Muryland Medlonl Asalstance Program
Declaration of Tmpald Medlcal Expenses

Date

Applicant Name
Cnstomer Id#

Please camplete mnd slgn this form and return it with your epplication for Long Terin Care
Medleald. If you have unpald medical Bllls, yon mey be clipible for dednetons fom your
incoms,

Pleass chesk one of the cheices below:

If you amewer yes, pleass sign beiow, provids a newdy dated, femized, wopaid medical bill{s)
theert yom incuered ap to theee monihs price to this application. The bill must confain e service
clate, charge, and o deiriled descripion of the service(s) provided. Attach copies of the bill(s) to
the form and submit them with your Long Term Care Medicsid epplhication. {If you do oot have
the bills at the time yon sabmit the applicatien, the Hills may be sutmitted at a later date diving
this epplication process.} ;

Xer I Have unpaid medical bills and am sending copies of the bille with this

Tomn and my application.
Signed: Applicant i
Date;
Signed: Authorized BRepresentative
Date:

Neo. 1 Do Not Havg unpeid medical billa gt thia time.

Siged: Applicant

Diate:

Sighed: Anthorized Representative
Date:

OER Q10 ILTC)
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