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	FY 09-10
	Non-Metro Area Agency on Aging

Cooperative Health Assistance Services (CHAS) for Ages 55+
Application for Assistance
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	* * * For Non-Metro AAA staff use only * * *

	Received
	Reviewed/Logged/Verified
	FY 08/09 CHAS Data Entry
	Application Summary

	Date:
	 FORMCHECKBOX 
 Logged In by:
	Date
	
	Date
	By
	   FORMCHECKBOX 
  $ Proof 

	Time:
	 FORMCHECKBOX 
 Reviewed by:
	
	Initial
	 FORMCHECKBOX 

	
	
	   FORMCHECKBOX 
  Documentation

	   FORMCHECKBOX 
  Fax
	 FORMCHECKBOX 
 Verified by:
	
	Summary/Voucher Request
	 FORMCHECKBOX 

	
	
	   FORMCHECKBOX 
  < 100 %

	   FORMCHECKBOX 
  Mail
	 FORMCHECKBOX 
 Returned by:
	
	Update
	 FORMCHECKBOX 

	
	
	   FORMCHECKBOX 
  < 125 %

	   FORMCHECKBOX 
  Hand Delivered
	 FORMCHECKBOX 
 Completed by:
	
	Final
	 FORMCHECKBOX 

	
	
	   FORMCHECKBOX 
  DNQ > 125 %


 
	Attach a copy of Proof of Age. Make sure the DOB is clear on copy even when faxing. 
	 FORMCHECKBOX 
 Driver’s License       FORMCHECKBOX 
 State ID
	 FORMCHECKBOX 
 Passport
	 FORMCHECKBOX 
 Birth Certificate


Name: 





  
Date: 


  
 Street: 







 
Mailing: 






  
 City: 





  State: 

 Zip:



County: 



   Home Phone: 


 Last 4 digits of SS#: 


   DOB: 


___ 
House Hold Size: 
   _       Combined Monthly Income (all household members): $
_  
__     Copies of 2009 NM STATE INCOME TAX RETURN for all household members must be attached. If a household member does not have income, explain in detail in the comments section on page 2.
	Do you have any of the following benefits? Check all that apply.

	 FORMCHECKBOX 
 Medicare
	 FORMCHECKBOX 
 Dental Insurance
	 FORMCHECKBOX 
 Vision Care
	 FORMCHECKBOX 
 Veteran’s Benefits

	 FORMCHECKBOX 
 Medicaid
	 FORMCHECKBOX 
 Private Insurance
	 FORMCHECKBOX 
 Medication/Prescription Coverage
	 FORMCHECKBOX 
 Other Financial Supports

	What assistance are you requesting? Choose only one.

	Requested Assistance
	Did you attach a copy of the bill or quote?
	Did you provide the name, address, phone & account # below?

	 FORMCHECKBOX 
 Prescription Medication Assistance
	 FORMCHECKBOX 
 Yes 
	 FORMCHECKBOX 
 Pharmacy

	 FORMCHECKBOX 
 Eye Care Assistance
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Optometrist or Optical Center

	 FORMCHECKBOX 
 Dental Care Assistance
	 FORMCHECKBOX 
 Yes 
	 FORMCHECKBOX 
 Dentist or Dental Clinic

	 FORMCHECKBOX 
 Hearing Aid Assistance
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Audiologist or Hearing Clinic/Office

	 FORMCHECKBOX 
 Medical Office Visit Assistance
	 FORMCHECKBOX 
 Yes 
	 FORMCHECKBOX 
 Doctor’s Office or Medical Clinic

	 FORMCHECKBOX 
 Utility Assistance
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 Utility Company

	 FORMCHECKBOX 
 Nutritional Provisions (Groceries) Do you have difficulty:  FORMCHECKBOX 
 affording groceries   FORMCHECKBOX 
 eating more than 2 meals a day  FORMCHECKBOX 
 shopping for food  FORMCHECKBOX 
 preparing meals



* * Account Information ~ Must Attach Invoice or Quote * *

Account #: _________________________ Company/Office Name: _________________________________________ Phone: _____________________

Company Mailing Address: ____________________________________________ City: _______________________ State: _______ Zip: ____________
	Comments: 

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________



Did an agency assist you in completing this form?   FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO
If YES, please complete the following:
Agency Name: 












  Phone: 





What is the name of person who helped you? 














Mailing Address: 







 City:



 State: 


 Zip: 



By signing below, I certify that the information provided is true and correct.

_______________________________________________

_________________________
Applicant’s Signature






Date








