
SOLICITUD DE AUDIENCIA URGENTE EN CASOS DE BENEFICIOS PÚBLICOS 

Uso Solamente Durante Emergencias de Salud Pública 
Medicaid, Asistente de Cuidados Personales, Albergue, Ayuda de Alquiler, SNAP, TANF, 

Asistencia por Incapacidad Temporal, Mercado de Beneficios de Salud (Exchange), u Hogar de 
Ancianos/Grupos 

1. DATOS PERSONALES :

Nombre: ________________________________________ 

Dirección: _______________________________________  

________________________________________________

Email: __________________________________________ 

Teléfono: ________________________________________ 

Medicaid ID: _____________________________________ 

Nombre, dirección, email, y teléfono de familiar o 
representante (si hay): 

_________________________________________ 

_________________________________________ 

_________________________________________ 

_________________________________________ 

_________________________________________ 

2. CASO OFICINA DE AUDIENCIAS ADMINISTRATIVAS (OAH):

Mi número de caso OAH (si lo conoce) es:  

________________________________________________. 

Número de caso de la Agencia (si hay): ________________ 

¿Qué tipo(s) de beneficios se trata? 
__________________________________________ 
__________________________________________ 

3. RAZÓN PARA SOLICITAR AUDIENCIA (marque todos los que apliquen, si están):

     Estaba recibiendo beneficios, servicios, o pagos de 
subsidio que pararon. 
     Estaba recibiendo beneficios, servicios, o pagos de 
subsidio que redujeron. 
     Mi solicitud de nuevos beneficios, servicios, o pagos de 
subsidio fue denegado. 

     Mi solicitud de mayores beneficios, servicios, o 
pagos de subsidio fue denegado. 
     Mis  beneficios, servicios, o pagos de subsidio 
van a ser parados o reducidos, a pesar que he 
solicitado una audiencia. 
     Tengo necesidad urgente de albergue. 

4. Favor explicar porqué usted necesita una audiencia urgente:

5. Nombre del representante que hace la solicitud (si lo hay):_____________________________________
_____________________________________________________________________________________ 

DISTRICT OF COLUMBIA 
OFFICE OF ADMINISTRATIVE HEARINGS 

Onee Judiciary Square, 441 Fourth Street, NW, Suite 450 North, Washington, DC  20001-2714 
TEL:  (202) 442-9094 *  FAX:  (202) 442-4789 * EMAIL: oah.filing@dc.gov 



 

 

 IMPORTANTE 

Este documento contiene información importante sobre sus derechos legales. 

Si usted desea entender en su idioma la información en este documento, le 

pedimos que contacte a alguien que puede traducirlo completamente para 

usted. Para más ayuda – o si necesita que alguien le lee este documento en 

español – puede visitar a nuestro Centro de Recursos, ubicado en 441 4th Street 

NW, Sala 450 N, Washington, DC  20001, que está abierto de lunes a viernes (9 

am – 5 pm). Puede también llamarnos al 202-442-9094. OAH tiene miembros 

del personal que le pueden hablar en español. 

 

IMPORTANT 

This document includes important information regarding your legal rights. If you 

want to understand the information in this document in your native language, we ask 

that you contact someone who can completely translate it for you. For more 

assistance – or if you need someone to read you this document in Spanish – you can 

visit our Resource Center, located at 441 4th Street NW, Suite 450 N, Washington, 

DC,  20001, opened Monday through Friday (9am – 5 pm). You can also call us at 

202-442-9094. OAH has staff that can speak to you in Spanish. 

 



DISTRICT OF COLUMBIA 
OFFICE OF ADMINISTRATIVE HEARINGS 

___________________________________ 

Petitioner 

v. 

____________________________________ 
____________________________________ 

Respondent(s). 

     Case No.: ____________________________        

ORDER ON REQUEST FOR EMERGENCY HEARING 

The Office of Administrative Hearings of the District of Columbia is subject to a Public Health 
Emergency. Petitioner has filed the attached Request for Emergency Hearing.  

The request is GRANTED.  The Emergency Hearing will be by teleconference.  Each party 
must call in by telephone at the scheduled date and time:  

Date: _____________  Time:_____________ 

Call-in telephone number: ___________________     

Call-in access code (passcode): __________________ 

Please be prepared to wait on the line for your case to begin. OAH is scheduling many hearings, 
and you may have to wait for the judge to finish another hearing before starting yours. 

The request for an emergency hearing is DENIED, without prejudice, because

Petitioner ___________________ may file another Request for Emergency Hearing with 

new or additional information.  

   SO ORDERED, this ____ day of ____________, 2020. 

______________________________ 

Administrative Law Judge 



Certificate of Service 

By Email: By Email: 

Sheryl Johnson, Esquire 
General Counsel 
Department of Health Care Finance 
441 4th Street, NW, Suite 900 South 
Washington, DC 20001 
Email: dhcfogc.filing@dc.gov 

District of Columbia 
Department of Human Services 
Economic Security Administration 
Office of Administrative Review and Appeals 
64 New York Avenue, NE, 5th Floor 
Washington, DC  20002 
Email: dhs.oah.esa@dc.gov 

Rori Durham 
Lorraine Nwaoko 
Family Services Administration 
Department of Human Services 
Email: rori.durham@dc.gov 
Email: lorraine.nwaoko@dc.gov 
Email: dhs.shel.oah@dc.gov  

I hereby certify that on ___________, 2020 
copies of this document were served upon the 
above-named parties at the addresses and by  
the means stated. 

____________________________________

Clerk/Deputy Clerk 
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