.  B

ut, 
there m

ay be som
e tim

es w
hen w

e cannot agree to your request.  W
e w

ill tell you w
hy. 

 
Take back your okay to share your health inform

ation.  If you signed an authorization form
, you can take it 

back any tim
e.  B

ut, you m
ust do it in w

riting.  This w
ill not change any facts w

e have already shared. 
 

A
sk us to contact you in a different w

ay or at a different address.  Y
ou m

ust tell us in w
riting. 

 
A

sk for a new
 notice of D

H
S’s privacy practices. 

 Q
U

E
ST

IO
N

S or C
O

M
PL

A
IN

T
S 

D
o you have questions about this notice?  Please call 1-888-863-6178.  In D

avidson C
ounty, call 313-5790.  

T
T

Y
#1-800-270-1349. 

 D
o you have a com

plaint about how
 your private health inform

ation w
as handled?  Y

ou can call or w
rite 

one of the offices listed below
 to ask questions or m

ake a com
plaint.  Y

ou w
ill not lose your eligibility if 

you com
plain or ask a question. 

 In accordance w
ith federal law

 and U
.S. D

epartm
ent of A

griculture (U
SD

A
) and U

.S. D
epartm

ent of H
ealth and H

um
an 

Services (H
H

S) policy, this institution is prohibited from
 discrim

inating on the basis of race, color, national origin, sex, age, 
or disability.  U

nder the Food Stam
p A

ct and U
SD

A
 policy, discrim

ination is prohibited also on the basis of religion or 
political beliefs.   
 To file a com

plaint of discrim
ination, contact U

SD
A

 or H
H

S.  W
rite U

SD
A

, D
irector, O

ffice of C
ivil R

ights, 1400 
Independence A

venue, S.W
., W

ashington, D
C

 20250-9410 or call (800) 795-3272(voice) or (202) 720-6382 (TTY
).   W

rite 
H

H
S, D

irector, O
ffice for C

ivil R
ights, R

oom
 506-F, 200 Independence A

venue, S.W
., W

ashington, D
.C

. 20201 or call 
(202) 619-0403 (V

oice) or (202) 619-3257 (TTY
).  U

SD
A

 and H
H

S are equal opportunity providers and em
ployers. 

 Y
ou m

ay also w
rite Tennessee, D

H
S, O

ffice of G
eneral C

ounsel, C
itizens Plaza B

uilding, 400 D
eaderick Street, N

ashville, 
TN

 37243, (615) 313-4700. 

Y
our right to a fair hearing: 

 
 

 
 

 
 

 
 

 
 

W
hat if you don’t agree w

ith w
hat w

e decide on your application or case?  Y
ou can appeal for a fair hearing.  

Y
ou m

ay speak for yourself at the hearing.  Y
ou also m

ay bring a friend, relative, or law
yer to speak for you.  

A
fter you hear from

 us, you have 90 days to file an appeal for Fam
ilies First and Food Stam

p benefits, and 40 
days to file an appeal for M

edicaid/TennC
are Standard.  If you w

ant to continue your benefits w
hile the 

appeal is being decided, you m
ust ask us w

ithin 10 days for Fam
ilies First and Food Stam

ps and 20 days 
for T

ennC
are/M

edicaid.  If you lose the appeal, you m
ay have to pay back the benefits you received 

during the tim
e the appeal w

as being decided. If you w
ant to file an appeal, tell your D

H
S casew

orker.  Y
ou 

can also call the Fam
ily A

ssistance Service C
enter at 1-866-311-4287.  This is a free call.  

 Perm
ission to release school attendance records: 

I (client) give perm
ission for the school attendance records of children I included on this application to be 

released to the Tennessee D
epartm

ent of H
um

an Services by the Tennessee D
epartm

ent of Education or m
y 

child's school.  The D
epartm

ent of H
um

an Services w
ill use these records, including social security num

bers, to 
help m

e m
eet m

y Fam
ilies First responsibilities and the records w

ill be destroyed w
hen they are no longer 

needed. 
 Perm

ission to contact m
e: 

I agree that D
H

S m
ay contact m

e by U
.S. M

ail and by phone at the address and num
bers indicated on m

y 
application, and leave m

essages w
hen I am

 unavailable, as necessary to provide inform
ation about m

y 
application for benefits / services or the benefits / services that I am

 already receiving.  
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