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Department of Health & Human Services
OFFICE OF THE DIRECTOR

State of South Carvolina

March 21, 2012

Anthony E. Keck

Director, SC Dept. of Health & Human Services
P.O. Box 8206
Columbia, SC 29851

Dear Director Keck:

I am writing this letter on behalf of Ms. Mary Holley Franklin. | wrote you
recently regarding Ms. Franklin, but 1 have recently received a letter from her
doctor that | wanted to pass along to you. | am also enclosing the previous
information | sent you regarding Ms. Franklin.

If you have any questions or need any further information, please do not
hesitate to contact me.

Sincerely,

| \ Rolans

J. Roland Smith




Carolina Musculoskeletal Institute, PA
410 University Parkway, Suite 1000

Aiken, SC 29801
(803) 644-4264 « Fax (803) 649-0543
www.CMI.md
CMI Orthopedics CMI Imaging CMI Rheumatology & Osteoporosis
CLARK D. MOORE, M.D. DAVID D. GOLTRA JR, M.D. EDWIN MARTINEZ de ANDINO, M.D.
DOUGLAS E. HOLFORD, M.D.
TIMOTHY J. SHANNON, M.D. CMI Pain Management CMi Podiatry
TY W. CARTER, M.D. RUSSELL K. DANIEL, M.D MACKIE J. WALKER, D.P.M.
R. VAUGHAN MASSIE, M.D. ANGELA H. MOLNAR, D.P.M.
ADAM C. SCHAAF, M.D. CMI Neurology

MICHELLE M. LYON, M.D.

March 15, 2012

RE: Mary H. Franklin
DOB: 2/10/22

To Whom It May Concern:

I am the orthopedic surgeon treating Ms. Mary Franklin for her right hip. The patient underwent
surgery on her right hip on January 18, 2012. The patient is 90 years old and is minimally
ambulatory and is wheelchair bound. Due to the patient’s age and physical condition, she is
unable to continue residing in an assisted living facility. She is need of assistance with ADL’s and
needs to be in a skilled nursing facility.

Any assistance that you can give to this patient would be greatly appreciated. If I can be of any
further assistance please do not hesitate to contact me.




Houge of Representatives
State of South Caroling

J. Roland Smith 519-B Blatt Building
District No. 84 - Aiken County P.O. Box 11867
183 Edgar Street Columbia, SC 29211

Warrenville, SC 29851

Tel. 803-734-3114
Committees: March 12, 2012

Ethics, Chairman
Ways and Means

The Honorable Anthony E. Keck, Director

SC Department of Health and Human Services
P. O. Box 8206

Columbia, SC 29202

Dear Mr. Keck:

I'am writing this letter on behalf of Ms. Mary Holey Franklin, who currently resides at 550 East
Gate Drive, Aiken, SC 29801. Her mailing address is P. O. Box 527, Warrenville, SC 29851. Ms. Franklin’s
Guardian ad Litem is Mr. Thomas R. Reames and her daughter, Ms. Cheryl Franklin Reames, of the same
address. Ms. Reames’ telephone number is 803-663-3220, and her cell phone number is 803-507-4491.

Ms. Franklin broke her hip and is no longer able to live in an assisted living home, and her family
is unable to take care of her. Ms. Franklin has applied for Medicaid in order to pay the nursing home
bill. As you can see from the enclosed paperwork, her records show her personal finances seem to be in
order, which qualifies her for assistance. | am waiting on the letter from her doctor’s office, which
proclaims she needs to be in a nursing home.

Ms. Franklin lived in an assisted living home before her hip replacement but now she cannot
afford it. She has used all her money in an attempt to take care of herself and it appears there are no
remaining assets.

I 'would appreciate any assistance you could provide for Ms. Franklin. If | can be of further
assistance, please do not hesitate to contact me.

Sincerely,

J. Roland Smith
JRS/dkh/2012march12-2
Enclosure

cc: Ms. Cheryl Franklin Reames, P. O. Box 527, Warrenville, SC 29851
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MEDICAID APPLICATION FOR
‘@\z_:m_.:@ Home [I Waiver Services [ General Hospital

]
County stmfbﬂ F\V\B Case Number: Date Receivetin s o o, -

The following information is needed so that a defermination of eligibility for Medicaid can be made. All information given w ! 5
you may be asked to answer additional questions and provide documentation. At the end of this form, you will be asked to sign a statement that you
understand the questions and that you have answered all the questions fully and completely, to the best of your knowledge, and that you have not
given any false information. Please answer all questions unless otherwise instructed,

1. Answer these questions if you are making this application for someone else.

vourName: YL Famklia Peadnes Relsionsip o Applcan)Ou O AL
Your Address: Y0 Py 7. 7% Home Phone Number: 303 - Efﬂ@\m, 3A2Q

WOrcenvivve < ZAHD\ . Work Phone Number: G033 - 50F -4 4 |

Do you or anyone else have any of the following for the applicant? BYes [ONo I Don't Know

L1 Conservatorship [ Guardianship B Power of Attorney
If yes, please give us a copy of the legal papers and the name of the person if someone other than you.

name: L NONOS FA. A MmeES

2. Who is the person needing assistance (applicant)? B Aged (Age 65 and older)
Mo \l Hol Len Fronklin O Disabled O Blind
First Middlle Last
Home Address Mailing Address (if different) Home Phone Number
B0 Eost Gode TR, Po Box 624 B03-1led- 32206
.PQ/Q) =C g@cﬂ renv\\e. DG Work Phone Number
. 2998\

Where is the applicant physically located new? Ay Y Qbove, Horoe D&jewm .
Ifin a medical facility, what was the date of admission?_\ — &\~ O\ L

Please give the following information about the applicant:

Date of Birth gex . |5€ Resident] U Cifizen [ WMarital ] 7 s i o
(MoDayrYear) | % | s orio) | (Yes orNo) | Siatus | ol Seourlty Numbey

0] 1923 | & | Nes [Ves  Nhdsud QU - 22-5343
Race:  [pd] White [ African American | ] Mexican [_] Native American/American indian [ Puerto Rican [_] Cuban [ ] Hispanic |_] Asian American
_ [ Refugee Entrant [ JOther

Full name at birth: 7?05\/, S, anCm\ on Place of birth: (County and state where hospital or home in which he/she was

75\4// M*nmujm\j g /P\L - |bom mm\émm_onma&\/v. g§ @.§ NQ\N\B‘N«\TQ\

. |
3. Give the following information about the applicant's spouse and children in the home under age 21. Also list any
children in the home over age 21 with a disability.

| Bocial Security er Rallroad Refirement

. L LAl e SE Sheiea il Social- Security. or. Railroad |
Name: : JRelationship ithosyS Sok{Race| Resident |\12rtal) Social Seourlty Number .mmwwmam:wa_wah zﬂmwm
O R DR e e e | (MO/Day )| e (Yo 0rNo) Status| = (Opfional) - | T (Outiondl)

Spouse

DHHS Form 1296ME (May 2008) Replaces all previous editions. Page 10f8



4, s \n_..gm mut:nm:@mno:mm\i:oq child(ren) receiving or applying for income from any of the following?

Receiving: | Applied For

vognw ..xmom_s:m_. or .,>_%__8_ _us.__ ?\mm 222 ; _. | Em

mc_un_mgmam_ mmoc_._q Income ﬁmmc — | v

Social Security Benefits (Retirement, Survivors, Disability Insurance) v’

Veteran's Administration Benefits (VA) v©

South Carolina State Retirement

Civil Service

Other Pension or Retirement Income v’

Child Support or Alimony

Interest, Dividends, Trust, Annuity Income, or Insurance

Rental Income

Money from Loans, Promissory Note, or Mortgage

Money from Relatives, Friends, or Boarders

Payment Made to a Medical Facility on Applicant's Behalf

Workman's Compensation

Unemployment Compensation

Work/Training/Self~Employment

KRS AN

If you answered yes to any of the above, complete the following:

Inceme Solree - _Wholsthe MoneyFor ™~ = [ " "Amount . | How Often Recaned
Aol ooty [tMang. MCEeaaain TG, 30 [Montimy
A Many H Framklin - [1,094, 0D Moy
HeAirdone ek L e 1t 00. 05 :%&Z:W
3. Does the applicant, spouse, or children receive any money or checks that we have not asked about? [Yes ®&No
If yes, explain:
8. Is the applicant a veteran? CIYes B No VA Claim Number:
Is the applicant’s spouse a veteran? RlYes CINo VA Claim Number: Xp/ mwﬂrﬂm C/O/M /
7. If the applicant is disabled, is it due to an accident? [OYes [INo & NotDisabled

If yes, when and where did the accident occur?

Was there, or will there be, any compensation to the applicant? [IYes BNo Ifyes, explain:

DHHS Form 1296ME (May 2009) Replaces all previous editions. Page 2 of 8



s e D SN R S Uiero e e
Bank Checking Account Car, Truck, Van
Bank Savings Account n" | Motorcycle, Boat, Camper v
Certificate of Deposit v~ | Holder of a Mortgage or Promissory Note \
Trust Fund or Trust Account v/ | Cash on Hand v’
Safe Deposit Box v/ | Annuity (If Yes, provide a copy) v’
Stocks, Bonds, or Mutual Funds v/ | Other (Identify):
401K, IRA or other Retirement Account v
Farm Machinery or Business Equipment Ve
If yes, complete the following about each:
=T Typeof Acsount | “Acgolint Number <] - Gurrer
Owned By ; - Of- Al Gomore o Value
) Type of Asset | ‘Asset Description | or Balanee

R. Aeoxnes

A . xfa)gfrﬂ«/‘ -
MWNMME h?a%o__m. g xino,

9. Does anyone have a bank account, or any other asset, for the applicant or spouse? COYes  BNo

If yes, at what bank or location, and in whose name(s)?

10. Does the applicant or spotise own any property?

Home (house, buildings and land where you live) O Yes ™ No
Land (not connected to the home) [ Yes M No
Other House or Building (not your home) [ Yes ™ No
Vacation Home or Time Share Property [1Yes A No

If yes, complete the following:

What is the address/location of the property?

What is the address/location gﬂ the property?

Owner's Name:

Owner’s Name:

Homestead? CvYes [ONo
Intend to Return Home? [dYes [JNo

DHHS Form 1286ME (May 2008) Replaces all previous editions.

Page 3 of 8




11, Does the applicant or spouse share ownership in any property? [ Yes ] No
Does the applicant or spouse own lifetime rights to any property? [ Yes B No

If yes, where is the property located and whose name is it in?

12 Does the applicant or spouse own any life, accidental death or burial insurance? (This includes any policies purchased
for mosm%m. else. » l Yes I No

“Persorilnsured | NemeofCompany | Poliey Number |- Face Valie .

2?2 HA0n0in[ S S IRA IsUU T oV, 000.°°

13. Has the applicant or spouse made plans for burial and own the following?

. Asset . : Yes | Neo .- Description and:Location-of Asset -
Pre Need Burial Contract /\.

Burial Account v

Money Set Aside for Burial v’

Cemetery Burial Lot Ve Pine Sl Ly chﬁw} s OW\C\Q@? Ikt SC
Other information:

14. Is the applicant or spouse covered by any other medical insurance, including Medicare or coverage _uEn:mw& by

someone else? A Yes I No

If <mm complete the Q\o_\sé and provide a copy of the card, policy and/or premium nofice:
nmao: _:mcaa i Zmam of Company [ : Policy Nurrber : @um.oﬂ Policy

92 Fraaciinl med Cane ,
oy Hfrkien| AAR® O\I\XURTA -\ SUeplement ]

N

DHHS Form 1296ME (May 2009) Replaces all previous editions. Page 4 of 8




15, Did the applicant receive medical services in the previous three (3) months? M Yes [ No
q yes, complete the following:

Provider of Senvices (Postor, Hospital, Brug Siore, efc) . R

Axan Pecional Mecial Cnter [DR SChaal)

16. Were the applicant’s financial situation and living arrangements the same in the previous three months as it is now?

LlYes [XNo ifno, explain how they were different:  Jtne. C.OURA Vo Aol ASSised Ly tna

belnce Bp ReplaC £ o, Do 0t B Canmer 0kCold . Sae. 3
17. Does anyone for whom you are applying have a n_mm:m.wgvnwm_.o::m ,rmmmg og:mnmk“%_*w icaid) card?

ClYes DI No [fyes, list their names here:

8. Where has the applicant lived in the past five (5) years?

T O 7 o L ColntR e e Slate e e R rom e
AVAen Ain SC 2-1-10
WO WG ALK EN .

19. _If ever married, give the following information about the applicant’s spouse(s). (List the most recent first)

Name WRNYEC & o Fromkh X2 . | Phone Number:

Address: [ Living O  Inamedical facility ¥ Deceased _
O Married living together | Date of Deathid] - 24~ 2663
O Married living apart
O Married separated County and state where estate was probated:
0 Divorced Atlkhen SG
If Separated, how long: If Divorced, date and place divorce filed:
Name: Phone Number:
Address: O Living [0 Deceased
O In amedical facility Date of Death:
O Married separated County and state where estate was probated:
O Divorced
If Separated, how long: If Divorced, date and place divorce filed:
20. Give the following information about the applicant's mother and father, if known.
Mother: . [ Living
Mother's Full Maiden Name: 5\ Q1 (\0. \_P,DO AR o NV
Address: M Deceased |

Date of Death: \RAAD  en \ -\
OOEQ and State where estate was probated:
|

Phone Number: ] Sm\i Iwm,\

Father: S%¢ 0\ o Yo\ L O Living

Address: , B Deceased
Date of Death: __\ Q33

OOE and State where estate was probated:

Ken  Sc.

Phone Number:

DHHS Form 1296ME (May 2009) Replaces all previous editions. Page 50f 8



,_ Where did the applicant last work?:

OOBEE stm ma >%8mm o — Company Name and Address:

C\ LOuD0dtr Siaivshe ?nw @/D\EW m

Dates of Employment: From: {LA¥.adw N To: WA n e T\f Dates of Employment; From: _ o
Does applicant receive a pension? ™ Yes [ No Does applicant receive a pension? [IYes [1No

22. Has the applicant or spouse closed any bank accounts on or after February 8, 20067

CIves XNo If yes, at what bank and in whose name(s)?
A. B.
Date Closed: Closing Balance: Date Closed: Closing Balance:

23. Has the applicant or spouse sold or given as a gift, any cash, property, vehicle, boat or other resource to any person
any time on or after February 8, 20067 & Yes I No
ftem: Sold or Given Away. . Person to Whom it was Sold or Given | Date GivenorSold ;.»a%ﬂ Reeeived

WOUSE A\ V7 pere g Ao e G.Adkiason | H-24-200 [ B0

24,

25,

26.

If married and entering a nursing home, does the applicant want to give (allocate) part or all of income to spouse
remaining at home? 1 Yes Xl No

Tell us what language you use most:
B English [JSpanish [ Chinese  [IRussian [ Korean [ Vietnamese [ Sign Language
[ Other

If you do not know the answers to all questions, is there another person who can give more information?
Name: ZO Telephone:

Address:

DHHS Form 1296ME (May 2009) Replaces all previous editions. Page 6 of 8



As an mun__omi\cmsmﬁ_o_ma\ *o_. ima_oma mm2 mm
recovery: ;

s A person oﬁ any mnm <<_,_o ‘was a vm:ma s m :Em_:m *mo___? _Em_‘Bma_mﬁm omﬂm En 5\ ,ﬂo* Em Bmam__ Sﬂmamn__ or 052.

s A _umao: who was. 55 <mmqm of mmm or o_am_, E:m: sm\m:m «mnmzma Bma_nm_ as _mﬁm:om oo:m_m::m.oﬁ : :m *mn __Q mmE_amm
home and community based services, m:n_ :Om_u:m_ and _u_.mmo:?_o: aEm wm ; ’
or ﬁmom_s:@ home ooaacz_a\-ummma wmznmm B i s NG

I understand that upon aom_s:n m:< of: Emmm services, Sm Dmnm&:ma oﬁ Imm:: and: IcBm: mm2_omm ‘will file: & claim: mmm_:mﬁ my
mmﬁmﬁm Am__ nmaozm_ and: Sm_ usvm_‘a\ oé:ma by Bm at 3< Qmmﬁ:v for Em amount’ Medicaid: has vm_a for: 3< mm2_omm .

v_mmmm complete and sign. | have read my _N_czm and mmmuosm_c__;_mm on the next page. _w..w._.<mm _H_ No
Applicant/Beneficiary's Signature: Date:
[-A6-201A
Responsible Person's (or Authorized Representative’s)-Signature: Title/Relationship: Date:
Nl . Rearoes Dusdnde |- 25 -2612,
Witness: (Signéture by mark of X" requires2 witnesses) Complete Addless: Date:
Witness: . Complete Address: Date:

Ifyou: =m<m %n_%n 32 to no::::m with <2= %c_a&_e: nean_aw thefollowing: - :° - o 0
I'wantto withdraw olicatis i

‘my application d.on_smn_nm_m_“ 8! i

m_n:maﬂm. N Umﬁm )
Referrals Discussed: Forms Given fo Client;
O  Supplemental Security Income Program O  Civil Rights Pamphlet | Estate Recovery
O  Adult Services O  Medicaid Handbook OO0 Fair Hearing & Appeals
0O Other: O  Other;
DHHS Worker's Signature: Date:
For DHHS Use Only:
Burial-Exclusion for: ST e O S =% e N i
{Pre Need:Burial-Contract . ral e SN T A e e
Name of-Furieral:Home: | : A s " Clrrevocable: CF'Revoeable
“Buial Space lfems: $ .. BurialiFund ltems: $hd ) : Date.of Confrao.
._...m.w.r._.__..ﬁ_‘_.u::n_mxn_:wm.os.‘ " Listthe Assef(s) Designatectfor Burial-and:the Value: :
" Excluded:$ . Non Excluded: § :

_ czcmww.;zc.”._.:.»._.._m .z< mxn_.ccmc mcm_>r.mczom ARE? cmmu FOR- >z<m vcmvemm mxom_u._, BURIAL,- AN-AMOUNTEQUAL TO THE AMOUNT: cmmc mox moz_m

DATE:

DHHS Form 1296ME (May 2009) Replaces all previous editions. Page 7 of 8




RIGHTS AND RESPONSIBILITIES

1. Tknow that my children under age 19 who are eligible for Medicaid can have free health checkups under a special prevention program called Early

2.

and Periodic Screening, Diagnosis and Treatment (EPSDT).

I know that the information | have given is confidential. | understand that, except as specified below, information including medical information can
be released only for purposes directly related to the administration of the Medicaid Program. At times, the Department of Health and Human
Services (DHHS) wifl release information to organizations that they hire to carry out specific purposes, but those organizations will have agreed to
be bound by the same guidelines for release of information. Furthermare, | know that personal health information I provide or that is later gathered
by DHHS is covered by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and | will be receiving a Notice of Privacy
Practices along with my Medicaid Card(s).

a. |know that, in accordance with the federal rules governing the Medicaid Program, any information | have given must be reviewed and verified
by DHHS staff. Also, | understand that | must cooperate fully with state and federal workers if my case is reviewed. No additional permission
by me is needed to get verification or other information.

b.  [know that, in accordance with the federal rules governing the Medicaid Program, DHHS staff must provide information about my family and
me to a computer system called the State Income and Eligibility Verification System (IEVS). This computer system allows DHHS to compare
the information about my family and me with information from other agencies, and allows other state (including agencies from other states)
and federal agencies to use information gathered on this application to verify eligibility and determine benefit amounts for their programs.
Other agencies include, but are not limited to, the Internal Revenue Service, Social Security Administration, and Employment Security
Commission, other states’ Medicaid programs, and the TANF and Food Stamp agency (DSS, in this state). Immigration status will be verified
with the Department of Homeland Security (DHS).

c.  know that, unless | specify otherwise, information about my family and me may be shared by DHHS for the purpose of making a proper
referral of my case to other sources of services or treatment, in accordance with federal and state faw. When paossible, 1, or my responsible
party, will be asked to agree. However, [ further understand that in the case of mandatory reporting, DHHS must report, and cannot honor my
specification fo the contrary.

d. |know that, unless [ specifically ask not to be included, information about services (including medical services) provided to my family and me
will be stored in a data warehouse operated by the South Carolina Budget and Control Board, Office of Research and Statistics, and that
other state agencies that provide services to me or my family will be allowed to access that information in order to be sure that services
provided to my family and me are sufficient and necessary.

| know that my Social Security Number, which | am required to provide, under §1137(a)(1) of the Social Security Act [42 U.S.C. 1320b-7(a)(1)],
may be used or released in connection with the exceptions in ltem 2, above.

I know that according to Federal law and US Department of Health and Human Services (HHS) policy, DHHS cannot discriminate on the basis of
race, color, national origin, sex, age, or disability, To file a complaint of discrimination, | should contact HHS by writing to The HHS Director, Office
of Civil Rights, Room 506F, 200 Independence Avenue, SW, Washington, DC 20201 or calf (202) 619-0403 (voice) or (202) 619-3257 (TDD). HHS
is an equal opportunity provider and employer.

[ know that the Medicaid program does not pay medical expenses that a third party, such as a private health insurance company or someone who
injures me, is supposed to pay. | therefore assign and give my rights to any payments from a liable third party to the DHHS up to the payment
amount that Medicaid has made for my medical care. This assignment applies to any of my minor children who may be injured. These payments
may include payments from hospital and health insurance policies or payments received as a settlement from an accident.

Completion of a Medical Support Referral Form is required on an absent parent(s) if the custodial parent/caregiver relatives want Medicaid
coverage.

I understand that | must report any and all changes in my income, deductions, resources, living arrangements, members of the household, or other
information that will affect medical help within ten (10) days of the date of the change(s). | understand that if | fail to notify the department promptly,
[ may lose benefits and be subjected to penalties or prosecution.

I know that 1 may request a hearing if | believe an error has been made in processing my application.

[ know that DHHS must be named as a primary remainder beneficiary for any annuity owned by a Medicaid beneficiary recelving long term care
services, regardless of irrevocability or other treatment of the annuity.

DHHS Form 1296ME (May 2008) Replaces all previous editions. Page 8 of 8
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Page 1 of 1
Brenda James - Mary Franklin - Representative Smith (update)

From: Jennifer Lynch

To: Brenda James

Date: 4/16/2012 10:08 AM

Subject: Mary Franklin - Representative Smith (update)

The letter we received from Rep. Smith included an application, which was forwarded to the
local Medicaid office for processing. The worker spoke with Ms. Reames, the AR, and let her
know that it was received and would be processed. | updated Representative Smith with this
information, told him we'd be keeping Ms. Reames updated directly, but that he could call at
anytime, if needed. Below is the latest, as of last week:

From the eligibility worker: | spoke to Deena Williamson from Anchor Health/Rehab. That's
the facility where Mary Franklin is residing. Deena stated that the client is still being covered
under her Medicare days as well as her private insurance. Per Deena client will have to
exhaust all of her Medicare days before she can be switch over to Medicaid. Once she uses
up her Medicare days ,client will need a level of care determination from Community Long
Term Care. Once the level of care is completed the nursing home will forwarded their
paperwork to the Medicaid office for Medicaid processing.

Yes, | did speak with Ms. Reames. | explained to her about the Medicare days and the reason
the Medicaid application is still pending. Ms. Reames thanked me for explaining everything to
her and that she was very appreciative of everything we are doing for her mother. Thanks.

Jenny Lynch,

Legislative Affairs and Communications

SC Department of Health and Human Services
(803) 898-3965

(803) 351-5673 Cell

(803) 255-8235 Fax

file:///C:/Users/JAMESBR/AppData/Local/Temp/XPgrpwise/4F8BEFBASHHSFCDHHS1... 4/17/2012



Brenda James

R
From: Teeshla Curtis
Sent: Monday, May 21, 2012 9:21 AM
To: Brenda James
Subject: FW: Log 392

This a note confirming Log 392 is closed.
Teeshla

From: Jennifer Lynch [mailto:LYNCHIEN@scdhhs.gov]
Sent: Friday, May 18, 2012 10:19 AM

To: Teeshla Curtis

Subject: Re: Log 392

I'have this one as closed. We didn't do a response. Since it was an application | forwarded it to the
county office to process. They have been working directly with the AR and I've provided phone
updates to Rep. Smith's office. Once a decision is made, | will make a final follow-up. 1 believe a
decision will be made soon. They were waiting on her Medicare days to run out...

Jenny Lynch,

Legislative Affairs and Communications

SC Department of Health and Human Services
(803) 898-3965

(803) 351-5673 Cell

(803) 255-8235 Fax

>>> Teeshla Curtis <CURTIST@scdhhs.gov> 5/15/2012 3:18 PM >>>

Jenny,

Just checking the status of Log 392 — Mary Holley Franklin.

Tecihter Gurtis

Administrative Coordinator

Office of Information Management

South Carolina Department of Health and Human Services
1801 Main Street

Columbia, South Carolina 29202

(803) 898-2502



