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Additional Correspondence Recipient Request
	Customer Information

	Name:   
	      
	Social Security Number:
	     
	Case Number: 
	     

	Mailing Address:               
City, State,  Zip Code:      
	Physical Address:            

City, State, Zip Code:       

	Date of Birth:
	     
	Phone Number:
	     
	Alternate Phone Number:
	     


The undersigned customer authorizes the Person or Facility (circle one) listed below as an additional correspondence recipient to receive copies of notices from the Department of Health and Welfare.
Mark all programs you wish to authorize for the additional correspondence recipient:

 FORMCHECKBOX 
 Food Stamp

 FORMCHECKBOX 
 Medicaid

 FORMCHECKBOX 
 AABD Cash

 FORMCHECKBOX 
 TAFI 

	Additional Correspondence Recipient Information

	Recipient Name: 
	     
	DBA Facility Name (if applicable):   
	     



	Mailing Address:               
City, State,  Zip Code:      
	Physical Address:            

City, State Zip Code:       

	Date of Birth (if applicable):
	     
	Social Security Number (if applicable):
	     

	Phone Number:
	     
	Provider Number (if applicable):
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Customer  Signature





              

Date

This form is not valid without the customer’s signature.

