3AMPOC HA OMNPEAENEHUE CTATYCA m e Fecaaarces
HETPYJOCHOCOBHOCTM Deparmentof

Social Services

MAP-3177 (R) 11/29/2024

JaTta:

Nmsa n bammnuna knueHTa:

Homep gena (ecnu nsBecTteH):

He nogasavite a1y dhopmy, ecnn y Bac nmeetcst nogTeepxxaeHne cratyca HeTpyaocnocobHocTu 1 Bl nonyvaete
nocobue ot YnpaeneHus coumanbHoro obecneyenus (Social Security Administration, SSA), no Nporpamme
AOMNONHUTENBHOrO coumanbHoro goxoaa (Supplemental Security Income, SSI) unu ctpaxosoe nocobue no
nHBanugHocTtu no Nporpamme coumansHoro obecneveHunsa (Social Security Disability Insurance, SSDI).

Nmsa: damunus: CpegHuin Hnyman:
MouToBbIN Hata

agpec: pOXOEHUS: Bo3spacT:
Homep MocnenHue 4 uncdpobl Homepa

TenedoHa: coumnanbHoro obecneyeHus (SSN):

OTmeTbTe COOTBETCTBYIOLLMNE MYHKTHI (V).

TpynoycTpoeH(-a) O Qfa 0 Hert
HapylieHune 3peHus O Qfa O Hert
HapyweHune cnyxa (TTY) O Jda O Hert
HyxxHo nu 3asiButento/nonyyatento (A/R) oceoboxaeHne [0 [a O Hert
OT 00s13aTenbCTB Mo nporpamme Medicaid?
Ecnu pa, ykaxurte Tmn:

A3bIk oNg
A3bIK ANs YCTHOro obLLeHus: NMUCbMEHHOTO OOLLEHUS:

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

First Name: Last Name: Ml:

Mailing Address: Phone Number:

Authorized Representative may (check (v') all that apply):

O Apply Renew Medicaid Application [ Discuss Medicaid Application/Case [ Receive
Mail/Correspondence

Moanuck 3asBuTtens/nonydartens: Hara:

Authorized Representative Signature: Date:




