	DDD-1532A FORFF (2-15)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY
	

	TO:
791A


DDD
	Division of Developmental Disabilities
	

	
	HARDSHIP REDUCTION REQUEST
	DES ACCOUNT NO.
     

	1. MEMBER’S NAME (Last, First, M.I.)

     
	PHONE NO. (With area code)
     
	DATE OF BIRTH

     

	MEMBER’S ADDRESS (No., Street, P.O. Box, City, State, ZIP Code)
     

	2. RESPONSIBLE PERSON’S NAME  (When different than above)
     
	PHONE NO. (With area code)
     
	 FORMCHECKBOX 
 PARENT of MINOR

 FORMCHECKBOX 
 LEGAL GUARDIAN 

	RESPONSIBLE PERSON’S ADDRESS (No., Street, P.O. Box, City, State, ZIP Code)
     

	3. REPRESENTATIVE PAYEE’S NAME (When different than either name above)
     
	PHONE NO. (With area code)
     

	REPRESENTATIVE PAYEE’S ADDRESS (No., Street, P.O. Box, City, State, ZIP Code) (When different than above)
     

	4. MONTHLY INCOME SOURCE (Check all applicable boxes)
 FORMCHECKBOX 
 SSI Amt. $            FORMCHECKBOX 
 SSA Amt. $            FORMCHECKBOX 
 VA Amt. $            FORMCHECKBOX 
 Earnings Amt. $     
 FORMCHECKBOX 
 Self Employment Amt. $            FORMCHECKBOX 
 Other:      

Amt. $     

	TOTAL ANNUAL GROSS INCOME
	CURRENT RESOURCE/SAVINGS
	AMOUNT OF HARDSHIP REQUEST
	MEDICARE ADVANTAGE PLAN

	$      
	BALANCE
	$      
	$      
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	5. HARDSHIP REASON
	6. LIST THE VERIFICATION ATTACHED

	 FORMCHECKBOX 

Medicare Part D prescription drug co-payments.
 FORMCHECKBOX 

Court ordered fees for restitution, child or spousal support.
 FORMCHECKBOX 

Services provided by and items prescribed by a licensed 
health care professional.
 FORMCHECKBOX 

Extraordinary circumstance related to health and safety.
 FORMCHECKBOX 

Prepaid burial or cremation plan.
	     

	ADDITIONAL COMMENTS

     

	Attach a current copy of the following: 

1.
Individual Spending Plan 

2.
Documentation to support the requested hardship reason
3.
Member’s, family member’s or organization’s contributions


(include applications or letters of denial showing attempts 
for additional assistance) 
	RETURN COMPLETED FORM WITH VERIFICATION TO:

DES/DDD Business Operations
P.O. Box 6123, Mail Drop 2HC2
Phoenix, Arizona 85005
FAX: 602-542-542-3396.
E-mail: DDDCORRBHSBilling@azdes.gov

	7.
MEMBER’S/REPRESENTATIVE’S SIGNATURE
	DATE

     


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Developmental Disabilities ADA Coordinator at 602-542-0419; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Disponible en español.
