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Texas Department
of Human Services CASE INFORMATION

TO: FROM:

Mail Code: Mail Code:

Case Name Category Case No. Category Case No.

Address (Street, City, State, ZIP)

Change in Circumstances Medical/Disability

AFDCChange in Address/Telephone

Absent ParentIncome

Protective ServicesResources

Nursing Care/Level of CareDeductions

MedicaidHousehold Composition

Other:

Self-Support Services

Community Placement Resources

EPSDT
Family Health
Services Nurse

Employment
Services

Child
Care

Refugee
Services

Other:

Family
Planning

Comment/Response:

Telephone No.

Signature Date

RESPONSE:

TO: FROM:

Mail Code: Mail Code:

Comment/Response:

Telephone No.

Signature Date


