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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-01-16
Baltimore, MD 21244-1850 ctvts

CtNltRS fOR MfDICÀRE & MEDIC/rlD St¡vlctS
CENTER FOR MEDICAID & CHIP SERVIC¡S

Childten and Health Prosrams

sEP 0 6 2017

Gretchen Hammer
Medicaid Director
Colorado Department of Health Care Policy and Financing
Medicaid & Child Health Plan (CHP+)
1570 Grant Street
Denver, CO 80203-1818

Dear Ms. Hammer:

I am pleased to inform you that your title XXI Children's Health Insurance Program (CHIP) state
plan amendment (SPA), CO-16-0025, submitted on June 21, 2016, with additional information
provided on August 29,2017, has been approved. This SPA has a retroactive effective date of
January 1,2016.

This SPA amends Colorado's eligibility application materials in response to stakeholder input
recommending changes to improve readability of materials, streamline application questions to
pertain only to eligibility determinations, and ensure that members of a federally recognized
tribes have the opportunity to obtain all the benefits to which they are entitled.

In addition to the approval of this SPA, the online application will need to be revised to meet the
required changes as identified in the companion letter issued with this approval. On August 3,
2017, the state received approval for the same type of amendment under Medicaid SPA, CO-16-
0001. The Medicaid SPA has an efïective date of January l, 2016.

Enclosed is a copy of the fbllowing state plan pages and attachments to be incorporated within a
separate section at the end of Colorado's approved state plan:

o CS24
. Attachment I - Alternative single, streamlined paper application

This approval and the enclosures supercede the following sections of the current CHIP state plan:

o Section 4.3: Single Streamlined Application Screen and Enroll Process
o Section 4.4: Renewals, Screening by Other Insurance Aflbrdability Programs

Your title XXI project officer is Ms. Joyce Jordan. She is available to answer questions
concerning this amendment and other CHlP-related issues. Ms. Jordan's contact information is
as follows:
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Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-01-16
7500 Security Boulevard
Baltimore, MD 21244-1850
Telephone: (410) 786-3413
Facsimile: (410) 786-5882
E-mail: Joyce.Jordan@cms.hhs.eov

Offrcial communications regarding program matters should be sent simultaneously to Ms. Jordan
and to Mr. Richard Allen, Associate Regional Administrator (ARA) in our Denver Regional
Office. Mr. Allen's address is:

Centers for Medicare & Medicaid Services
1961 Stout Street
Room 08-148
Denver, Colorado 80294

If you have additional questions, please contact A my Lutzky, Director, Division of State
Coverage Programs at (410) 786-0721.

We look forward to continuing to work with you and your staff.

&ô
Anne Marie Costello
Director

cc:
Richard Allen, ARA, CMS Region VIII, Denver

/ Anne Marie Costello /





DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-0'l-"16
Baltinrore, MD 2'1244--1850 ctvts

ctNtfRs toR MtDtc{ÎE & MtDtCAtD SilVtCÉS
CENTER TOR MEDICAID & C}IIP SERVICES

Children and Health Proerams GrouD

sEP 0 6 2017

Gretchen Hammer
Medicaid Director
Colorado Department of Health Care Policy and Financing
Medicaid & Child Health Plan (CHP+)
1570 Grant Street
Denver, CO 80203-1818

Dear Ms. Hammer:

This letter is being sent as a companion to the Centers for Medicare & Medicaid Services (CMS)
approval of Colorado's title XXI Children's Health Insurance Program (CHIP) state plan
amendment (SPA), CO-I6-0025, which was subrnitted on June 2l ,2016. Our review of this
submission included a review of the paper and online alternative single streamlined applications
and the state's alternative paper application used to apply for multiple human service programs.

'l'he approval ot'CHIP SPA, CO-16-0025, includes full approval of the state's revised alternative
single streamlined paper application and paper application for multiple service programs only.
Until no later than December 31,2020, the state is using an interim single, streamlined online
application. The online application will need to be revised to reflect the following changes.
These changes are identical to those that were requested in the companion letter to Medicaid
SPA CO-I6-0001. The respective changes will be completed by the dates noted in the table
below.

Necessary changes:
Date by which
changes will be

comfileted:
I Remove "Social Security Income" as a drop down option for "other

income" for applicants not seeking coverage on a basis other than
modified adjusted gross income (MAGI).

March 2018

2 Remove detailed questions used to connect beneficiaries to Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) services in
the Health Communities Program. These questions may be asked
post-eligibility, for individuals determined eligible for Medicaid.

March 2018

a
J Include the following questions for purposes of advance premium tax

credits (APTC) eligibility:
¡ Are you entitled to receive Medicare Part A?
o Are you enrolled in Medicare Part A?
r ls your Medicare Part A?

Additional Medicare questions should only appear if the applicant

March 2018
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Remove
from the

questions about information on applicants' employers

Necessary changes
Date by which
changes will be

chooses to fill out the Non-MAGI application.
4. Remove questions payments to providers for or adult

for for health
March 2018

5. Remove questions about where are applying. December 2019
6. Remove questions about assistance given care

to individuals for health December 2019
Revise logic to only display the about whether applicants
have an eligible immigration status to applicants who indicate that

are not U.S citizens.
December 2019

8. Update "Privacy" and "What I Should Know Language" to reduce
duplication, a¡d miruor the paper application. December 2019

9. Include a separate question to provide applicants with a¡ opportunity
to identify themselves America¡r Indians and Alaska Natives to for
pulposes of cost-sharing protections, and identify America¡ Indian
and Alaska Native income not countable for Medicaid and CHIP
income determinations.

December 2019

10. Remove the requirement for authorized representatives to sign the
application prior to submission. December 2019

l1 Update the section on immigration document types to clarify that no
documcnt expiration date is required for individuals with
immigration documents that do not have expiration dates.

December 2019

t2. Remove options for income and deductions that are not relevant for
MAGI eligibility. December 2019

13 Clarify that applicants screened as potentially eligible on a non-
MAGI basis may submit their application and obtain a determination
based on MAGI, prior to completing additional detailed questions
needed only to complete the determination on a non-MAGI basis.

December 2019

14. Remove the question asking whether or not the applicant's employer
sponsored plan is considered affordable. December 2020

15. Remove the reference to coverage year when asking "Did this person
pass away" December 2020

16. Remove Railroad Retirement as an option for other health coverage
in the section on other coverage. December 2020

17 Replace the term "Actual Annual" with "Expected Annual"
throughout the application when seeking information from the
applicant on total expected income during the coverase vear.

December 2020

18. Remove all questions and associated help text related to applicants'
receipt of or eligibility for a shared exemption. December 2020

19.

December 2020Retiree a¡d Veterans' Insurance
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Please submit the revised altemative single streamline online application to CMS as for review
no later than December 1, 2020, to ensure approval by December 31,2020. cMS will monitor
the state's progress toward completion ofthe individual milestones listed above.
We continue to be available to provide technical assistance. If you have any additional questions
or require any further assistance, please contact your cHIp project officer, Joyce Jordan at
Joyce..Iordan@çms.hh¡.sqy or (4 1 0) 7 86-3 4 13.

Sincerely,

ry¿*U
Amy Lutzky
Director
Division of State Coverage Programs

cc:
Richard Allen, ARA, CMS Region VIII, Denver

/ Amy Lutzky / 



Colorado

Transmittal Number: Co - 16 - 0025

CHIP Eligibility

OMB Control Number': 0938 114E

Expirarion date: l0 13 I /20 14

Effective Dater January 1, 2016
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State Name:

2102(b)(3) &.2107(eX l)(O) ofthe SSA and 42 CFR 457, subpart C

r-, The CHIP Agency meets all ofthe requirements of42 CFR 457, subpart C for application processing, eligibility screening and
Ú enrollment.

Application Processing

tndicate which application the agency uses for individuals applying fol coverage who may be eligible based on the applicable
modified adjusted gross income standard:

,-- The single, streamlined application developed by tbe Secretary in accordance with section l4l3(bXlXA) ofthe Affordable
! Care Act.

An alternative single, streamlined application developed by the state and approved by the Secretary in accordance with
section l4l3(bXl)(B) ofthe Affordable Care Act.

An alternative application used to apply for multiple human seruice programs approved by the Secretary, provided that the

fi agency makes readily available the single or alternative application used only for insurance affordability programs to

individuals seeking assistance only through such programs,

The agency's procedures permit an individual, or authorized person acting on behalfof the individual, to submit an applicat¡on v¡a

the internet website described in CFR 45'7.340(a), by lelephone, via mail, in person and other commonly available electron¡c means.

The agency accepts applications in the following other electronic means.

I Other electronic means:

Screen and Enroll Proc€ss

The CHIP Agency has coordinated eligibility and enrollment screening procedures in place that are applied at time of initial

application, per.iodic red€terminations, and follow-up eligibility determinations. The procedures ensure that only targeted low-

income children are plovided CHIP coverage and that enrollment is facilitated for applicants found to be potentially eligible for

other insurance affordability programs.

Procedures include:

- 
Screenins ofapÞlication to idertiô' all individuals eligible or potentially eligible for CHIP or other insurance affordability

trt
- programs; and

sPA# CO-16-0025 npp,ouur o"t", SEP 0 6 2017



ffi*" CHIP Etigibitity

Effective Dater January 1, 2016

Page 2 of 3

- 
Income efisibilitv test. with calculation of household income consistent with 42 CFF. 457.315 for individuals identified as

E potentially"eligibie fo. trled ¡caid or othe¡ insurance affordability programs based on household income; and

=., Screening process for individuals who may qualiff for Medicaid on a basis other than having household income at or below the
E applicable MAGI standard. based on information in the single streamlined application.

The CHIP agency has entered into an arrangement with the Exchange to make eligibility determinations for advanced

premium tax credits in accordance with section 1943(bX2) ofthe SSA.

R€determination Processing

No

- Redeterminations ofel¡g¡bility for individuals whose financial eligibilrty is based on the applicable modified adjusted gross
Ú incoure standard are performed as follows, consistent with 42 CFR 457.343:

I Once every l2 months.

- 
Without reouirins information from the individual ifable to do so based on reliable information contained in the individual's

E account or åther iore current informalion available to the agency.

lfthe agency cannot determine eligibility solely on the basis ofthe information ava¡lable to ¡t, or otherw¡se needs add¡tional

E information to complete the redetermination, it prov¡des the individual with a pre-populated renewal form Çontaining the

information already available.

Screening by Other Insurrnce Affordability Programs

The CHIP Agency provides assurance that it has adopted procedures to accept and process electronic accounts of individuals

screened as potentially eligible for CHIP by other insurance affordability programs in accordance with the requirements of42
CFR 457.348(b) and to determine eligibility in accordance with 42 CFF. 457 .340 in the same manner as ifthe application had

been submitted directly to, and processed by the state.

x
The CHIP Agency elects the option to accept CHIP eligibility decisions made by the Exchange or other agencies administering

insurance affordability programs as provided in 42 CFR 457.348 and to furnish CHIP in accordance with requirements of42
CFR 457.340 to the same extent and in the same manner as ifthe applicant had been detemined by the state to be €ligible for
CHIP.

Check all Insu¡ance Affordability Progrums that apply:

n The Exchange

I Medicaid

I other lnsurance Affordability Program

- 
The CHIP Agency has entered ¡nto an agreement rryith agencies adm¡nistering other insurance affordability programs to fulfill the

lll requirements of457.348(b)and will provide this agreement to the Secretary upon request

sPA# CO-16-0025 ¡,pp.o""r o"tu, SEP B 6 2017



CHIP Eligibility

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no percons are required to respond to a collection of information unless it displays a

valid OMB control number. Thevalid OMB control number for this ¡nformation collection is0938-1148. Thetime required to complete

this information collection is estimated to average 50 hours per response, including the time to review instructions, search existing data

resources, gather the data needed, and complete and review the information collection. Ifyou have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn; PRA Repofis Clearance

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 
v.20r404r5

Effeclive Dater January 1,2016

Page 3 of3
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M
See inside
Things to Know
Application
Pr¡vacy State me nt ........,.........,........
Worksheets
Where to mail your application .......
Glossary

Having health insurance can help give

you peace of mind and stay healthy. With

insurance, you will know you and your family

can get health care when you need it. Fill out
this application to see if you qualify for:

. Free or low-cost public health insurance

from Health First Colorado (Colorado's

Medicaid Program) or the Child Health Plan

P/us (CHP+) program administered by the

Colorado Department of Health Care Policy

and FinancingQ,
. Affordable private health insurance plans

that offer comprehensive coverage available

through Connect for Health ColoradoO
(the Marketplace), or

. A tax credit that can help lower your

premiums for hea lth coverage.

You may qualify for free or low-cost health

insurance if you earn as much as 5¿6,500 a

year for an individual, or $95,000 a year for

a family of 4. Filling out this application does

not mean you have to buy health insurance.

Who can use th¡s appl¡cat¡on?
Anyone can use this application. Apply¡ng will
not affect your immigration status or chances of
becoming a permanent resident or citizen.

Call us to get connected to free
help in other languages
lf someone is helping you fill out this applicqtion,
you may need to complete Worksheet A / 1p"g"t
18 - 19).
For a l¡st of languages we can assist ¡n, see Things

to Know. lf you need help in a language other
than English, call and tell the customer service
representative the language you need.
Llame a nuestro centro de servicio gratis para

ayuda o para obtener una cop¡a de esta formulario
en Español.
Department of Health Care Poìicy & Financing's
Member Contact Ce nter
. Toll Free: t-8OO-22t-3943 | State Relay: 711

Connect for Health Colorado Customer
Service Center
. Toll Free: 7-855-752-67 49 | TTY: 1-855-346-3432

Symbols used ¡n th¡s
appl¡cat¡on
worksheets are marked with the symbol / in this
application (starting on page 18). Terms marked

with an @ in the application can be found in the
Glossary (starting on page 41).

ii-¡ii
1- 16
t7
18-34
36-40
4L-43

sEP 0 6 2017



Call us to get connected to free help in other languages
Espäñol - ATENCIÓN: si habla español, tiene a su disposìc¡ón servicios gratu¡tos de asistencia l¡ngüística, Llame al I-8OO-227-3943

(State Relay: 711).

Tiêîg ViÇt - CHú i Néu ban nói Tiðng Viêt, có các dich vu hô trg ngôn ngú mién phídành cho b?n. Gqi sõ 1-800-22L-3943 (State

Relayr 711).

*lttl#,{ - )1,e.* : ftr+/fr{ÉH%åg+y' lÍÃD)fuHIÊ1+.ÃÈ=+ÊEhEVf*. ÈËff€ r-eoo-zzr-3e43 (state Relay: 7u).
-d401 -+9: -È1=ol= 

^l8õl^l= 
ã?, Èq IIA 

^lHlr'.= 
+ËË 0lEõlä + 1,1åLltl. 1-800-221-3e43 (state Relayl

711) Ë oË Éõlõll +d^lc,
Pycc1uü -Ec¡,n Bbt roBopt4re no-pyccxø, ean ¿ocrynnur 6ecn¡arHbre yc¡yrø nepeBoA.røKa.3BoHl4re 1-800-221-3943 {State relay:

777],.

h'tt-.\: - cïàt azt |rd:¿C?t+ *?4 )id?cî hUPT f+Cr'.,ÀC,S,4 RcÞ4Tr nts rLS,lTP+ +flrn+f¿\: 03, øth+(\@ *TC &ßGrì. 1-800-221-3943

(øDòd?+ 1ì+/tç+@-r 711).

71.1:é! ¡,Jr .,t" ú) L-8OO-22I-3943 r'r J^nr 'öljr, r.! ;F ¡'-/Jr ;Jjúr er-J- rl¡ r-{Jr Ét J-r-J .-lr,! :.lrrl - ¡",11

Deutsch - ACHTUNG: Wenn S¡e Deutsch sprechen, stehen lhnen kostenlos sprâchl¡che H¡lfsdienstleistungen zur Verfügung,

Rufnummer: 1-800-221-3943 (State Relay: 711).

Français - ATTENTION : S¡ vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-

221-3943 (ATS : 711).

ffi-e¡qrr EE-ù'q: a-rçrà ffi ù{q-F-d6 årâ dvqs+l aft-af¡+m FõTTdr ÈmËd ant¡6ø 1vm rcõ-dtr cr I

sì-a ãK{6ts L-soo-zzr-ss43 FÊÊ'rf; zrr).
Tagâlog - PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa w¡ka nang walang bayad,

Tumawag sa 1-800-221-3943 (State Relayr 711).

EtäËE - ÈËFIF : EÄ;ÉäãÉèi'rãrãâ. ft++Ú)=EEËlËäifüÆrrËl¿[Jf.r. 7-800-221.-3s43 (state Reray: 711) *
T, ¿5€ãÉl-<-refã ( liêut.
Oroomiffa - XTYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaan¡¡, kanfalti¡dhaan ala, n¡ argama. Bilbilaa l--800-221-

3943 (State Relay: 711).

-!-¡l ,r"t¡ li .!ili ,.,. Êll l.i ,Jt óÉ! '¿r-¿ .¡lij È):f, ,t"s o' f:;É o,t! at'¡ a Jt ',e¡ - u.tli
1-800-221-3943 (state relay: 711)

Polski - UWAGA: Je¿eli mówisz po polsku, moiesz skorzystêé z bezplatnej pomocy jqzykowej. Zadzwori pod numer 1-800-221-3943

(State Relay: 711).

What you may need to apply
. Socìal Security Numbers (or document numbers for any legal immigrants) for everyone in your

household who needs insurance
. Employer and income information for everyone in your household

. Current health insurance information, including policy number for each member of your household

. lnformation about any job-related health insurance available to your household

Th¡ngs to Know continued on next pase Ø



Why do we ask for this information?
We may ask about income and other information to find what health coverage you may qualify for

and if you can get help paying for it. We keep all the information you provide us private and secure, as

required by law.

What happens next?
. Send or drop off your completed, signed application to one of the addresses in Addendum A.
. lf you do not have all the information we ask foç sign and submit your application anyway. We will

contact you and tell you what you need to do next.
. lf you do not hear from us, please contact the agency you sent your application to (a list of agencies

can be found in Addendum A).
. Please note:

. lt may take up to 45 days - or up to 90 days if the application requires a disability determination

- from the date your application was received for a case number to be assigned to you'
. You can check your status and benefits online through Colorado PEAK.(O Get more information
about your case number and where to find it at: https://www. hea lthfirstco lo rado.co m/hea lth-fi rst-

co lo rado/slossa rvlcase-n u m be r-fi nd /

Where can you find additional ¡nformat¡on or help with
this application?
Health First Colorado and CHP+ Connect for Health Colorado O
Online: Colorado.eovlPEAK ConnectforHealthCo-com

Phone: L-8OO-22I-3942 1-855-PLANS-4-YOU (1-855-752-6749)

TTY/TDD: State Relay: 711 1-855-346-3432

ln Person: Find an Application Assistance Visit ConnecÚalHcalthlp.eam for a list of
Site O in your area who can help Certified Health Coverage Guides, Appl¡cation

at Colorado.eov/hcpfmap Counselors, and Agents/Brokers (S in your area.

For additional information, please see the separate lnstruction Booklet available at Colotado.govl
HCPF/Applv and Co n nectforH ealthCO.co m/resou rces/the-bas ics/custo me r-reso u rces/.

Applícøtíon storts on next pdge Ø
l



Write each member of your household in the Household Relationship Table on the next page. Use

the Household Relationship Table Example below as a guide. Your income and household size help

us decide what programs you qualify for,

DO include the following people on your application:
. Yourself
. Your spouse*
. Your children under 19 who live with vou
. Anyone on your federal income tax t"irtn S

. This could include children over 19, even lf they do not live

w¡th you
. Your unmarried partner* who needs health coverage Q
. Anyone else under 19 who you take care of and lives with you

f Note: lf someone in your household has passed away this year, you should still include them on your

appl¡cation. Th¡s will help us better determine what benefits you may qualify for.

* You DO NOT have to include other unrelated roommates.

*Find the defin¡tions of these words in the Glossary (staÈing on page 41).

lf you are claimed as a dependentx on
someone else's federal tax return, also

in clu de:
. The person(s) who claims you
. All members of that federal tax filing

household claimed as dependents
. Any family member liv¡ng with you

Household Relationship Table Example

ln Step 1, we are asking how each person ìn your household ¡s related to each other

Use the example table on the next paEe to fi8ure out who should be ¡ncluded in your household.

When you're ready, list each person ¡n your household on the next page.

> Person I ¡s the main contact person for this application.

> Start with Person 1, and fill in the relationship that
Person t has to each member of the household.

> Repeat this step for each person listed in the household.

> Only use the terms husband, wife, or spouse when

describing people who are legally married ("legally

married" includes common law and common law

registered, but does not ¡nclude c¡v¡l un¡ons).

Ja ne

o oTh¡s household ¡s

made up of Jane,

John, and Betsy.

Jane ¡s the person filling out

this appl¡cation and is known

as Person 1.

o lane and John are

married to each

other.

@
Betsy is Jane's daughter

from a previous

relationsh¡p.

Person 3:

John f;m ffi ,Ç,,;l.'-tG.ì. G, -
Person 2:

lohn

Betsy

Step 7 continued on next Pdge o

Person 1:

Jane Betsy

L



Sample Household Relatíonship Table:.

is the

is the

is the

Betsy

t¡Etlt¡tÌft

t ,.,,.

TryI
| ,onn

n¿nr¡r:r¡

Wife Mother

of Person 6

Husband Stepfather

of Person 6

Da ughter Stepdäughter

of Person 5t¡tnlãE¡rift @

Erl*flrrilrlftrEtrEffij

ãrr*E+:ltß

Household Relationship Table

) Person I is the ma¡n contact person for th¡s appl¡cãtion.

> Start with Person 1, and fill in the relationship that

Person I has to each member of the household.

> Repeat this step for each person listed in the household.

> Only use the terms husband, wife, or spouse when

describing people who are legally married ("legally

marriedl' includes common law and common law

registered, but does not include civil unions).

Person 3:_

Person À.

Person

Person

Person 2:

Person 5:

¡s the

is the

is the

is the

ìs the

2

(You )

of Person 6

of Person 6

of Person 6

of Person 6

of Person 6

of Person 6

Errtl1l!Íf-JfEt1l:rifi

Ís the



Complete Step 2 for each person ¡n your hôusehold. Start with yourselt then add other adults and ch¡ldren in vour household. lf you

have more than 2 people ¡n your household, you can fill out Worksheet I // lpages3t -34}and make copiesofthe pages ifneeded.

You do not need to prov¡de immigration stâtus or Soc¡al Secur¡ty Number (SSN) for household members who are not apply¡nt for

health coverage. We will use your personal information only to check ¡f you qualify for health coverage

1. Legal Name (First) (lM iddle) (Last) Suffix

2. Date of B¡rth (mm lddlvvvyl 3, sex: n Male ! Female

4. Home Address (leave blank if you do not have one)

C¡ty

5. Mailing Address (if d¡fferent from Home Address)

Apartment/Suite S

County

s

zip CodeState

6. ln Care Of (lf applicable):

City

8. Pr¡mary Phone Phone Type:

Phone Type:

10. Preferred Spoken Language: ff Spanish Other (Please Spec¡fy):

1L. Preferred Written Language: n English E Spanish Other Specify):

12. Are you tem of Colorado?

County

Home Work

State Zip Code

13. lf you are temporar¡ly living outs¡de of Colorado, where will you be l¡ving in Colorado when you return?

Step 2, Persôn 7 contínues on next poge @



L4. Socìêl Secur¡ty Number (or Taxpayer lDl

lf you are applying for Health F¡rst Colorado or Ch¡ld Health Plen Prus (CHP+), ãnd have a SSN,

we need th¡s information. lf you are apply¡ng for help pay¡ng for health insurance costs through

the Marketplace, prov¡d¡ng your SSN w¡ll help us to qu¡ckly process your appl¡cation We use SSNs

to check ¡ncome and other ¡nformation to see what type of health coverage you may qual¡fy for

lf you do not have a SSN, and you are applying for health coverage, tell us why you do not have a

SSN. lf you are not eligible to rece¡ve a SSN, do you have a Taxpayer ldentification Number (TlN),

such as an lnd¡vìdual Taxpayer ldentification Number (lTlN) or an Adoption Taxpayer ldentification

Number (ATIN)? lf so, enter it above. lf you do not have a Soc¡al Secur¡ty Number, please visit

httþ://www,ssa.eov/ssnunrber/ for ¡nformation on how to apply for a Social Securìty Number, or

call the Soc¡al Security Administration at 1-800-772-1.213 (TTY 1-800-325-0778) for assistance

Please answer the follow¡ng:

E Have applied for a SSN*

E only elig¡ble to receive a

ssN for valìd non-work reason

n Not el¡gible to rece¡ve a SSN

n Refuses to obtain due to well

establ¡shed religious objection

1.5. Doyou plan to file a federal ¡ncome tax return next year? [ Yes n No

you can still apply for Health F¡rst Colorado, CHP+, or other health ¡nsurance even if you do not fi¡e a federal ¡ncome tax return.

However, you must plãn to file federal taxes every year you receive Advance Premium Tax Credìts (APTC) or Cost Shar¡ng Reductions

(CSR) through the Marketplace.

lf you selected Yes, answer questions a - f. lf you selected No, skip to question e.

a. what is your current federal income taxfil¡ngstatus? [ Single E Marr¡ed FilingJointly

n Head of Household ! Marrìed Filing Separately n qual¡fying Widow(er)with Dependent Chil.d

b. tf you selected "Head of Household" or "lVlarried F¡ling Separately", do exceptional circumstances $ apply to your case?

n Yes ENo
c, lf you âre "Marr¡ed Fil¡ng Jointly", please name your spouse:

d. Will you claim dependents on your tax return? n Yes n No

lf Yes, list the legal name(s) of your dependents:

e. lf you are a tax dependent, l¡st who claims you as a dependent:

ls th¡s person listed on the application? E Yes n No

ls th¡s person a non-custodial parent? n Yes n No

I Are you liv¡ng with both parents, but your parents do not expect to file a joint federal income tax return?

E Yes ENo

Step 2, Person 7 continues on next page



16. *Areyou pregnant? ff Yes E No

lf Yes, how many babies are expected?

Due Date (mm/dd/yutt)?

Do you coverage?

fl Yes (lf Yes, answer all of the follow¡ng questions,) E No (lf No, sk¡p to question 31.)

18. Do you live with at least one child under the age of L9, and are you the main peÍson tak¡ng care of th¡s chìld?

n Yes nNo

20. *Do 
Vou have a medical, physical, mental, or developmental cond¡tion that has lasted, or is expected to last, more than 12

months, ¡ncluding btinoness?@ [ Yes ENo

your self-care activ¡ties (such as bathìng, dressing, eating, using the bathroom)?

fl Yes E No

19. Are you a full-time student? E Yes f] No

22,*Doyou need to move to a nurs¡ng home, acute care, hospital, group home, mental health institution or long-term care facil¡ty

with¡n the next 30 days, or do you need in-home health care to stay in your home?

E Yes ENo
lf you have answered "Yes" to either qu esliolt 20,27,22, ot ¡f you qual¡fy for Med¡câre, you hâve the option to complete

Worksheet ¡ / (pages 20 - 24) to find out ¡f you qual¡fy for health coverage for ¡nd¡viduals who hâve a d¡sab¡l¡ty, are 65 and

older, and/or who are blind.

23. Are you a U.S. c¡tizen or U.S. national? n Yes E No

24. lf you are not a U.S. c¡tizen or U,S. national, do you have an eligible imm¡gration status?

E Yes lf Yes, fill out the following table:
o

n Yes nNo

E Yes ENo

For an extensive list of non-citizenshìp status and ¡mmigration documents, read the lnstruction Booklet available at eqL!¿Plgl]SV/

HCP t/AþÐ lv and Con nectfo rH ea lthCO.com/resou rces/the-basics/customer- reso Llrces/.

Other Health Coverage

25. Do you want help paying for medical bills from the last 3 months? fl Yes E No

lf Yes, list the months that you want help (mm/yyyy)

26. Are you be¡ng treated for an injury for whìch you have brought or may bring a legal claim? l' E Yes ENo
27. Do you qualify for or are you enrolled in any of the following types of health care coverage? lf Yes, fill out Worksheet C / (OeZs¡.

f_] TRICARE n Peace Corps n Other State or Federal Health Benefit Program

f] coBRA n vA Health Care Benefits ! Retiree Health Plan ! other;

Step 2, Peßon 7 continues on next page (ì 5



28. Doyou qualify for or are you enrolled ¡n Medicare? E Yes E No

lf Yes, you have the option to complete worksheet B / (pages 20 - 24) to find out ¡f you qual¡fy for health coverage for

indivlduals who have a disab¡l¡ty, âre 65 and older, and/or who are bl¡nd.

29. Doyou qualify for health insurance through a current employer? n Yes E No

lf Yes, fill out WorksheetO / (page26).

30. Are you currently incarcerated? n Yes nNo
lf Yes, a re you cu rrently wa¡ting for a decis¡on on charges? n Yes f] No

31. Race (opüonal- check allthat apply)

! Amerìcan lnd¡an orAlaska Native (fill out Worksheet E) ¡/ f] Asian lndian n Black or Afr¡ca n American

n ch¡nese E Fil¡pino ! Guamanian or Chamorro ! Japanese I Korean E Hispanic/ Latino

n Na$ve Hawai¡an n otherAsian n other Pac¡fic lslander I samoan ! Vietnamese

n White or caucas¡an ! other:

32. Current Job & lncome lnformation (check all that apply)

E I do not have a ¡ob. E lllavea¡ob.

- Sk¡p to question 61. - lf you are currently employed,
tell us about your income.
Start with question 33.

T- lam self-emoloved,
" ¡ill out wortsheet P/

(page 28) and return to
questìon 61.

T-.] I have another incomeLJ 
(including rental ¡ncome).
Fill out Worksheet G /
(page 29) and return to
question 61.Crrrrent lôb 1:

37. C¡ty 38. State

33. Employer Name

34.

36. Employer 39. Zip Code

Pay Per¡od: n Da¡ly ! Weekly E Every 2 Weeks

[ ]Monthlv ITwiceaMonth n Yearly

41. Average Hours Worked Each
Week:

42. Tell us the total gross pay that you got or will get th¡s

month as a one-time payment from this employer (th¡s could be a

bonus or other extra pay you got).

43, Does your ¡ncome from this job change month to month? n Yes E No

tf Yes, fill out the Current Wages/lips AND Expected Annual lncome for this job, lf No, only fill out the Current Wages/tips in number

42 above. You do not need to fill out the Expected Annual lncome

44. Expected Annual income S 45 a. ls this income from seasonal employment? lf yes, answer 46 n Yes LJ No

from this job: 45 b, ts this ¡ncome from commission-based employment (including n Yes n No

tip based employment)? lf yes, answer 46.

46. Will the expected annual ¡ncome from th¡s job be the same or n Yes n No

lower ¡n the next calendar year?

Current Job 2: (lf you onlv have one iob skip to question 61')
47. Employer Name

49, Apartment/Su¡te f48.

5 Step 2, Person 7 continues on next poge
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Pay Period ! Da¡ly

n Monthly
n Weekly
¡ Twice â Month

53. Zip

ü Every 2 Weeks

n Yearly

E Yes

n Yes

fl Yes

55. Average Hours Worked Each
Week:

56. Tell us the total gross pay that Vou got or w¡ll get th is

month as a one-time payment from this employer (this could be

bonus or other extra pay you got).

57. Does your income from this job change monthto month? E Yes n No

lf Yes, fill out the Current Wages/T¡ps AND Expected Annual lncoJne for thìs job. lf No, only fill out the Current Wâges/Tips in number

42 above. You do not need to fill out the Annual lncome.

58. Expected Annual
from th¡s job:

59 a, ls this income from seasonal employment?
59 b. ls this ¡ncome from commìssion-based employment (¡ncluding

tip based employmentl?
60. W¡ll the expected annual ¡ncome from th¡s job be the same or
lower in the next calendar year?

!No
lNo

lNo

61. DEDUCTTONST ln Check all that apply, and give the amount and how often you pav it, Tellìng us about these deductions could
make the cost of yoìiíhealth insurance lower. You should not ¡nclude a cost that you already considered in your answer to job
income and net self-employment,

62. Do your deductions change month to month? n Yes E No

lf Yes, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.
tf you are not poying the deduction ot th¡s tíme, but expect to cloim ¡t on your tqx return, fill out 50 Íor the Current Amount, and w te
the omount you w¡ll include on your tãx return for the Expected Annuol Amount'

lf No, only fill out the Current Amount column. You do not need to fill out the Expected Annual Amount column,

E Weekly n N4onthly

2 Weeks f l

Frequency One Time Only n Twice

Weekly [] N4onthly

2 Weeks

Frequency ü One Time

fl Weekly ü Monthly

2 Weeks

63. Tell us the total amount of income you plan to report on your tax return that you have NOT

yet ¡ncluded in this application and ¡ts Worksheets. lnclude incomes such as past employment/
or benefits that you received ¡n past months,

Date the change occurred?64, After you submit this application, we wìll ver¡fy
your income. Please tell us if any of the follow¡ng
have happened to you in the past two years to help
us with this verification process. Check the box and
enter the date this change occurred for all reasons
that apply show¡ng why your income has changed.

End of Step 2, eerson I @

n Stopped work¡ng at a job

! Hours changed at a job

n Change in Employment

! Married, LegalSeparation, or Dìvorce

51. City 52. State

n Otheí

(mm/dd/yyyy)

7



EM
Complete Step 2 for your

federal income tax return. See

and children who live with you and/or anyone on
1 for more information about who to include.

::

1. Legal Name (F¡rst) (Middle) (Last) Suffix

2. Date of girth (mm/ddlyyyy) 3. sex: n Male ! Female

4. Home Address (Leave blank if you do not have one)

C¡ty

5. lf Person 2 ¡s L8 years or
lf yes, please fill out the mailing address below

Apartment/Su¡te f

County

about their health coverage? Yes Noown

Zip CodeState

6. Ma¡ling Address (lf different from Home Address) Apartment/Suite #

7. ln care of (lf applicable):

City State Z¡p Code County

8. Email Address

9. Primary Phone

Phone Typei

! Home ! Work

Home Work10. Secondary

11. Preferred Spoken Language: English span¡sh Specify):

Wr¡tten Language: ! English ! Spanish other (Please Specifv);

13. ls Person 2 tem pora rily l¡ving outside of Colorado? n Yes n No

1-4. lf Person 2 ¡s temporarily l¡vìng outside of Colorado, where w¡ll they be l¡ving in Colorado when they return?

Code

I Step 2, Person 2 continues on next pose Ø



15. Social Securitv Number (or Taxpayer lD)

lf Person 2 ¡s epply¡ng for Health First Colorado or Ch¡ld Health Plan Prrrs (CHP+), ând has a 55N, Please answer the following:

we need this information. lf they are a pplying for help paying for hea lth insura nce costs throl9l. Tl ¡l"u" rppl¡ed for a ssN*
the Marketplace, providing the¡r SSN w¡ll help us to quickly process their applìcation. We use SSN5 LJ

to check ¡ncome and other information to see what type of health coverage they may qualify for. f] Only el¡gible to receìve a

lf Person 2 does not have a SSN, and they are apply¡ng for health coverage, tell us why they do SSN for valid non-work reason
not have a SSN. lf they are not eligible to receive a SSN, do they have a Taxpayer ldentification

Number (TtN), such as an lndividual Taxpayer ldentification Number (lTlN) or an Adoption n Not eligible to receive a SSN

laxpayer ldentification Number (ATIN)? lf so, enter it above. *lf they do not have a Social Secur¡tY

Number, please vis¡t htt0://wwwssa.Êov/ssnumber/ for ¡nformation on how to apply for a Social ! Refuses to obtain due to well

Securìty Number, or call the Social Secur¡ty Administration at 1-800-772-121.3 (TTY 1-800-325- established relig¡ous objection

0778) for ass¡stênce.

1.6. Does Person 2 plan to file a federel income tax return next year? E Yes n No

They can still apply for Health First Colorado, CHP+, or other health insurance even ¡f they do not file a federal income tax return.

Howevec they must plan to file federal taxes every year you receive Advance Premium Tax Credits (APTC) or Cost SharinB Reductions

(CSR) through the Marketplace.

lf they selected Yes, answer questions a - I lf you selected No, sk¡p to question e.

a.What¡s Person 2's current federal income tax filing status? [ Single E Married Fil¡ngJointly

n HeadofHousehold ! N4arrìed Filing Separately E Qual¡fying Widow{er) w¡th Dependent Child

b. tf Person 2 selected "Head of Household" or "Married F¡ling Separately", do exceptional circumstances Oapply to their

case? E Yes nNo
c. lf Person 2 is "Married Filing Joìntly", please name his or her spouse:

d.Will Person 2 claim dependents on their tax retu rn? E Yes n No

lf Yes, list the legal name(s) of their dependents:

e. lf Person 2 ¡s a tax dependent, list who claìms them as a dependent:

ls this person listed on the appl¡cation? E Yes n No

ls this person a non-custodial parent? E Yes n No

f. ls person 2 l¡ving with both parents, but their parents do not expect to file a joìnt federal income tax return?

n Yes ENo

9
Step 2, Person 2 continues on next poge A



1.7. *ls Person 2 pregnant? n Yes

lf Yes, how many babies are expected?

nNo

Due Date (mm/dd/yyyy)?

Does Person 2 need health coverage?

E Yes (lfYes,answerall of thefollow¡ng questions.) ! No (lf No,skipto question 32 )

19, Does Person 2 live with at least one child under the age of 19, and is Person 2 the ma¡n person taking care of

this child? E Yes E No

20. ls Person 2 a full-time student? n Yes n No

21. *Does Person 2 have a mental, or developmental condition that has lasted, or ¡s expected to last, more than

12 months, ¡ncludi blindness? Yes No

22. *Does Person 2 have a or developmental condition that causes them to regularly need help with some

or all oftheir self-care activities (such as bathing, dressing, eating, us¡nB the bathroom)?

E Yes ENo
23. *Does Person 2 need to move to a nurs¡ng home, acute care, hospital, group home, mental health institution or long-term care

facil¡ty w¡thìn the next 30 days, or do they need in-home health care to stay ¡n your home?

fl Yes n No

lf Person 2 answered "Yes" to either question 21, 22, 23, or qual¡fies for Med¡care, Person 2 has the option to complete

Worksheet B / (pa1es2} - 241to find out if they qualify for health coverage for individuals who have a d¡sab¡l¡ty, are65

and older, end/or who are blind.

24. ls Person 2 a U.S. c¡tizen or U.S. national? ! Yes E No

25. lf Person 2 is not a U.S. citizen or U.S. national, do they have an el¡gible immigration status?

E Yes lf Yes, fill out the follow¡ng table:

For an extens¡ve list of non-citizensh¡p status and imm¡gration documents, see the separate lnstruction Booklet available at

Colorado.eov/HCPF/Applv and ConnectforHealthCO,comlrcsources/the-basics/customer-resource5/,

Other Health Coverage

26. Does Person 2 want help paying for medical bìlls from the last 3 months? fl Yes n No

lf Yes, l¡st the months that they want help {mm/yyyy)

27. ls Person 2 be¡ng treated for an injury for which they have brought or will bring a legal claim? E Yes nNo

n Yes ENo

n Yes ENo

ffi

28. Does Person 2 qual¡fy for or

lf Yes, fill out Works heetc /
are they enrolled in any of the following types of health care coverage?

(page 25).

f] TRICARE ! Peace Corps E other state or Federal Health Benefit Program

f:l COBRA E vA Heêlth Care Benefits ! netìree Health Plan E Other:

10 Step 2, Peßon 2 continues on next page o



29. Does Person 2 qual¡fy for or are you enrolled ¡n Med¡care? E Yes ENo
tf Yes, Person 2 has the option to complete Worksheet B / (pages 20 - 24) to find out ifthey qualify for health coverage for

ind¡viduals who have e d¡sab¡lity, are 65 and older, and/or who are blind.

30. Does Person 2 q ualify for health insurance through a current employer? n Yes nNo
lf Yes, fill out Works neeto tr/ (page 26).

31. ls Person 2 currently incarcerated? E Yes E No

lf Yes, are they curre ntly wa¡ting for a decision on cha rges? n Yes ENo

'!

32. Race (optional - check allthat apply)

E American tndian orAlaska Native (fill out Work sheetel / E Asian lnd¡an E Black o r African Americân

! Chinese E F¡lipino ! Gua ma n ian or Chamorro f] Japanese I Korean f] Hispanic/ Latino

n Native Hawa¡ian E otherAsian n Other Pac¡ficlslander ! Samoan n V¡etnamese

f] Wh¡te or caucas¡an ! other:

33. Current Job & lncome allthat apply)

n Does not have
a iob. Sk¡p to
question 62.

f-l Has a iob.
- lf they are currently employed,

tell us about the¡r income.
Start with question 34.

f-l ls self-employed. ^" Fill out worksheet F /
(page 28) and return to
question 62.

fl Hãs other income* 
(¡ncluding rental íncom€).
Fill out Worksheet G/
(page 29) and return to

Crrr"nt Job 1' q'"ttion 62'

34. Employer Name

35. s

37. Employer Phone 40. z¡p Code

s

Pay Per¡od: n Daily

! Monthly

42. Average Hours Worked Each
Week:

43. Tell us the total gross pay that Person2 got or will get

this month as a one-time payment from this employer (th¡s could

be a bonus or other extra pay they got).

44. Does Person 2's income from this job change month to month? E Yes n No

tf Yes, fill out the Current Wages/T¡ps AND Expected Annnual lncome for this job. lf No, only fill out the Current Wages/Tips in

number 42 above. They do not need to fill out the Expected Annual lncome.

45. Expected Annual income S 46 a, ts th¡s income from seasonal employment? lf yes, answer 46. E Yes n No

from this job: - 46 b, ls this ¡ncome from commission-based employment {including E Yes fJ No

tip based employment)? lf yes, answer 46.

47. Will the expected annual income from this job be the same or n Yes I No

lower in the next calendar year?

Current Job 2: (lf Vou onlv have one iob sk¡p to question 62.)
48. Employer Name

49, Employer

! Weekly
E Twice a Month

n Every 2 Weeks

n Yearly

#

øt
ct

38. City 39. State

Step 2, Person 2 continues on next poge

50.
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51. Employer Phone

Pay Period; n Da¡ly

n Monthly
I Weekly
I Twice a Month

54. zip Code

E Every 2 Weeks

n Yearlys

56. Average House Worked Each
Week:

57. Tell us the total gross pay that Person 2 got or will get

this month as a one-time payment from this employer (th¡s

could be a bonus or other extra pay they got),

58. Does Person 2's income from this job change month to month? f] Yes n No

lf Yes, fill out the Current Wages/T¡ps AND Expected Annnual lncome for this job. lf No, only fill out the Current Wages/Tips in

number 42 above. They do not need to fill out the Expected Annual lncome.

59. Expected Annual incomeft 60 a. ls this income from seasonal employment? fl Yes ! No

from th¡s job: 60 b. ls this income from commission-based employment (¡ncluding l l Yes n No

tip based employment)?
61. Will the expected annual income from this job be the same or fl Yes E No

62. DEDUC eductions
could make the cost-õf their health insurance lower. Person 2 should not ¡nclude a cost that they already considered in their answer
to job income and net self-employment.

63. Do their deductions change month to month? E Yes n No

lf Yes, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.
tÍ Petson 2 is not poy¡ng the deductíon ot th¡s tíme, but expects to clo¡m ¡t on theirtax retum, Ííll out 50 for the Current Amount, ond
w te the amount Person 2 will include on the¡r tax rctum fot the Expected Annual Amount.

lf No, only fill out the Current Amount column. Person 2 does not need to fill out the Expected Annual Amount column.

me Only fl Twice

E Weekly E Monthly

2 Weeks

! One Tìme On

n Weeklv n Monthly

2 Weeks

Type Deduction

63. Tell us the total amount of income Person 2 plans to report on your tax return that you

have NOT yet ¡ncluded in th¡s application and its Worksheets. lnclude incomes such as past

employment, or benefits that you received in past months.

64. After this
verify Person

application
2's ¡ncome.

is submitted, we will
Please tell us if any of the

n Stopped work¡ng at a job

! Hours changed at a job
following have happened to Person 2 in the past two

¡ Change in Employmentyears to help us w¡th th¡s verification process. Check
the box and enter the date this change occurred for
all reasons that apply showing why their income has

E Married, Legal Separation, or Divorce

changed.

Í2

n One T¡me Only

n Weekly

fl Twice Monthly

E Monthly

Tl Yeêrlv2 Weeks

Date the change occurred?
(mm/ddlyyyy)

53. State52. C¡ty

Amount

Amount
Amount

Amount
Amount

fl Other:

End of step 2 Percon 2 Ø
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1, I know I or another applicant may be automatically provided

enrollment into Health F¡rst Colorado (Colorado's Medica¡d

Program) or Child Health Plan P/us (CHP+) ¡f we are el¡g¡ble. I

can v¡s¡t the Health First Colorado webs¡te at Colorado.gov/

PEAK for more information. lwill immediately notify the State

of any medical claim or lawsuit I have. I w¡ll cooperate w¡th the

State in collecting the medical b¡lls the State has paid. The State

may collect from any insurance company or court settlement

for medical bills that the State has paid. lf I am on Health F¡rst

Colorado and rece¡ve money for the same medical bills that the

State has paìd, I will give the money to the State. I ass¡gn to the

State all rights io payment for medical expenses and treatments.

I also assign my right to appealO a denial of benefits by

another party responsible for payment for benefits to the State.

lf there ¡s an absent parent(s) from my home, and I am apply¡ng

for Health First Colorado, I must seek medical support from the

absent parent(s). I may contact Ch¡ld Support Enforcement for

assistance.

2. Federal and Colorado state law requ¡re the Department

of Health Care Policy and Financ¡ng to recover all med¡cal

assistance benefits, includ¡ng cap¡tation payments, pa¡d on

behalf of Health F¡rst Colorado clients from the estates of

deceased Health First colorado cl¡ents who were permanently

institutional¡zed. For Health First Colorado clients who were over

the age of 55 when benefits were prov¡ded, the Department

recovers payments for nurs¡ng facility services, home and

community-based serv¡ces, and related hospital and prescr¡ption

drug serv¡ces. There are certa¡n exemptions to estate recovery,

For further information, please contact Vour county and request

the "Med¡cal Ass¡stance Estate RecoverV Program" brochure,

3, lf I am eligible for Advance Premium Tax Credit ('APTC"),

these payments will be made directly to my selected ¡nsuIance

carrier(s), Acceptance of APTC may ¡mpact my annual tax liab¡lity.

I will be given the option to apply all, some or none of the APTC

amount I may be eligible for to my monthly premium.

4, lf I am receiving financial assistance, I know that I must tell

the organization provid¡ng the assistance if information I l¡sted

on th¡s application changes. I am awêre I have 10 calendar days

to report any changes if I êm enrolled ¡n Health Fìrst Colorado

Step g continues on next poge A

or Ch¡ld Heêlth Plan P/us (CHP+). Changes are to be reported

to my local county office for Health First Colorêdo or to CHP+. I

am respons¡ble for paying fees, premiums and co-payments for

myself and my family if they are required for Medical Assistance

benefits, I know I have 30 calendar days to report any change to

Connect for Health Colorado if I am rece¡v¡ng Advance Premium

Tax Cred¡ts, Reduced Co-Pays or Deductibles, or lam enrolled

in a Qualìfied Health Plan. lf my family is enrolled ¡n multiple

insurance affordability programs$ I must report changes to

each organizaüon ¡n the appropriate time frame, I understand

that a change in information could affect my eligibility and

eligibil¡ty for member(s) of my household.

5. I understand that my answers, toBether with any supplements

or additional pages, are the bas¡s for the health insurance

policy that is ¡ssued. I agree that no insurance of financ¡al

ass¡stance program w¡ll be effective until the date specified by

the insurance company or organ¡zation providinB the certificate,

polìcy, or notice. I understand that I may request a copy of the

Application. I agree that a photographic copy of this application

shall be as valid as the original. A leg¡ble copy signature sha¡l

have the same force and effectiveness as the orig¡nal. Th¡s

document, or the information conta¡ned herein, will become a

part of the contrêct when coverage is approved and ¡ssued.

6. To make ¡t easier to determ¡ne my el¡gibil¡ty for help paying

for health coverage in future years, ìf lam enrolled in a Qual¡fied

Health Plan, I agree to allow Connect for Health Colorado to

use income data, ¡ncluding information from tax returns for

the next coverage year. O Connect for Health Colorado w¡ll

send me a notice, let me make changes, and I can opt out at

any time. I can visit the Connect for Health Colorado website at

ConnectforHealthCO.com for more ¡nformation.

7, I understand that if I am eligìble for the Advance Premium

Tax Credit (APTC) and/or Reduced Co-pays and Deductibles

these payments will be made directly to my selected ¡nsurance

carrier(sl, Acceptance of APTC and/or Reduced Co-pays and

Deductibles may impact my coverage yea(s) tax liab¡lity. lwill be

g¡ven the option to apply all, some, or none of any APTC amount

I may be el¡gible for to my monthly premium,

13
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8, The Department of Health Care Policy and Financ¡ng and

Connect for Health Colorado do not discriminate on the basis of

race, color, ethnic or national orig¡n, ancestry, age, sex, gender,

sexual orientation, gender identity and expression, relig¡on,

creed, political beliefs, disabilìty, or marital status in any of

¡ts programs, services and activities, For further information

about the Department's policy, to request free disabil¡ty and/or

language aids and services, or to file a d¡scrimination complâint,

contact: 504/ADA Coordinatot 1570 Grant St, Denver, CO

80203, Phone: 303-866-6010, Fax: 303-866-2828, State Relay:

711, Email: hcofs04ada@state,co.us. For ¡nformation about

Connect for Health Colorado's policy, aids and services or to file a

discr¡mination complaint, contact: General Counsel, 3773 Chefty

Creek N. Dr., Su¡te 1005, Phone: 303-590-9640, Fax: 303-322-

4217. Complaints can also be filed w¡th the U.S. Department of

Health and Human Services Office for Civil Rights at http://www

hhs.Êov/ocrlfi lins-with-ocr/index.html.

9, I know that ¡t is unlawful to rece¡ve APTC and CSR from two

state lvlarketplaces at the same time. I have agreed to submit

this appl¡cation for myself and/o¡'my fam¡ly. By sign¡ng this

application, lcertify that lhave reviewed this application;

that I understand and agree to the R¡Bhts, Responsib¡lities,

and Penalties; and that under the penalty of perjury, I certify

the information I have given is true ¡nclud¡ng the ¡nformation

concern¡ng citizenship and alien status. This means I have

provided true answers to all the questions on this form to the

best of my knowledge. This certification extends to Producers or

other persons filling out an application on behalf of an applicant.

I know that ¡f I am not truthful, there may be a penalty. Penalties

may ¡nclude imprisonment, fines, denial of insurance, and c¡v¡l

damages, Any insurance carrier or agent of an ¡nsurance carrier

who knowingly provìdes false, incomplete, or m¡slead¡ng facts

or information to a policyholder or claimant for the purposes of

defraud¡ng or attempting to defraud the policyholder or cla¡mant

w¡th regard to a settlement or award payable from ¡nsurance

proceeds shall be reported to the Colorado Div¡sion of I

w¡th the Department of Regulatory Agencies. I have rece¡ved

information on how to apply, what information is available, and

what I may neèd to g¡ve the application site to help me w¡th

getting benefits.

My right to appeali

10, lf I think Health F¡rst Colorado/Child Health Plan P/us

(CHP+) or connect for Health colorado has made a m¡stake, I

T4

can appeal the decision, To appeal means to tell someone at

Health First colorado/cHP+ or connect for Health Colorado

that I think the action is wrong and ask for a fa¡r review of the

action. I know that I can find out how to appeal by contacting

Health First Colorado at 1-800-221-3943, or lcan contact the

Marketplace at 1-855-PLANS-4-YOU or by v¡siting the¡r website

at ConnectforHealthCO.com. I know that I can be represented

¡n the process by someone other than myself. My elig¡bil¡ty and

other ¡mportant information will be explained to me.

Additional lnformation

Domestic violence information and services are available to

me. lf I ever feel I am in ¡mmed¡ate danger I will call 9L1., lf I

would like to rece¡ve information regard¡ng safety and serv¡ces

¡n Colorado, lwill call the Colorado Coal¡tion Aga¡nst Domestic

V¡olence at 303-83L-9632 or toll free at 1-888-778-7091, I may

also find the location of services near me by going to h[pi¿
wwwcolorado.qov/cdhs/dvo, The National Domestic V¡olence

Hotline at 1-800-799-SAFE (7233) or TTY L-800-787-3224 or

htto://wwwthehotline.orsl can also prov¡de ¡nformation. lf I am

a survivor of domestic violence, sexual assault, or stalking, the

Address Confidentiality Program (ACP) can provide me w¡th a

legal substitute address to use instead of my real address for use

with state and local goveinment agenc¡es. lcan find out more

about ACP at acp.colorado.sov. lf I need or rece¡ve either.of

these serv¡ces I will tell my department worker.

By check¡nt th¡s box, I agree to allow my information

to be used and collected from the data sources for this

applicatjon, ¡nclud¡ng information from federal tax returns.

I have consent from a¡l people I l¡st on the application

allowing collection of information about them from data

sources for this application. (See full Pr¡vacy Statement on

page 17.)

(check box belowl

Step 3 continues on nert poøe @



As part process, we are required to verìfy information you have provided us for th¡s appl¡cation.
that Connect for Health Colorado does not have permission to verify income ¡nformation

By checking the
from tax returns.box below you ind¡cate

By not allowing the use of this data, you understand that Connect for Health Colorado will send you a letter requesting that you

provide proof of ìnformation for your household,
lf you do not provide the requested proof of your

¡nclud¡ng your annual ¡ncome.
household's ¡ncome tax return ¡nformation within 90 days of the request, you w¡ll

be determined inel¡gible for Advance Premium Tax credits/cost shar¡ng Reductions (APTC/CSR).

E I do not give Connect for Health Colorado permiss¡on to validate my income data
against federal sources.

Sign Here

The next two (2) questions are used to figure out if you qualify for serv¡ces from the Healthy Commun¡ties Program through Early

and Periodic Screening, Diagnostic and Treatment (EPSDT) @ provisions of Heãlth F¡rst Colorado (Colorado's lvled¡caid Program).

These questions are optìonal.

1. Special serv¡ces may be available to children and pregnant n Med¡cal Services ! Prescr¡ptions

women. Please checkthe health services thatany pregnant E Mental or Behav¡oral n School orHealth
women or chìldren in your household get or use: Health Services Services

E Other (Descr¡be):

2. Has any child in your household been to the emergency room for treatment s¡nce his or her last visit to n Yes E No

the doctor?

Attention: You may not be done
. Did you get help with this application? F¡ll out Worksheet a / þaees L8 - 1gl.
. Does one of the following apply to anyone on the application? lf yes, fill out Worksheet B / ¡f you want to find out ¡f

you qual¡fy for additional services. (pages 20 - 24).
o A person on the application has a medical or developmental condition that has lasted, or is expected to last, more

than 12 months, including blindness.
. A person on the application needs help with some or all of his/her self-care activities (bathing, dressing, eating, or
using the bathroom).
. A person on the application is in, or has been in a medical facility (such as a nursing home, hosp¡tal, mental health

institution, or a group home) within the last 90 days.

" Qualify for or enrolled in Medicare.
. Qualifies for or is enrolled in: Medicare, TRICARE, lÐ Peace Corp, Other State or Federal Health Benefit Program, VA

Health Care Benefits, O or Other Coverage fill out Worksheet C / lpaee zSl.
. Qualifies for or is enrolled in insurance from an employer: fill out Worksheet D / lpage 26]t,
. American lndian/Alaska Native? Fill out Worksheet E , þaee 271.
. Self-employed? Fill out WorksheelF / lpaee 28]|.
. other income that ¡s not from a job or self-em ployment? Fill out worksheet G t/ lpaee zgl'
. Apply¡ng outs¡de of Open Enrollment and had a life change event in the past 60 days? Fill out Worksheet H /

(page 30).
. More than two people in the household? Fill out Worksheet I / (pages 3L - 34) for each add¡tional person.

Sign this application. The person who filled out STEP 1 should s¡gn this application. lf you are an authorized

representative, you may sign here as long as you have provided the information required in Worksheet e 1/
(pages 18 - 19).

DatePerson I s¡gnature or Author¡zed Representative

lf you are signing this application outslde of Open Enrollment make sure you review Workheet H

Enrollment begins November L and ends January 31.

(page 30). Open

tndofstenz @
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Your application can be processed at either your local County
Department of Human and Social Services Office or by
Connect for Health Colorado.

16 tnd of step t @



connect for Health colorado (the Marketplace") and
the Department of Health Care Pol¡cy and Financing will
keep the information you provide pr¡vate, as required by
law. However, if you chose to apply for ass¡stance, the
Marketplace and Department of Health Care Policy and
Financing can use or share your household information
with other program(s). The ¡nformation can only be
used for purposes of insurance coverage, treatment,
payment, determining eligib¡lity, and other program and
adminlstrative operations or other purposes permitted
by law. Assistance programs will check your answers
using information in our electronic dâtabases and the
databases of partner agencies. lf the information does
not match, we may ask you to send us proof.

You will be asked to provide only the minimum
information necessary to determine eligibility for
assistance and relevant health plan options, as

applicable. As part of the process, we w¡ll communicate
wlth you or your authorized representative, and then
provide the ¡nformation to the health plan you select so

that they can enroll those who are eligible in a qualified
health plan or an insurance affordability program.

Demographic information on race and ethn¡c¡ty will be
shared with health insurance carriers by the Marketplace
only for the purpose of determ¡ning your el¡g¡bility for
benefits that are âpplicable to certain ethnic groups.

Health insurance carriers can no longer deny coverage
based on your health status. lf you are seek¡ng
ass¡stance, we may ask you screening questions about
your medical history to help us determine which
assistance programs you are eligible for. This information
¡s not used to determ¡ne your ¡nsurance rates. Household
members who do not want insurance will not be asked
questions about citizenship or immigration status.

lmportant: The Marketplace and the Department of
Health Care Policy and F¡nancing are authorized to collect
information on the application, including Social Security
numbers, and will confirm information that mây affect
initial or ongo¡ng eligibility for all persons listed on your
application. You are allowing the Marketplace and the
Department of Health Care Policy and Financing to use

SocialSecurity numbers and other information from
your application to request and receive information or
records to confirm the ¡nformation ¡n your application;
if you apply for other public ass¡stance programs, the
Department of Human Services may use this information
as well. You release the Marketplace and the Department
of Health Care Policy and F¡nancing from all liab¡lity for
sharing this information with other agencies for th¡s

Apptication continues on next page ß\

purpose. For example, the Marketplace and the
Department of Health Care Policy and Financing may
receive from and/or share your informatíon with any of
the following agenc¡es: Social Security Admin¡stration;
lnternal Revenue Serv¡ce; Un¡ted States customs and
lmmigration Serv¡ces; Department of Homeland Security;
Centers for Medicare and Medicaid services; Colorado
Department of Lãbor and EmploymenU financlal
institutions (banks, savings and loans, credit unions,
insurance companies, etc.); chlld support enforcement
agencies; employers; courts; and other federal or state
agencies. We need this information to check your
eligibility for health insurance or help paying for health
insurance and to give you the best serv¡ce possible if you
choose to apply.

The Marketplace and the Department of Health Care

Policy and F¡nancing will also use the information
you provide as part of the ongoing operation of both
agenc¡es, including activities such as reporting on and
managing the insurance affordability programs (Ð for
eligible individuals, performing overslght and quality
control activities, combating fraud, and respondlng to
any concerns about the secu rity or confidentiality of the
information. we will use the information you provide for
our ¡nternal business purposes only, and we will not sell
or trade it.

You have the r¡ght to see certain information we
have about you. You may also have the right to have

this information corrected if we have any incorrect
information on file.

Protection of your data: Connect for Health colorado
and the Department of Health Care Policy and Financing
have significant protections in place to ensure the privacy

of your personal information.

To rev¡ew the full privacy policy for Connect for Health
Colorado please visit: http://connectforhealthco.com/
site-information,/privacv-policv/

To review the full privacy policy for the Department of
Health Care Policy and Financing please v¡sit: https://
www.co lo rado. sov/oacìfic/h cpf/h ea lth - ins u ra nce-
oortabil¡tv-aíìd-accou ntabilitv-act-hipaa-0

17
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Section A: Authorized Representat¡ve or Organization

L. lsyourauthoflzed representaüve an: L l lnd¡vidual L__l OrganÌzation

copies of your notices/communications?

I

J, StAte lu, ¿rp Looe

ry
AppIcanr 5 )tgnarure uate Imm/oo/yyyy,

18 worksheet A continues on next poge @



By signing, I agree to fulfill all responsibilities with¡n the scope of the author¡zed representation that the ind¡vidual who I represent is

requ¡red to fulfill. I agree to maintain the confidentiality of any information regarding the applicant or client provided by the agency

or Connect for Health Colorado in compliance w¡th state, federal, and all other applicable laws.

lf an Author¡zed Representative is an organization, the signature of an organ¡zational contact who is either a provider, staff member

or volunteer of the organ¡zation ¡s requ¡red,

As a providet staff member or volunteer of an organization whìch ¡s an Authorized Representative, I affirm that I will adhere to the

regulations in 42 CFR $431, Subpart F and to 45 CFR S155.260(f), and 42 CFR $447.L0, as well as all other relevant state and federal

laws concerning conflicts of interests and confidential¡ty of information.

lf you have been given the legal authority to act as an Authorized Representative on the appl¡cant or client's behalf through

some means other than assignment through this Worksheet, you w¡ll need to affirm that you have that authoriw and provide the

appropriate documents verifying that you have that author¡ty.

_ l, affirm that I have legal authority to act on behalf of the appl¡cant or client. (Please prov¡de a copy of the following documents

with this application when ¡t is subm¡tted: a power of attorney, court order establishing legal guardianship, or other legal document

expl¡citly stating that you may le€ially act on behalf of the appl¡cant or client.)

Section B: For Certified Application Counselors, Health Coverage
Guides, Agents, Brokers, Agency Representative, or Outreach
Specialist only.O

n Health Coverage Gu¡de

Agent/Broker Agency Representative Outreach Spec¡alist

or

þ_üI¡@E
rlFræ,lram

End of Worksheeto O 19



Additional lncome

2. Tell us about Add¡tional lncome you or your spouse rece¡ved this month or last month. Do not repeat income that may have

already been listed on earl¡er ¡ncome pages,

I No Add¡tional lncome.

3. Tell us about Expenses you or your spouse have th¡s month or last month. Do not repeat expenses that may have already been

l¡sted on earlier pages.

n No Expenses.

Type of expense Who oavs this expense? Who is ¡t for? Month Amount

Type of ¡ncome Month received Who ¡t is for? Monthly amount before taxes
ãnd deductions

20 worksheet B continues on next page lÀ



4. Tell us about Resources you or your spouse rece¡ved this month or last month, even if you or your spouse are not requesting

assistance.

I No Resources,

5. Tell us about Property you or your spouse own or are buying, even if you or your spouse are not requesting assistance.

n No Property.

6. Tell us about Veh¡cles you or your spouse own or are buying, even if you or your spouse are not requesting ass¡stance,

fl No Vehìcles.

Type of Resource Owners Name(s)? Account Number Amount Name of F¡nanc¡al
lnstitution

Jo¡ntly
Owned?

lYes nNo
I Yes t] No

f Yes !No
f Yes fJNo

owners Name(s)? Jointly Owned? Full Address of Property Type of Property Value Amount
owed?

üYes ENo

nYes nNo

IYes nNo

Owners Name(s)? Jo¡ntly Owned Type of Vehicle Year Make/Model Value Amount
Owed?

¡Yes !No
EYes INo
IYes ENo
nYes nNo

Worksheet B contínues on next page @ 2L



7, Tell us about Life lnsurance Pol¡cles you or your spouse own, even ¡f you or your spouse are not requesting assistance.

n No Life lnsurance Pol¡cies.

Owner Namelsl Policy Number lnd¡v¡duâls Covered lnsurânce Company Face Value câsh Value

8. Tell us about Bur¡âl Policies you or your spouse own, even if you or your spouse are not requesting assistance.

¡ No Bur¡al Pol¡cies.

Name ofAppl¡cent or Spouse Amount ls ¡t lrrevocable? Name of lnstitution or Person Holding the

Money

EYes nNo
[]Yes nNo
T-l Yes fl No

9. Tell us if you, your spouse, or anyone actìng on you or your spouse's behalf has B¡ven away anyth¡ng of value w¡thin the last 5

years, even if you or your spouse are not requestjng assistance.

¡ Nothìng of value has been given away within the last 5 years.

Person Who Geve ltem

Away

Item G¡ven Away Date Given Away Value of ltem Amount Owed

:l

;: .ij

rr:ll

22 worksheet B continues on next pøge @



Disability Questions
10, Has anyone who is d¡sabled in the household applied for Supplemental Security lncome (ssl)?

E Yes nNo
yes, me person

person or
ü Yes nNo

app
Pend¡ng [:l Approved n Denied

status

lf no, has th¡s person ever rece¡ved Supplemental Security lncome/soc¡al Secur¡ty D¡sab¡l¡ty lnsurance?

E Yes nNo

12. What is your Medicare Claìm Number? You can find th¡s number on the front ofyour Med¡care card;

14. ls your Medicare Part A

premium free?

nYes nNo

19. When did your

Medicare Part B beg¡n

(mm/yyyy)?

MEDICARE PART A

13, Are you entitled to or

receiving Medicare Part A?

EYes nNo

MEDICARE PART B

18. Are you to or

receiv¡ng Medicare Part B?

t-l Yes ll No

MEDICARE PART C

22. Are you entitled to or

receiv¡ng Med¡care Part C

(Medicare Advantage)or will

you be entitled or enrolled

in the month in wh¡ch you

would like to purchase

pr¡vate health insurance?

nYes !No

23. When d¡d your

Medicare Part C begin

(mm/yyyy)?

n I don't know.

MEDICARE PART D

24. Are you entitled to or

receiving Medicare Part D?

[] Yes [: No

25. When did your

Med¡care Part D begin

(mm/yyyy)?

! I don't know.

26. How much ¡s your

Med¡care Part D premìum?

E I don't know

27. Who pays for your

Med¡care Part D premium?

15, Are you currently

enrolled?

nYes nNo

16. When d¡d your

Medicare Part A beg¡n

(mm/yyyy)?

n I don't know.

17. Who pays for your

Medicare Part A premium?

n I don't know.

20. How much is your

Med¡care Part B premium?

n I don't know.

21. Who pays for your

Med¡care Part B premium?

Worksheet B continues on next nøøe @
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Signature and Certification
ry
flitã

@illffir

{Pr¡nt Name) F¡rst tvroo te Last sumx

re

Authorized Representative, Conservator, Guerd¡an, or other Contact:

tv oore 5UmXlrf rfr r. r\rdfrc, rrfs L
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Part 1
lf you or anyone in your household are currently enrolled in any of the following types of coverage, please fill out the table below. lf

there are more than four individuals in your household that are enrolled ¡n this coverage, please make a copy of this Worksheet.

Name of Person Enrolled Type of Coverege From L¡st

Above

lnsurance Compâny Nâme Pol¡cy Number

Part 2
lf you or anyone in your household are currently enrolled in any of the follow¡ng types of coverage, please fill out the table below. lf

there are more than four ind¡viduals ¡n your household thãt are enrolled in th¡s coverage, please make a copy of th¡s Worksheet.

Name of Person Enrolled Type of Coverage From List

Above

Insurance Company Name Pol¡cy Number

End of Workshee, C O 25
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Hrsr ano Lasr Name oT Emptoyee urrereo Loverage uare oT örrrn tmm/qq/yyyy,

Who else in your household has access to this coverage? lf there are more than four individuals in your household that have access

to coverage, please make a copy of this Worksheet.

Household Member's Name ls th¡s person el¡gible but not enrolled, or is this person

enrolled? Check the box that applies,

Date your ¡nsurance could have

started lmm/wvv)

n El¡g¡ble but not enrolled n Enrolled

n El¡g¡ble but not enrolled I Enrolled

E Eligible but not enrolled [f Enrolled

n E¡ig¡ble but not enrolled I Enrolled

Employer Name

Employer Address

m

have access to an employee-only health plan that meets the m¡nimum value standard health plan? ! Yes ! No

liyes, what ß the name of the lowest-cost plan offered only to the employee (do not include fêmily plans):

n I don't know.

How much would you pay in premiums for th¡s plan?

How often do you pay this premium? n Weekly

n Every 2 Weeks

n Twice a Month

! Monthly

E Yearly

n I don't know

n Other:

Does your employer offer wellness programs to the employee (do not include family plans)? E Yes ¡ No

lf yes, prov¡de the premìum that the employee would pay if he/she received the mêximum
discount for any tobacco cessation programs, and didn't rece¡ve any other d¡scounts based

on wellness programs:
s

What chênge,
if any, will the
employer make
for the new plan
year?

n Employer won't offer health coverage

[] Employer will start offering health coverage
to employees or change the premium for the
lowest-cost plan that meets the mìn¡mum
value standard and ¡s available to the

for that

plan?

Frequency: n Weekly n Every2Weeks E Monthly
ll Yearly fl Tw¡ce a Month n ldon't know

How much will the have to tn

employee only. (Premium should reflect the Date of change (mm ldd/yyWl: f- --- -_]
d¡scount for the wellness program). I

End of worksheet o O26



Certa¡n money you receive may not count as income for determining if you qualify for Health First Colorado or CHP+. List any income
(type, amount, and how often) reported on your applicatjon that includes money from these sources:
. Per capìta payments from a Tribe that come from natural resources, usage r¡ghts, leases or royalties.
. Payments from natural resources, farming, ranching, fish¡ng, leases, or royalties from land des¡gnated as lndian trust land by the

Department of lnterior (including reservations and former reservations).
. Money from sell¡ng things that have cultural sign¡ficance.

Tr¡be?O n Yes nNo

n Yes fl No

fl Yes fl No

fl Yes E No

1. Who ¡n the household has received a servìce from the lndian Health Serv¡ce, a Tr¡bal Health Program, n Person A n Person C

or Urban lndian Health Program or through a referral from one of these programs? n Person B n Person D

n Person A fl Person C

I Person B t] Person D

27

2, lf none, who in the household is eligible to receive serv¡ces from the lnd¡an Health Service, a Tribal

Health Program, or Urban lndian Health Program or through a referral from one of these programs?

End ol Worksheer t O
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do you have? fl sale of Livestock/Poultry n other:
n ame

5. Are you the only owner of

the bus¡ness? n Yes E No

lf no, please answer the questions at

right. lf yes, please sk¡p to question 6.

How many owners are there

(including yourselfl?

What percent of the business

do vou own?

6, How much money does your self-employment bus¡ness make? Give us that

amount the bus¡ness earns before any taxes, deductions, or expenses are taken

out. lf your income changes from month to month, tell us your Current Gross

Monthly Amount (6a) AND your Expected Annual Amount (6b) AND ¡f you

expect your Expected Annual Amount w¡ll be the same or lower for the next

calendar year (6c), lf your income is the same each month, then only tell us

your Current Gross Monthly Amount (64).

6a. Current Gross

Monthly Amount:

6b. Expected Annual

Amountl
6c. Wi¡l the Expected Annual Amount from this
self employment be the same or lower ¡n the next
calendaryear? fl yes I No

7. Do you have any monthly self-employment expenses? fl Yes I No

lf yes, list all of your self-employment expenses below.

lf you need more space to report all of your expenses make a copy of this page. For a

more extens¡ve Iist please see the separate lnstruction Booklet available at Colorado.

qov/HCP F/Ap plv a nd con nectfo rH ealthCO.com/resou rces/the-b asics/custome r-

resources/. lf your self-employment expenses change month to month, fill out both the

Current Amount AND the Expected Annual Amount. lf your self-employment expenses

do not change month to month, you only need to fill out the Current Amount.

n One Tìme only n Twice Monthly

n Weekly E Monthly

! Every 2 weeks E

Monthly

[] weekly n Monthly

2 Weeks fl

n one Time only fl Tw¡ce

! Weekly [:] Monthly

2 Weeks

n One T¡me only E Tw¡ce lvlonthly

E Weeklv n Monthly

n Every 2 Weeks n

! weekly

only n Twice Monthly

¡ Monthly

2 Weeks n Yearly

End oÍ Worksheet F



z. uare or Þrnn fmm/oo/yyyy,

Section A: Grants, Scholarships, or Work Study
2. Does this person have any income from Grants, Scholârships, or Work Study?

n Yes ! No lfyes, answer questions 3 and 4 below.
lf no, skip to Section B.

3. What is the âmount (S) of Grants, Scholarships, and/or Work
Study this person used for living expenses this month?

4. What is the taxable amount (5) of Grants, Scholarships, and/or
Work Study th¡s person received for the year?

Section B: Other Income
Please list all your other ¡ncome below.

5. Does your other income type change month-to-month? n Yes E No

lfyes, fill out the Current Amount AND Ëxpected AnnualAmount columns
for each type of other income that appl¡es to you. lf no, you do not need
to fill out the Expected Annual Amount column.

You do not need to report any money from the following types because
they are not cons¡dered income: Su pplemental Security lncome (SSl),

Veterans Benefits, Child Support Payments, Adoption Assistance Program,
Workers Compensation, or Gifts.

Time Only n Tw¡ce Monthly

! Weekly n Monthly

2 Weeks

uency E One Time Only n Tw¡ce

E Weekly fl Monthlv

2 Weeks

uency [] One T¡me Only [] Twice Monthly

[] Weekly f-] Monthly

E Every 2 Weeks n
One Time Only E Twice Monthly

n Weekly n Monthly

2 Weeks Tl

fl One Tìme

E Weekly

nt

nt

Amount

End of worksheet u O

2 Weeks

fl Monthly
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coverage
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Name

2. Date of Birth (mm /ddlyVyyl 3. sex: E lvlale E Female

4, Home Address (leave blank if you do not have one)

City

Apartment/Suite #

they l¡ke to rece¡ve the¡r own ma¡l about theìr fl yes

County

5. th¡s person ¡s 18 years or
health coverage? lf yes, please fill out ma¡l¡ng address below.

No

State zip Code

6, Mailing Address (¡f different from Home Address) Apartment/Suite #

7, ln Care Of (if applicable):

C¡ty

9. Pr¡mary Phone

10.

11. Preferred Spoken Language: English Spanish

Language: E Engl¡sh ! Spanish

outside of Colorado? Yes

County

n Work

Cell Home Work

Other Please Specify):

Other (Please Specify):

ne Phone Type:

ls person tem No

zip Code

14. lf this person is temporarily lìving oLrtside of Colorado, where in Colorado will they be l¡ving when they return?

C¡ty

15. Social Secur¡ty Number (SSN)

Z¡p Code County

Workheet I continues on next pdge Ø
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lf THIS PERSON does not have a sSN, and is apply¡ng for health coverage, tell us why THIS PERSON does not have a SSN.

fl Has appl¡ed for a SSN* n Not el¡gible to receìve a SSN ! Only el¡g¡ble to rece¡ve ã SSN for val¡d non-work reason

E Refuses to obta¡n due to well establìshed Rel¡gious objection

*lf someone does not have a Social Security Number, they can vis¡t htto://wwwssa.eov/ssnumber/ for ¡nformation on how to apply

for a Soc¡al Security Number. They can also call the Soc¡al Secur¡ty Admin¡stration aI7-8OO-772-7273 (TTY 1-800-325-0778).

16. Does THIS PERSON plan to file a federal income tax return next year? E Yes n No

You can still apply for Health F¡rst Colorado, CHP+, or other health insurance even if

you do not file a federal income tax return. However, you must plan to file federal taxes

every year vou rece¡ve Advance Prem¡um Tax Cred¡ts (APTc) or cost Sharing Reductions

(CSR) through the Marketplace. lf yes, answer questions A-F. lf no, sk¡p to question E.

ng status? nsingle [] Married FilingJo¡ntly

n Head of Household E Marr¡ed Fil¡ng Separately n Qualifying Widow(er) with Dependent Ch¡ld

B, lf this person checked that they are "Head of Household" or "Married Fil¡nA 
-..separately", do exceptional circumstanc"r ¡S 

"ppty 
to in"ir..tu? - ! Yes n No

C. If THIS PERSON is fil¡ng jointly, please name his or her spouse. n Yes fl No

D. W¡ll TH|S PERSON cla¡m any dependents on therr tax return / [f Yes f] No

. lf yes, list the legal name(s) of dependents:

E. lf THIS PERSON is a tax dependent, list who cla¡ms them as a dependent:

. ls this person listed on the appl¡cation?
EYes INo

. ls th¡s person a non-custod¡al parent?

[]Yes DNo
h ls TH|S PERSON lrvrng wrth þotn parents, out tnerr parents oo not exoect' nYes nNoto file a joint federal ¡ncome tax return?

[] Yes n No

fl Yes. (Answer allthe following questions.) [f No. (sk¡p to question 32.]

I

EF imítEElitãl¡fuf.Turu¡¡@ilE

19. Uoes I Hls PLR5oN lrve Wrtn at leasr one
and is THIS PERSON the main person takìng

child under the age ot L9, _ .,
."r" oiir'r¡t "¡'ilai 

n Yes nNo
20. ts TH|S PERSON a full-time student? n yes n No

21. *DoeíiHls PERSoN have a mèdical, phys¡cal, mental, or developmental condition that
has lasted, or ¡s expected to last, more ihan 12 months, including blindness?(þ [] Yes !No
22. +Does THIS PERSON have a medical, physìcal, mental, or developmental cond¡tion that
causes THIS PERSON to regularly need help with some or all of THIS PERSON's self-care
activities (such as bath¡ng, dress¡ng, eating, using the bathroom)?

fl Yes Ll No

32 Worksheet t continues on next pøgeØ



E

23. +Does THIS PERSON need to move to a nurs¡ng home, acute care, hosp¡tal, group home/ mental health institutìon or long-term

care fac¡l¡ty with¡n the next 30 days, or does THIS PERSON need in-home health care to stay in their home?

fl Yes ! No

lf THIS PERSON answered 'Yes' to e¡ther Question 21, 22, 23, or qualìfies for Medicare, THIS PERSON has the option to complete

Worksheet B / (pales20-24llofindoutiftheyqualifyforhealthcoverageforindividualswhohaveadisabilitvare65and

older, and/or who are blind.

¡Yes nNo

;.'

.:

1ì' ::i'
l.' rir

't-l

'.:..

25, lt THIS PERSON Ìs not a U.5. c¡trzen or U.5. nahonal, does Ttlls PERSoN have an elrgrble rmmrgrabon statusi

[] Yes (Fill out the followin8 table.)
ment type

Document expiration untry

[] Yes n No

of

nce

ls THIS PERSON, their spouse or parent an honorable discharged veteran or an active-duty
membef of the u.s. m¡litary? f] Yes f] No

For an extens¡ve l¡st of non-citizenship status and ¡mmigration documents, please see the sêparate lnstructlon Booklet ava¡lable at

Colorado.qov,/HCPF/Aoolv and ConnectforHealthCO.com/resources/the-bâsics/customer-resources/.

26, Does THIS PERSON want help pay¡ng for medical bills from the last 3 months?
ü Yes |:]No

lf yes, list the months thêt they want help (mm/yyyy)

,@uryforwhichtheyhavebroughtorw¡llbringalegalclaim?@
nYes ¡No

28. Does THIS PERSON qualify for or are they enrol¡ed in any of the following-types of
health care coverage? lfyes, selectwhich appliesandfill out Worksheet c / (page25l.

n TRICARE ll Peace Corps n Other State or Federal Health Benefit Program n VA Health Care Benefits

[] coBRA fl Retiree Health Plan Ü other:

29. Does THIS PERSON qualify for or are they enrolled in Medicare? fl Yes n No

lf yes, Person 2 has the option to complete Worksheet B / (pages 20 - 2al lo find out if they qual¡fy for

health coverage for indiv¡duals who have disabil¡tìes, are age 65 or older, and/or who are blind.

throuph a 
- 

..
(pag" ã6). ! t"t []No

31. ls THIS PERSON currently incarcerated?

EYes []No
lf yes, ¡s THIS PERSON currently wa¡ting for
a dec¡sion on charges? n Yes n No

32, Race (optional - check all that apply)

I American lnd¡an or Alaska Native (fill out Work sheetE) / E Asian lndian E Black or African American

E chinese n F¡l¡pino I Guamanian or Chamorro I Japanese I Korean f] Hispanic/Latino

E Native Hawai¡an n otherAsian E other Pac¡fic lslander ! samoan ! Vietnamese

n wh¡te or caucasian ! other:
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33. Current lob & lncome lnformation (check all that apply)

I Does not have a job E Has a lob
Skip to question 62. lf they are currently

employed, tell us about

their income. Start with

questions 34,

35. Employer Address

37. Employer Phone

from this

current Job 2: llf vou onlv have one iob, skip to question 62.)

I ls self-employed

F¡ll out Worksheet F /
(page 28) and return

to question 62.

I Has other income

(including rental

income). Fill out

Worksheet G ¡/
(page 29) and return

to questjon 62.

''.'

a,rr¡ôñ+ l^h 'l'
34. Employer Name:

42, Average Hours Worked Each
Week:

44. Does THIS PERSON'5 income from this job change month to month? n Yes

lf yes, fill out the Current Wages/T¡ps AND Expected Annual lncome

for this job. lf no, only fill out the current wages/T¡ps ¡n number 42

above. They do not need to fill out the Expected Annual lncome.

45. Expected Annual ¡ncome o

you not 36. Apartment/Su¡te #

40. Zip Code

Pay Period: n One T¡me Only n Tw¡ce Monthly n weekly
n Vlonthly fl Every2 Weeks n Yearly

43. Tell us the total gross pay @that THIS PERSON got or will

get this month as a one-time payment from th¡s employer.

(Th¡s could be a bonus or one time payment they got.)

ENo

46 a. ls th¡s ¡ncome from seasonal emplovment? lf yes, answer 47. [--i Yes

46 b. ls this income from commission-based employment (ìncluding tip n Yes

based employment)?
47. Will the expected annual income from this job be the same or lower n Yes

¡n the next calendar year?

nNo
fJ No

nNo

38. City 39. State

52, City 53. State

48. Emplöyer Name:

49.

51.

56. Average Hours Worked Eêch

Weekl

if you do not have one)

Pay Period: n One T¡me Only fl Twice Monthly E Weekly

f] Monthly ¡ Every 2 Weeks E Yearly

57. Tell us the total gross pay that THIS PERSON 8ot or w¡ll

get this month as a one-time payment from th¡s employer.

(This could be a bonus or one time payment they got.)

50. s

54. Z¡p Code

34 worksheet t contÌnues on next poge ø



59. Expected Annual income 1þ
from this job;

58. Does THIS PERSON'5 income from this job change month to month? [Yes
lf yes, fill out the Current Wages/T¡ps AND Expected Annual lncome for

this job. lf no, only fill out the Current WagesÆips in number 42 above.

They do not need to fill out the Expected Annual lncome.

lNo

60 a. ls this income from seasonal employment? lf yes, answer 61. fl Yes

60b, ls th¡s income from com m¡ss¡on-based em ployment (¡nclud¡ng tip EYes
based employment)? lf yes, answer 61.

61.Will the expected annual ¡ncome from th¡s job be the same or lower E Yes

in the next calendar year?

62. DEDUCIIONS:(Ð Check all that apply, and give the amount and how often THIS PERSON pays ¡t. Telling us about these

deductions could make the cost of health insurance lower. THIS PERSON should not include a cost that they already considered ¡n

their answer to job income and net self-employment.

63. Does THIS PERSON's deductions change month to month? n Yes n No

lf Yes, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.

lf THIS PERSON ¡s not payìng the deduction at th¡s time, but expects to claim it on their tax return, fill out S0 for the Current Amount,

and write the amount they will include on their tax return for the Expected Annual Amount.

lf No, only fill out the Current Amount column. They do not need to fill out the Expected Annual Amount column.

Time Only E fwice Monthly

n Weekly n Monthly

2 Weeks Tì Yearlv

[] One Time Only fl
n Weekly tl Monthly

2 Weeks

n One Time Only tl Twice Monthly

fl Weekly ll Monthly

E Every 2 Weeks n Yearly

64, Tell us the total amount of income THIS PERSON plans to report on the¡r tax return that

they have NOT yet included in this appl¡cation and its Worksheets. lnclude incomes such as

past employment, or benefits that THIS PERSON rece¡ved in past months.

65. After you submit th¡s application, we will ver¡fy n Stopped working at a job

your ìncome. Please tell us ¡f any of the following E Hours changed at ê job
Date the occurred?

have happened to you ¡n the past two years to
us w¡th this verification process. Check the box

help
and

E Change in Employment

enter the date this change occurred for all reasons ü Marrìed,

that apply show¡ng why your income has changed

ll No

üNo

fJ No

Amount

Amount

Amount

rnd oÍworksheet t @

I Other:
or Divorce
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Adams - Department of Humen Serv¡ces

7190 Colorado Boulevard
Commerce CitV CO 80022
Phone: 303-227-280Oj Fax: 303-227 -2380

Arapahoe - Department of Human Serv¡ces
14980 East Alameda Drive
Aurora, CO 80012
Phone: 303-636-1170; Fax: 303-636-1426

Beca - Department of Publ¡c Welfare
772 Colorado Street
Springfield, CO 81073
Phonet 7 L9-523-4737: Faxi 7 !9-523-4820

Boulder - Department of Hous¡ng and Human serv¡ces
PO. Box 471
Boulder, CO 80306

: Phone:303-441-1000; Fax:303-441-1523

Broomfield - Depârtment of Health and Human Serv¡ces

#6 Garden Center
Broomfield, CO 80020
Phone: 7 20-887 -2200; Fax: 303-469-2110

Cheyenne - Department of Human Services

560 West 6th North
PO, Box 146

cheyenne wells, co 808L0
Phonei 7 I9-7 67 -5629; Faxi 7 !9-7 67 -5707

Conejos - Department of Soc¡âlServ¡ces
PO. Box 68

Conejos, CO 8L129
Phone: 719-367-5455; Fa|i.l 7 !9 -37 6-2389

Crowley - Department of Human Services

631. Ma¡n Street, Suite 100

Ordway, CO 81063
Phonet 7 79-267 -3456; Fax]. 7 19-267 -5296
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Denver - Department of Humen Services
1200 Federal Boulevard
Denver, CO 80204
Phonet 7 2O-944-3666t Faxi 720-944-3094

Douglas - Department of Human Services
4400 Castleton Court
Castle Rock, CO 80109
Phone: 303-688-4825 ext. 534L; Fax: 877-285-8988

Elbert - Department of Human Serv¡ces
P,O, Box 924
K¡owa, CO 80117
Phone: 303-621-3149: Faxt 303-62!-0!22

Fremont - Depertment of Human Serv¡ces

172 Justice Center Road

Canon Cìty, CO 81212
Phonei 719-275-2318; taxi 7 f9 -27 5-5206

Garfield - Department of Human Serv¡ces
195 West 14th Street
Rifle, CO 81650
Phone:970-625-5282 ext.3255; FaX]. 97 0-625-287 6

Grand - Department of Social Services
P.O. Box 204
Hot Sulphur Springs, CO 80451
Phone: 970-725-3331; Fax: 970-725-3696

Huerfano - Department of Social Serv¡ces
121 West 6th Street
Walsenburg, CO 8L089
Phonet 719-738-28!0 ext. 110; Fax: 779-738-2549

Jefferson - Department of Human Serv¡ces

900 Jefferson County Parkway
Golden, CO 80401.

Phone: 303-271.-1388; Fax: 303-271-4500
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Lake - Department of Human Services
PO. Box 884
Leadv¡lle, CO 80461
Phoner 719-486-2088t ta¡| 7 L9-486-4L64

Larimer - Department of Human Serv¡ces
L501 Blue Spruce Drive
Fort Collins, CO 80524
Phone: 970-498-6300;Fax; 970-498-6304

' L¡ncoln - Department of Human Services
P.O. Box 37
103 3rd Avenue
Hugo, CO 80821
Phonei 7 79-7 43-2404; tax]. 7 79-7 43-2879

Mesa - Department of Human Serv¡ces
57O 29% Road
Grand Junction, CO 81502
Phoner 970-241-848O: FaXr 97 0-248-2849

M¡neral - Department of Social Serv¡ces
P.O. Box 40
Del Norte, CO 8LL32
Phone: 7L9-657-338!j tax: 7L9-657 -2997

Montezuma - Department of Soc¡al Serv¡ces
109 West Main Street, Room 203
Cortez, CO 81.321.

Phone: 970-565-3769; Fax; 970-565-8526

Morgan - Depertment of Human Serv¡ces
800 East Beaver Avenue
Fort Morgan, CO 80701
Phone: 970-542-353Oj Fax: 970-542-3415

Ouray - Department of Soc¡al Serv¡ces
P.o. Box 530
Ridgway, CO 81432
Pho nei 97 0-626 -2299 : Fax: 97 0-626 -997!
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Phillips - Department of Soc¡âl Services
127 East Denver Street, Suite A
Holyoke, CO 80734
Phoner 970-854-228O; Faxi 97 0-854-3637

Prowers - Department of Humen S€rvices
PO. Box 1L57
Lamar, CO 81052
Phone: 719'336-7486; Fax: 719-336-7198

R¡o Blanco - Department of Human Serv¡ces
345 Market Street

: Meeker, CO 81641
: Phone: 970-878-9640; Faxr. 970-878-4893

Routt - Department of Human Services
P.O. Box772790
Steamboat Springs, CO 80477
Phone: 970-870-553, Faxi 97 O-87 0'5260

Saguache - Department of Social Services
P.O. Box 215

Saguache, CO 81149
Phone: 719-655-2537t Faxt 7 !9-655-0206

San Miguel- Department of Social Services

P.O, Box 96
Telluride, CO 81435
P^oîet 970-728-4417ì Faxt 970-7 28-4412

Summit - Department of Social Services
P.O. gox 869
Frisco, CO 80443
Phone: 970-668-916I; Fax: 970-668-4714

Wash¡ngton - Department of Human Selv¡ces

P.O. Box 395
Akron, CO 80720
P h o n e | 97 O -3 45 -2238 t t ax: I 7 o -3 45 - 2237

I

I

I

I

I
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Agent An agent represents a health insurer and offers their policies to consumers. TheV are generâlly
either employed directly by an insurer or contracted by them to market their plans. Agents êre
fam¡liar w¡th the features of the plans the¡r company sells and can prov¡de expert and deta¡led
answers to your questions about those polic¡es.

Appeal A request for your health ¡nsurer or plan to review a decision or a grievance aga¡n,

Author¡zed Representative An Authorized Representatìve ¡s either a person or an organization that you trust and let fill
out your appl¡cation, talk about this applicatjon w¡th us, see your ¡nformatìon, get ¡nformation
about your application, and sign your appl¡cation on your behalf An Authorized Representative
also takes legal respons¡bility for the ¡nformation provided in this application. lf an Authorized
Representative ¡s a person, they must be 18 or older. An Authorized Representative is NOI an
Agent/Broker, Health Coverage Gu¡de, or a Certified Applicatìon Counselor,

Broker A broker offers policies from several insurers that they are contracted to represent. Brokers can
prov¡de ass¡stance ¡n comparing the rates and benefits of health plans from several companies.
An exper¡enced broker can provide expert and detailed ¡nformation on plan spec¡fic features
and limitations of various policies.

ch¡ld Health Plan Prus (cHP+) CHP+ is public health insurance for ch¡ldren and pregnant women who earn too much
to qualify for Health First Colorado, but cannot afford private health ¡nsurance. For more
informatìon on CHP+ go to CHPPfus.orp.

Also referred to as the Marketplace. Connect for Health Colorado'" offers ind¡vìduals, families
and small businesses an onl¡ne marketplace for health insurance and exclusive access to up-
front financ¡al ass¡stance, based on ¡ncome, to reduce costs. Customers can shop through a

website and get expert help in person and over the phone from a network of customer serv¡ce
professionals, including Customer Service Center Representatives, Health Coverage Guides
and certified health insurance agents and brokers. The Marketplace ¡s a non-profit entity
establ¡shed bv a 2011 state law.

Connect for Health Colorado

A deduction is an amountyou can take offofthe total amountyou earn (gross income). Common
deductions include al¡mony and student loan ¡nterest. We do not need you to tell us about things
like charitable contributions or home mortgage interest, For additional ìnformation, visit the IRS

website at httÞ://www.irs.sov/taxtopics/tc450,html.

Deductions
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Dependent A ch¡ld or other ¡nd¡vidual for whom a parent, relative, or other person may claim a
personal exemption têx deductìon.

D¡v¡dend/lnterest The charge for the use of borrowed money. lnterest you get from a bank or div¡dends
from a stock you own are examples of investment income, which you should tell us

about if you apply for help pay¡ng for health coverage.

The EPSDT benefit prov¡des
treatment care services for

comprehens¡ve and preventive health diagnostic and
children (ages 0-20) who qual¡fy for Health First Colorado.

Eerly and Period¡c Screen¡ng,
D¡agnostic and Treatment (EPSDT)

Exceptional C¡rcumstânces lf you have been a victim of domestic violence and are still marr¡ed to the perpetrator
but will not be able to file a joint tax return, please enter how you plan to file as

e¡ther Head of Household or as Married F¡lìng SeparatelY. Also mark the Exceptional
C¡rcumstances check box ¡n the app¡ication,

Federãl lncoñe Tãx Return lncome tax return ìs a document you file with the lnternal Revenue Service or the
state tax board reporting your income, profits and losses of your business and other
deductions as well as details about your tax refund or tax liabil¡ty. A 1040 form ¡s an
example of a federal ¡ncome tax return,

Gross pay/lncome Profits before taxes, deductions, or expenses are paid.

Health Coverage Gu¡des Health Coverage Guides are certified by Connect for Health Colorado to assist customers
wìth applying for health coverage and financial assistance programs that help reduce
health ¡nsurance costs. They also help customers to understand coverage options and
prov¡de unbiased assistance in shopping for and selecting health plans.

A contrêct that requires your health ¡nsurer to pay some or all of your health care costs
in exchange for a prem¡um.
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A demand for money to pay for damages you have suffered due to an ìnjury.
Damages ¡s the sum of money the law ¡mposes to compensate the injured party for
their loss or injury. lnsurance claims, court filings and cr¡m¡nal charges aga¡nst the
¡ndividual you believe caused the injury are examples of legal claìms.

Legal Cla¡m

M¡n¡mum Value Standard A health plan meets this standard if it is designed to pay at least 60% of the total cost
of medical services for a standard population. Starting in 2014, ìndividuals offered
employer-sponsored coverage that prov¡des minimum value and that is affordable
w¡ll not be eligible for a prem¡um tax credit.

ls an onl¡ne benefits portalwhere coloradans can apply and manage the¡r public
benefits including food, cash and medical assistance.

PEAK (colorado Program El¡g¡bility
and Application Kitl

Spouse A marr¡age partner such as a husband or w¡fe,

A health care program for active-duty and retired uniformed services members and
their famil¡es.

Health care programs operated by the United States Department of Veterans Affa¡rs
for elig¡ble veterans.

Veterans Affa¡rs (VA) Health Care Benefits
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