
MEDICAL ASSI$TANCH FOR FAMILIES

"lt's not ittst for kids anYmore."

WHAT IS THE PROGRAM?
During the 2007 Legislative Special Session, Governor O'Malley proposed and the legislature passed
Senate Bill 6 (SB 6), the Working Families and SmallBusrness Health Coverage Acf. SB 6 expands
Medical Assistance eligibil i ty to parents with dependent children and other family members caring for
children with incomes up to 116% of the Federal Poverty Level (FPL) or about $20,500 annually for a
family of three. As a result of this legislation, maqy more parents and other family members caring for
children wil l be eligible for Medical Assistance.

WHO IS NOW ELIGIBLE?
Beginning July 1, 2008, Medical Assistance benefits wil l be expanded to include comprehensive
health care coverage for many more parents and other family members caring for children. Eligibil i ty
depends on family size and income. The income limit is about $20,500 annually for a family of three.

WHICH BENEFITS ARE INCLUDED?
Parents and other family members caring for children
can apply to receive free comprehensive health care
coverage. Coverage includes:

,/ Doctor visits
./ Visits with specialists
,/ Hospital stays and other services
./ Low-cost or free prescriptions

HOW DO I APPLY?
Famil ies wi l l  be able to apply July 1,  2008:

/ By Mail or Fax, by printing an application at
http://raruw. d h mh. state. md. us/ma4f ami li es/html/appli cati on. htU,

,/ Call 1-800-456-8900 to have an application sent to you,
,/ Online at www.marvlandSAlL.orq, or
'/ Contact your Local Health Department or Local Department of Social Servjces and fill out an

application.

FOR QUESTIONS OR MORE INFORMATION CALL )r'

THE MEDTCAL ASSTSTANCE HOTLTNE AT i
YL1-800-456-8900.

IT'S EASY TO APPLY!

.  No asset l imit

. No face-to-face interview
required

' Option to apply online
www.marylandSAlL.orq

' Option to apply by mail or fax



Substance Abuse Treatment under Medical Assistance for Families

The expansion of health insurance to low-income adults through Medical Assistance for Families will mean that more adults have
access to substance abuse treatment services covered by Medicaid. Over time, this should provide relief to the pressure on public
funding of substance abuse treatment through the Alcohol and Drug Abuse Administration.

It is important to note that Medicaid does not cover all substance abuse treatments services. Specifically, Medicaid does not cover
residential services for adults. Residential services are the majority of services ordered by Drug Courts or via Health General 8-507
commitments. While Medicaid will not cover these residential services, adults identified by the courts as uninsured could benefit
from Medical Assistance for Families and information about enrollment should be shared.

Coverage of Medicallv Necessary Substance Abuse Services by Maryland Medicaid
Service Description fs it covered under the

Medicaid Program? This
also applies to new parent
exnansion.

Is it covered under the
PAC Program for
childless adults during
FY 2009?

When will it be covered
under the PAC expansion
for childless adults (if
funds are available)?

Ambulatorv detox Yes No 7/U09
Outpatient addictions therapy (individual,
sroup" familv)

Yes No 7tu09

Intensive outpatient addictions therapy Yes for children and
Dregnant women

No Never for non-pregnant
adults

Partial hospitalization (full dav treatment) Yes No 7 /1t10
Inpatient detox (acute hospital) Yes No 7nt11
Methadone maintenance Yes No 7tU09
Residential treatment in Intermediate Care
Facilities -Addictions

Only for children- federal
rules do not allow coverage
under Medicaid for aduits

No Not covered for adults due
to federal rules

Long-term residential treatment (e.g halfway
houses)

Not covered due to federal
rules

Not covered due to
federal rules

Not covered due to federal
rules

Buprenomhine (the drug product) Yes Yes Already covered



Mnnvmno Meotcel CaRe
PRocnaus CovenRoe OPrlorus

THRee Ensv Sreps ro HeRlrn Covrnnoe!

1. Look at the chart to determine where your family fits for both income and family size

2. Complete the program application
3. Mail the application with citizenship/permanent US residency and identity verification

Do you have questi$ns about whether you might qualify for a Maryland
Medical Care Program or how you can get health care services?

Calt Battimore HealthCare Access today at 410-649-0500! Visit us online at www"bhca.org.
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FACTS ABOUT APPLYING
FOR

MEDTCAL ASSTSTANCE (MA)
FOR FAMILIES, PREGNANT WOMEN, AND CHILDREN

MAR'LAND .HTLDREN,' $ror* pRocRAM (McHp)

lf you would like Temporary Cash Assistance (TCA) or Food Stamps, please
contact your local Department of Social Services office (See attached list).

Instructions
ffi t 3T I parent or other famlly member caring for children applying for myself and a
H child(ren)--Please complete ALL Sections A-l for MA far Famitiei.
ffi | am pregnant and applying only for myself-P/ease complefe Secfions A-H ONLr,
t$f, | am applying for only a child(ren) (MCHP)--Please complete Secjr'ons,q+f Oruf V.

Social Security N umbers
+ You must give us a social security number for each person who wants MAIMCHp.
+ lf a person who wants MA/MCHP does not have a Sbcial Security Number, that person must apply for a

nurnber. We can help you apply.
+ lf a person has applied for a Social Security Number, we will not delay the application while waiting for

the number
+ We use Social Security Numbers to prove income, We do not give them to other agencies like

Citizenship and lmmigration Services.

Income Information
+ You may need to give proof of income.
+ The other family members who give us their information will get MA/MCHP if they meet the eligibitiry

guidelines.

ldentity
+ You must give proof of identity for each person who wants MA/MCHP. See attached citizenship and

identity listing on the next page.

Citizenship and lmmigration Status
+ You must give proof oJ citizenship or immigration status for each family member who wants MA/MCHp.

See attached citizenship and identity listing.

Ernergency Medical Assistance
+ lf you are not a citizen or qualified alien and you are applying only for Emergency MA, you do not need

to give a socialsecurity Number, immigration or citizenshipltatus.

Application Process
4 Please complete the application and mail, fax or bring it to your local health depaffment (LHD) or local

department of social services (LDSS). Addresses of tne tUOs and the LDSSs are located on the last
two pages of the application.

+ You can also send your applicalions electronically through the Seruice Access & lnformation Link
(SAIL) system at Unryw. marylandsail.org

lf you- need help applying for benefits, have questions, or do not speak English and need free
translation services, please calr 1.800-4s6-ggo0 or {-900-33 2-6942.

si necesita ayuda para Llenar el formulario favor de llamar al 1-800-456-8900 o 1-800-332-6347.

DHMH/MEDtCAtD (7/08)
website: www,dhmh. state.md. us



PROCEDURES FOR PROVING CITIZENSHIP AND IDENTITY

For questions regarding citizenship and identity, please call 1-800-492-5231.

A. Use one of the foltowing documents to prove bofh citizenship and identity:
1. U.S. passport (current or expired), or
?. Certificate of Naturalization (N-550 or N-570), or
3. Certificate of Citizenship (N-560 or N-561).

OR

B. One document from the Proof of Citizenship listA!9 one document from the Froof of ldentity list

Photo driver's license or Motor Vehicle
Administration (MVA) lD card
Data match with other benefit programs
(current or past TCA, Food Stamps,
TDAP, SSI eligibility) to document identity
Photo school lD card
Photo lD issued by a federal, state, or
localgovernment
U.S. military lD card, discharge
document, or draft record
Native American Tribal Document
US Coast Guard Merchant Mariner card

. For children under 16: Clinic, doctor,
hospital, orschool record (e.9., DHR/FIA
604 or 604-A form), nursery or day care
record including pre-school health forms
and Form 1131" School records may
include report cards but these records
must be verified with the issuing school.

. Three or morg cgnoboratino documents
to prove identitv such as marriage
licenses, divorce decrees, high school
and college diplomas, property
deeds/titles, and employer lD cards. This
process can be used if they are unable to
produce a single, more reliable document
such as a drive/s license. (Ihese may
only be used if the individual did not use
affidavits to verify citizenship.)

Note: Recently expired identity documents are
usable as long as there is no reason to
believe the document does nol match the
individual.

r Af&lavlts can be used forthe following

For Children under 16: written affidavil signed
by parent or guardian- but only if an affidavit
was not used as proof of ciiizenship
Disabled indiv_iduAls (AdulVOhild) in long term
care or rehabilitative residential care facilities;
signed by Facility Direclor or Administrator,

a

a

U.S. Birth Certificate
Data match of Vital Statistics records by DHMH to
document birth record
Systematic Alien Veri{ication for Entitlements (SAVE) -
for naturalized citizens only

For child under 16: a record created nearthe date of
birth, or 5 years before initial MA/MCHP application, and
showing U.S. place of birth on hospital letterhead or other
medicalrecord.

Record showing U.S, place of birth, if created at least 5
years before initial MA/MCHP application: record on
hospital letterhead or other medical record created near
the date of birth, institutional admission papers, signed
statement by physician or midwife who attended the birth,
Vital Statistics notice of birth registration, insurance
record

. Final adoption decree for child born in U,S.
r Certificate of cilizen born abroad (DS-1350, FS-240,

FS-54s)

. Early school record that shows a U,S. place of birth, the
date of admission to the school, date of birth (or age at
the time the record was made), and the name(s) and
place(s) of birth of the applicant's parent(s)

" Religious record - recorded in the U.S, within three
months of birth showing US birth, and either the date of
the birth or the individual's age at the time the record was
made. The record must be an officialrecord recorded
with the religious organization, not lhe family bible

. U.S. military service record showing U.S. place of birth

. Evidence of U.S. civil service employment before 611176

. Federal orstate census record for 1900-1950 showing
U.S. citizenship or U.S. place of birth

. lD card for naturalized citizen (l-179 or l-197)

. Affidny.its (can also be used for naturalized citizens)
Threa wrilten and signed affidavits. Two completed by
citizens vrho have personal knowledge of ihe person's
citizenship, one of whom is not a relative. Both signers must
be US citizens. Another affidavit completed by iho person,
representalive, or someone else knowledgeable to explain
whv the isn't available.

DHMH/MEDtCATD (7/08)
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-GO TO NEXT P

U.S. Entry Date:

U.S, Entry Date:

lf anyone in your household is not registered to vote, would they like to receive voter registration forms?
f] Ves How many? _ f] tto n Already registered

Does anyone in your household receive any income from employment? [Yes f, tto lf yes, list all gross income before taxes (from full or part-time
employment, self-employment, babysitting, odd jobs, day work, roomer/boarder payments, etc.)

(INCLUDE ADDRESS AND PHONE NUMBER) AMOUNT
PER PAY
PFRIOD

Do you have Purchase of Care ServicesA/ouchers through the
Department of Social Services? | Ves X t'to

Do you have Purchase of Care ServicesA/ouchers through the Department of
Socialservices? lYes Dtlo

to a NON-HOUSEHOLD member? f] Yes D No (lncludes current payments, back payments, health insurance)

DHMH/OES1000 {7/08)
You may altach extra pages lf you need more space.
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PERSON RECEIVING INCOME TYPE (For benefits, Include Claimant lD#) GROSS AMOUNT RECEIVED HOW MANY TIMES AYEAR?

Does anyone applvinq have Health Insurance? I lYes I lNo lf ves. is it: (circle one)

NAME OF POLICY
HOLDER:

INSURANCE COMPANY NAME:

POLICY I GROUP NUMBER:
NUMBER: I

EFFECTTVE DATE (MMIDDl/Y):

NAME OF POLICY HOLDER: INSURANCE COMPANY NAME:

POLICY NUMBER: GROUP NUMBER: EFFECTTVE DATE (MMtDDffY):

Have you dropped employer-based health insurance coverage for the applicant within 12 months of filing this application? nYes [tlo
l fyes,pleasetel luswhencoveragedropped: l l0-3months [4-6months LJZ-9months [ ]10-12months
lf Ves, please tell us why coverags was dropped: fl Changed Employer
f]Moved Out of Service Area of Employer's Health Plans E Quit JoU
DDropped Limited Benefit lnsurance (Vision, Dental. Not Hospital)

f
f
t-

Terminated From Job
Cosl
COBRA Coveraoe Ended

I Employer Dropped Coverage
I No Longer Needed-l other:

ll a child is not eligible lo. tree medical eere, would you (the parenl orguerdiail of th€ applicant) be willing lo pay a premium psyment Bach month lo glve the
child healh Insuranc€ coveraqe throuqh MCHP Prehlum? r.l Yes Tl No

-GO TO NDfi PAGE-
You may attach extra pages lf you need more space.

DHMH/OES10O0 (7/08)



Do not complete section I if you are only applying for your children or are pregnant and only applying for yourself'

-GO TO NEXT PAGE_
You may attach extra pages if you need more space'

DHMH/OES1000 (7/08)



Do not complete Section I if you are only applying for your children or are pregnant and only applying for yourself.

_GO TO NEXT PAGE*
You may atlach extra pages if you need more space.

Dr-{MH/OES1000 (7/08)



PLEASE READ YOUR GUSTOMER RIGHTS A.ND RESPONSIBILITIES UNDER THE MEDICAL ASSISTANCE/MCHP PROGRAM,
(LOCATED ON THE NEXT PAGE), BEFORE SIGN|NG BELOW.

I certify that the information I have provided above is true to the best of my knowledge and I give permission for the State of Maryland to make any
noce6sary contacts to check my st6tements. I have r€ad and agree it the rights and responsibilities in this application packel. I know tbat I can be
penalized lf I kno\^ringly give falss information, and I declare under penalty of pelury thal the facts I state In this applicauon aro kuo, conect. and complete
to the b€61 of rny abilit, belief, and knowledge.

Signature of Witness (lf you

Signature of Authorized Representative (tf Applicable) Print (Name) Date

Relationship to Applicant Telephone Number of Authorized Representative

DHMH/OES1000 (7/08)



Customer Rights and Responsibilities
Maryland Medical Assistance (M,A) Program/MGHP

Please read with care before signing application.

Health Care Benefits I know I have the right to request and, if found eligible, to receive MA/MCHP benefits based on
policies and standards established under Maryland law. lf I am applying as a pregnant woman, I understand that abortion is
not a covered service. Only use your MA/MCHP card if you are eligibte.

Confidentialitv I undersland that the information I have given is confidential. I agree that medical information about my
children or me can be released when the law allows.

Personal alrd Fjnancial Information I agree to the release of personal and financial information from this application form
to the agencies determining eligibility. I give permission for officials of the Maryland MAJMCHP Program to verify all
information on this form. I understand I may be asked to provide additional information.

Soqlal Securitv Number (SSN) and lmmlqration Status I understand that providing the SSNs of MA/MCHP applicants is
required and that providing the SSNs of other non-applicant household members is voluntary. I will not be penalized if the
SSNs of household members who are not applying for MA/MCHP are not provided. Neither SSNs nor immigration status will
be shared with federal immigralion authorities. They will only be used to help check the information about income and
insurance coverag€ and to help maintain eligibility files. lf I do not have a SSN and want to apply for one, I understand that
my case manager will help me. Providing a SSN is not required for Emergency MA/|IICHP applicants. Applicants
who do not have proper immigration status may still be eligible for Emergency MA, including labor and delivery, lf
they meet all other eligibility requirernents.

Proof of Citizenship and ldentitv I understand that all applicants declaring to be U.S. Citizens by birth or
naturalization must provide documentation of citizenship and ldentity. See attached list of acceptable proof of
citizenship/ldentity located on back of cover page. Applicants who are not yet U.S. citizens will be asked to submit
other proof of identity and lmmigration status.

Civll Rlqhts I know that this application will be considered without regard to race, color, sex, age, handicap, religion,
national origin or political belief. I know that I may request a hearing if I believe the State of Maryland in processing my
application has made an error or if I feel I have been discriminated against. I have the right to appeal any action taken by
the Department. lf I ask for a hearing, rny case manager can help me put my request in writing. At my hearing, I can speak
for myself or have someone else represent me. I have a right to a written notice of all decisions affecting my eligibility,

Assiqnmen! of Support Riqhts f.or MAJMCHP When I am eligible for MA/MCHP, I assign all rights, title, and interest in
medical support and health insurance payments I may have for myself or any person receiving MA/MCHP. This includes
overdue medical support or health insurance payments that have not been collected. I agree to have the child support
enforcement agency collect medical support payments owed on behalf of any child receiving MA/MCHP payments that were
made. I agree to give the State of Maryland medicalsupport or health insurance payments I receive. I will cooperate to the
best of my ability and knowledge with the child support enforcement agency while I am receiving MA/MCHP. Unless I am
exempt or the State finds that I have good cause, I may lose all my benefits and my case may be closed if I do not
cooperate with the child support enforcement agency. However, no child's case would be closed,

Third Partv Pavments And Cooperation With Qualitv Gontrol Review I understand that I am required by law to assign
to the Slate all rights to medical support and other third party payments (hospital and medical benefits) and to cooperate
with the State's MA,/MCHP quality control review process including verification of all information pertinent to the
determination of eligibility.

EepqihglhaXsst I have a responsibility to report all changes that might affect eligibilily within ten (10) days of the
change. Examples of changes I must report are changes in lhe number of people in the household, address, income,
employment and pregnancy. I can report changes in person, by telephone, or by mail to my case manager at my local
health department or local department of social services.

Fraud Every person convicted of "Medical Assistance Fraud" with a value of $500 or more in money, services or goods is
guilty of a felony, and shall pay back money, services or goods; or the value of those services or goods unlaMully received.
Be subject to a fine of no more than $10,000, irnprisoned for no longer than five years, or both. Every person convicted of
Medical Assistance Fraud" with a value of less than $500 or more in money, services or goods is guilly of a misdemeanorr
and shall pay back mon€y, services or goods: or the value of those services or goods unlawfully received. Be fined no more
than 91,000 and imprisoned for no longer than three years, or both.

DHMHiOES1000 (7/08)



REMINDER: Before mailing, did You:

Sign and date the application?
Include proof of citizenship and ldentity?

LOCAL HEALTH DEPARTMENT

Somerset County Heafth
Department
7920 Crlsfleld Hlghway
Westover, MD 21871
(443) 523-1700
(410) 651-2s72 FAX

Talbot County Health
Departmsnt
100 S. Hanson Sl.
Easton, MD 21601
(410) 813-5600
(410) 819-5691 FAX

Washington
Maryland Children's Health
Program
(240) 313-s330
1302 Pennsylvania Avenue
Hagerstown, MD 21742
{240) 313-3334 FAX

Wlcornlco
Maryland Children's Hoalth
Program
(MailOnly)
108 E. Maln Street
(ln Person)
300 West Carroll St"
Salisbury MD 21801
(410) s43-6944
(410) 543-6s68 FAX

Worcester
Berlin Health Center
9730 Healthway Drive
Berlin, MD 2181'1
(410) 629-0164
(410) S57-2005
(410) 62e-0185 FAX

Baltimoro City
Baltimore Health Care Access
MCHP
One Calvert Plaza
201 E. Battimore Sireel
gu Floor
Ealtimore, Md. 21202
(410) 649-0512
(410) 64e-0533 FAX

Kent County Health
Department
Maryland Chlldrents Heallh
Program
125 S, Lynchburg Street
Chestertown, MD 21620
(410)778-7023
(410) 778-7019 FAX

Montgomery
Service Ellgibility Unit
1335 Piccard Drive, Upper
Level
Rockvllle. MD 20850
(240)777-3120
(240)777-1013 FAX

8630 Fenton Street, 10'n floor
Silver Spring, MD 20910
(240) 777-3066
(240)777-13A7 FAX

12900 Mlddlebrook Road
Germantown, MD 20874
(240) 777-35s1
(240) 777-3563 FAx

Prlnce George's
Maryland Children's Health
Program
425 Brightseat Road, Sulto
101
Landover, MD 2078s
(888) 561-4049
(s01) 324.2809 FAX

Queen Anne's
206 N. Commerce Street
Centreville, MD 21617
{410)758-0720
(443) 262-9357 FAX

St. Mary's
MCHP Etlgiblllty & Outreach
P.O. Box 316
21580 Peabody Street
Leonardtown, MD 20650-0316
(301) 475-4275
(301) 475-4350 FAX

Cecll
Maryland Children's Health
Program
401 Bow Street
ElKon, MD 21921-5511
(410) 9s6-5126
(410) S96-5124 FAX

Gharles Co.
Nursing & Community Health
Servlces
P.O. Box 1050
Whlte Plalns, MD 20695-1050
(301) 6os-6869n0nu37
(301) 609-68ee FAX

Dorchester
Dorchester Gounty Health
Department
503-8 Muir Street
Cambddge, MD 21613
(410| 228-3294
(410) 228-8e76 FAX

Frederick
Frederlck Gounty Health
Department
350 Montevue Lane
Frederick, MD 21742
(301) 600-1324 TEL
(301) 600-3111 FAX

Garrett
1025 Memorlal Drive
Oakland, MD 21550
(301) 334-7720
(301) 334-7771 FAX

Harford
Maryland Chlldren's Health
Program
119 S, Hays St. P.O. Box 797
BelAir ,  MD 21014
(443) 643-0343
(443) 643.0344 FAX

Howard County Health
Depadment
7180 Columbia Gateway Drlve
Columbla, MD 21046
(410) 313-7500
(410) 313-7502 FAX

AlleganY
Maryland Children's Health
Program
12501 Wlltowbrook Rd.
P.O. Box 1745
S.E. Cumberland, MD 21502
(301) 759-5076
(3ol) 777-20e7 FAX

Anne Arundel
County Department of Health
Maryland Chlldren's Health
Program
1 Harry S. Truman Pkwy.
Suite 200
Annapolis, MD 21401
(41o) 222-4752
(410) 222-4391 FAX

Baltimore County
Baltimore County Health
Department
MCHP Program
8501 LaSalle Rd.
Suite 103
Towson, MD 21286
(410\ 887-29s7
(410) 887-8095 FAX

Calvert
Maryland Children's Health
Program
P.O. Box 980
Prince Frededck, MD 20678
(410) 535-5400
(301) B5s-1353
(410) 535-1s55 FAX

Carollne
Caroline Counly Health
Depadment
P.O, Box 10 (MailOnly)

403 S.7th Street
Denton, MD 21629
(410) 47e-8004
(410) 475-0244 FAX

Caroll County Health Department
290 S. Center Street
P.O. Box 845
Westminster, MD 21158
(410) 8764e16
(410) 876-4s05 FAX

DHMH/OES1000 {7/08)



REMINDER: Before mailing, did you:

LOCAL DEPARTMENT OF SOCIAL SERVICES

BALTIMORE CITY DSS
Talmadge Branch Building (Walk ln)
't910 N. Broadway
Baltimore, MD 21213
P.O, Box '17466 (MailOnly)
Baltirnore, MD 21203-7466
443-423-6300
443-423-6501 FAX

ALLEGANY COUNTY DSS
1 Frederick Street
Cumberland, MD 21502
301-784-7000
301-784-7222 FAX

ANNE ARUNDEL COUNTY DSS
80 West St 2nd Floor Deck
Annapolis, MD 21401
410-269-450Q
4'10-974-8566 FAX
Glen Burnie: 410-421-8550

BALTIMORE COUNTY DSS
6401 York Road
Towson, MD 21212
410-853-3000
410-853-3955 FAX
Catonsville: 410-853-3450
Dundalk: 410-853-3400
Essex: 410-853-3800
Reisterstown: 41 0-853-301 0

CALVERT COUNTY DSS
200 Duke Street
Prince Frederick, MD 20678-0100
443-sso-6900
410-286-7429 FAX

CAROLINE COUNTY DSS
300 Market Street
Denton, MD 21629
41 0-81 9-4500
41G819-4501 FAX

CARROLL COUNTY DSS
10 Oistillery Drive
Westmlnster, MD 2't157
41 0-386-3300
410-386-3429 FAX

CECIL COUNTY DSS
Elton District CourV Multi-Service
Building
170 E. Main Street
ElKon, MD 21921
410-996-0100
410-996.0464 FAX
Calls from Rlslng Sun; 410-658-2145

CHARLES COUNTY DSS
200 Kent Avenue
LaPlata, MD 20646
301-392-6400
301-870-3958 FAX

DORCHESTER COUNTY DSS
P.O, Box 217 (Mail Only)
627 Race Street (Walk In)
Cambridge, MD 21613
41 0-901 -41 00
410-301-1047 FAX

FREDERICK COUNry DSS
P.O. Box 237 (MailOnly)
Frederlck, MD 2170s
100 E. AllSaints Street (Walk In)
Frederick, MD 21701
301-600-4555
301-600-4550 FAX

GARRETT COUNTY DSS
'12578 Garrett Highway
Oakland, MD 21550-0556
301-533-3000
301-334-5449 FAx

HARFORD COUNTY DSS
2 South Bond St
BelAir ,  MD 21014
410-836-4700
410-836-4945 FAX
410-879-4500

HOWARO COUNTY DSS
7121 Columbia Gateway Dr.
Columbla MD,21046
410-872-8700
410-872,4231

KENTCOUNTY DSS
350 Hlgh Street
P.O, Box 670
Chestertown, MD 21620
410-810-7600
410"778-1497 FAX

MONTGOMERY COUNTY DHHS
401 Hungerford Drive, stn Floor
Rockville, MD 20850
240-777-1245
240-777-1342FAX
Germantown:
240-777-3420
240-777-3261Fpx
Silver Spring:
24A-777-3075
24G77?.1002 FAX

PRINCE GEORGE'S COUNTY DSS
425 Brightseat Road
Landover, MD 20785
301-909-6000
301-909-6067 FAX
Hyattsville: 301-209-5000

301-209.5276 FAX
SouthCounty; 301-316-7700

301-316-7701 FAX

QUEEN ANNE'S COUNry DSS
't25 Comet Drlve
Centreviffe, MD 21617
410-758-8000
410-75&8110 FAX

ST MARY'S COUNTY DSS
Joseph D. Carter Buildlng
231'10 Leonard Hall Drive
P.O. Box 509 (Mail Only)
Leonardtown, MD 20650
240-895-7000
24&895-7099 FAX

SOMERSET COUNTY DSS
P.O. Box 369 (Mall Only)
30397 Mt. Vernon Road
Princess Anne, MD 21853
410-677-4200
410-677-4300Fpx

TALBOT COUNry DSS
301 Bay Street
P.O. Box 1479 (MailOnly)
Easton, MD 21601
410-770-4848
410-820-7117 FM

WASHINGTON COUNTY. DSS
122 N. Potomac Street
P.O. Box 1419 (MailOnly)
Hagerstown, MD21740
240-420-2100
240-420-2295F/x.

WICOMIGO COUNTY DSS
201 Baptist Street, Suite 27
Salisbury, MD 21801
410-713-3900
410,713-3910 FAX

WORCESTER COUNTY DSS
299 Comrnerce Street
P.O, Box 39 (Mall Only)
Snow Hill, MD 21863
41 0-677-6800
410-677-6810 FAX
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