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Fair Hearing Request Form

Select the program
I disagree with the Department's decision regarding my eligibility for the following program(s):

Describe your disagreement
Explain the Department's action you disagree with.

Choose to continue or stop benefits

Provide contact information

Provide Signature (Signature required for all Health Coverage Assistance appeal requests)
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Energy Assistance

Advance Payment of Premium Credit 
(APTC)

Food Stamps Health Coverage Assistance (HCA)

Idaho Telephone Service Assistance 
Program (ITSAP)

Idaho Child Care Program (ICCP)
Aid to the Aged, Blind, and Disabled 
(AABD) Cash

Temporary Assistance for Families in 
Idaho (TAFI)

You have the right to ask for a hearing if you disagree with the Department's action. You have 90 days to ask for a 
hearing for Food Stamps and 30 days for all other programs, such as Health Coverage Assistance, Aid to the Aged, 
Blind or Disabled Cash, Idaho Child Care, and Temporary Assistance for Families in Idaho. These timeframes start the 
date the Department gave or mailed you a notice.

I do not want to continue receiving benefits until the hearing. If the hearing officer does not agree with 
the Department's action, I will then receive any benefits to which I am entitled.

I want to continue receiving benefits until the hearing.  I understand I will have to repay the value of the 
benefits received between the time the Department took action and the hearing decision if the hearing officer 
agrees with the Department's action. You must request continuation of benefits within 10 days of the date the 
Department gave or mailed you a notice.

How to use this form 
 1) Complete all the fields below 
 2) Submit your completed request form to us  

using one of the following methods:

Mail: P.O. Box 83720, Boise, ID 83720-0026 

Fax: 866-434-8278 (Toll Free)

Email: mybenefits@dhw.idaho.gov

Deliver to a 
Local Office:

Visit www.healthandwelfare.idaho.gov or call 
877-456-1233 for office locations.

Signature (Participant or authorized representative) Date
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