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Date _________________
   

Requested By _________
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Name 
 
 

Street Address 
 
 

City  State  Zip

 

sts are shipped by U.P.S. and need complete street address.  No Post Office Boxes Allowed. 
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__________________  Return To: Cabinet for Health Services 
     Department for Medicaid Services 

__________________    275 East Main Street, 6W-B 
our Name     Frankfort, KY 40621 

     FAX:  (502) 564-0249 
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