
 
 

 Rev August 2020 

 

MONTGOMERY COUNTY 

HOSPITAL DISTRICT 

Health Care Assistance Program 

1400 South Loop 336 West 

Conroe, Texas 77304 

Phone: 936-523-5100 

Fax: 936-539-3450 

                        Statement of Support        HCAP #: ___________ 

This form is to be completed by any person or persons providing you with any assistance 
 

I, ________________________________, provide assistance to _____________________________________________ 
    

Have you given cash to the above-named person within the past 95 days?          Yes  No 

 If yes, please write the dates and amounts, however small, in the spaces below. 

 

Date Amount 

  

  

  

  

 

Have you paid any bills directly for the above-named person?           Yes    No 

 

 If yes, provide name of vendor or type of bill: ______________________________________________________ 

Are you currently providing room and board for the above-named person?         Yes    No 

 

Did you give the above-named person a loan?     Yes    No      If yes, provide the following: 

Amount Date Amount Date 

    

    

 

 When is the loan to be repaid?  __________________________________________________________________ 
 

I understand that providing any false information can result in legal consequences. I certify that the above 

information is correct to the best of my knowledge. 

_________________________________________________________________________________________________ 

Print Name (person providing the assistance) 

 

_________________________________________________________________________________________________ 

Address               City        State            Zip Code 
 

_________________________________________  _____________________________________________ 

Phone Number                    Relationship to Applicant 

_________________________________________  _____________________________________________ 

Signature       Date 


