DPHHS-HCS-415
(RENV 01/2009)

é_\ﬁ Please Check:

[0 NEW Service
DISCONVUNT COVUPON FOR TELEPHONE SERVICES [ Monthly Discount

IFYOU NREAN ADULT, RECEIVE MEDICAID SERVICES AND HAVE YOUR OWN PHONE, YOU MAY QUALIFY FORR A DISCOUNT
ON YOUR LOCAL TELEPHONE SERVICE. PLEASE FILL OUT THIS DISCON\UNT CO\VPON. DROP IT OFF AT YOUR LOCAL OPA. WE WILL
VERIFY €ELIGIBILITY NOW AND ANNUALLY AND SEND YOUR. NAME ON TO YOUR LOCAL TELEPHONE PROVIDER. LOOK FORA A RATE
REDUCTION IN ABOUT TWO MONTHS. IF YOU HAVE NO PHONE, YOU MAY QUALIFY FORC A CONNECTION FE€ DISCOUNT. PLEASE

CONTACT YOUR LOCAL PHONE COMPANY FIRST AND PLACE AN ORDER FOR PHONE SERVICE. BY SIGNING THIS FORM, YOU ARE CONSENTING TO
DISSEMINATION OF THIS INFORMATION TO ALL APPLICABLE PARTIES INCLUDING YOUR TELEPHONE PROVIDER.

NAME (PLEASE PRINT AS IT APPEARS ON YOUR BILL) TELEPHONE NUMBER
(R.EQUIR.ED)

ADDRESS (NS IT APPEARS ON YOUR PHONE BILL) CITY/STATE/ ZIP

SOCIAL SECURITY NUMBER. (REQUIRED) YOUR TELEPHONE COMPANY

SIGNATURE
THE MONTANA TELEPHONE ASSISTANCE PROGRAM
A service of the State of Montana and your local telephone company.
You are responsible to report any changes in Medicaid eligibility to your phone company.
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WHO 1§ €LIGIBLE? xx\yOUR. TELEPHONE SERVICE MUST BE IN

1. ADULTS (18 YEARS OR. OLDER), THE NAME OF THE INDIVIDUAL RECEIVING

2. CURRENTLY RECEIVE NMAEDICAID SERVICES, AND NAEDICAID BENEFITS.**

3. HAVE YOUR OWN PHONE (IN YOUR NAME).

HOW DO I APPLY? PLEASE FILLOUT THIS DISCONUNT CO\VPON. DROP IT OFF AT YOUR LOCAL OPA. WE
WILL VERIFY ELIGIBILITY NOW AND ANNUALLY AND SEND YOURI NAME ON TO YOUR LOCAL TELEPHONE
PROVIDER. LOOK FOR. A RATE REDUCTION IN ABOUT TWO TO THREE MONTHS. QUESTIONS? CONTACT
MOLLYE GAUER AT 444-9401.

1 DO NOT HAVE A PHONE, CAN YOU HELP? IFYOU AREAN ADULT, RECEIVE MEDICAID SERVICES AND
HAVE NO PHONE, YOU MAY QUALIFY FOR A 50% DISCOUNT ON THE CONNECTION Fe€, NS WELL AS X
MONTHLY RATE DISCOUNT. PLEASE CONTACT YOUR PHONE COMPANY AND PLACE YOUR ORDER FOR
SERVICE BEFORE FILLING OUT THIS FORM.

YOU MAY QUALIFY FOR DISCOUNTS OF MOR.E THAN HALF THE MONTHLY PHONE RATE ON YOUR LOCAL TELEPHONE
SERVICE
(NO LONG DISTANCE CARRIERS).
NOT ALL TELEPHONE COMPANIES PARTICIPATE IN THIS PROGRAM.
YOU ARE RESPONSIBLE TO REPORT CHANGES IN YOUR MEDICAID ELIGIBILITY TO YOUR PHONE
COMPANY.

Questions? Contact Mollye Gauer at 444-9401



