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Travis County Health and Human Services and Veterans Service 
Family Support Services Division 

 
 
 
 
Client or Care Taker:       CABA Application:  
Patient Name: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PROVIDER INFORMATION: 
Licensed Health Professional/  
Physician’s 
Signature____________________________________________________________ 
           Date 

Printed Provider Name___________________________________________________ 

Provider Address________________________________________________________ 

Provider Phone_________________________________________________________ 

Return Form to: ___________________________________ 
                  Assigned Caseworker 

 
                        

Adult Disability Verification of Inability to Work 

This person’s disability is:  Expected to last over 12 months 

Expected to last less than 12 months (Temporary) 
If temporary, disabling condition is expected to last:  

Less than 30 days
Longer than 30 days
Months 

Child Disability Verification 

Does this disability require an adult living in the home to provide full-time care that prevents 
the adult from working? 

Yes 
No 

Is this condition expected to last? 
                           Less than 30 days  
                           Longer than 30 days 
                            Months
                            Over 12 months 
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