Table of Contents

State/Territory Name: Alabama
State Plan Amendment (SPA) #: AL-14-0018

This file contains the following documents in the order listed:

1) Approval Letter
2) Approved SPA Pages
3) SPA Summary Form

The complete title XXI state plan for Alabama consists of the most recent state plan posted on Medicaid.gov
under CHIP and State Plan Amendments. The link is provided below. The following approved templates are in
addition to, or replace sections of the state’s posted current state plan. The attached approval letter(s) explain
how these templates fit into that state plan.

Link to state title XXI state plans and amendments: XXI state plans and amendments:
http://medicaid.gov/chip/state-program-information/chipstate-
program-information.html



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop: S1-01-16

Baltimore, Maryland 21244-1850 CENTER FOR MEDICAID & CHIF SERVICES

Children and Adults Health Programs Group

0CT 2 9 201

Ms. Cathy Caldwell

Director, Bureau of Children's Health Insurance
P.O. Box 303017

Montgomery, AL 36130-3017

Dear Ms. Caldwell:

I am pleased to inform you that the Centers for Medicare & Medicaid Services (CMS) has
approved Alabama’s Children’s Health Insurance Program (CHIP) state plan amendment (SPA),
AL-14-0018 submitted on April 8, 2014. This SPA incorporates the Modified Adjusted Gross
Income (MAGI)-based eligibility process requirements in accordance with the Affordable Care
Act. The effective date of this SPA is October 1, 2013. The approval of AL-14-0018 includes
full approval of your state’s alternative single streamlined online and paper applications.

Enclosed is a copy of the following state plan pages and attachments to be incorporated within a
separate section at the end of Alabama’s approved state plan:

e Template CS24 — Separate Child Health Insurance Program
e Attachment 1 —Alternative single, streamlined paper application
e Attachment 2 — Alternative single, streamlined online application

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

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

The CMS appreciates the significant amount of work your staff dedicated to preparing this State
Plan Amendment. Your title XXI project officer is Ms. LaVern Baty. She is available to answer
questions concerning this amendment and other CHIP-related issues.

Ms. Baty’s contact information is as follows:

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) 786-5480

Facsimile: (410) 786-5882

E-mail: Lavern.Baty@cms.hhs.gov



Page 2 — Ms. Cathy Caldwell

Official communications regarding program matters should be sent simultaneously to Ms. Baty
and Ms. Jackie Glaze, Associate Regional Administrator, in our Atlanta Regional Office. Ms.
Glaze’s address is:

Office of the Regional Administrator
Atlanta Federal Center

61 Forsyth Street, SW, Suite 4T20
Atlanta, Georgia 30303-8909

If you have additional questions, please contact Ms. Kelly Whitener, Director, Division of State
Coverage Programs at 410-786-0719.

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

Eliot Fishman
Director

Enclosure

cc: Ms. Jackie Glaze, ARA, CMS Atlanta Region



CCMS CHIP Eligibility

OMB Control Number: 0938-1148
Expiration date: 10/31/2014

2102(b)}3) & 2107(e)(1)(0) of the SSA and 42 CFR 457, subpart C

The CHIP Agency meets all of the requirements of 42 CFR 457, subpart C for application processing. eligibiiity' screening and
enrollment,

¥

Application Processing

Indicate which application the agency uses for individuals apply ing for coverage who may be eligible based on the applicable
modified adjusted gross income standard:

0 The single, streamlined application developed by the Secretary in accordance with section 1413(b)(1)(A) of the Affordable
Care Act.

An alternative single. stream lined application developed by the state and approved by the Secretary in accordance with
section 1413(b)(1)(B) of the Affordable Care Act.

X

An alternative application used to apply for multiple human service programs approved by the Secretary, provided that the
7] agency makes readily available the single or alternative application used only for insurance affordability programs to
individuals secking assistance only through such programs.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via
the internet website described in CF R 457.340(a), by telephone, via mail, in person and other commonly available electronic means.

The agency accepts applications in the following other electronic means.

Other electronic means:

Name of method Description

Facsimile FAX transmissions of applications to established
numbers

Screen and Enroll Process

The CHIP Agency has coordinated eligibility and enroliment screening procedures in place that are applied at time of initial
application, periodic redeterminations, and follow-up eligibility determinations. The procedures ensure that only targeted low-

income children are provided CHIP coverage and that enrollment is facilitated for applicants found to be potentially eligible for
other insurance affordability programs.

Procedures include:
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fCMS CHIP Eligibility

Screening of application to identify all individuals eligible or potentially eligible for CHIP or other insurance affordability
L programs; and

ol Income eligibility test, with calculation of household income consistent with 42 CFR 457.315 for individuals identified as
potentially eligible for Medicaid or other insurance affordability progrants based on household income; and

il Screening process for individuals who may qualify for Medicaid on a basis other than having household income at or below the

applicable MAGI standard, based on information in the single streamlined application. ,
i

The CHIP agency has entered into an arrangement with the Exchange to make eﬁgibility determinations for advanced Yes
premium tax credits in accordanee with section 1943(b)(2) of the SSA.

Redetermination Processing

il Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross
income standard are performed as follows, consistent with 42 CFR 457.343:

. [@] Once every 12 months.

Without requiring information from the individual if able to do so based on reliable information contained in the individual's
account or other more current information available to the agency.

If the agency cannot determine eligibility solely on the basis of the information available to it, or otherwise needs additional

[W] information to complete the redetermination, it provides the individual with a pre-populated renewal form containing the
information already available.

Screening by Other Insurance 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 of 42

| CFR 457.348(b) and to determine eligibility in accordance with 42 CFR 457.340 in the same manner as if the application had
been submitted directly to, and processed by the state.

© 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 of 42
2l CER 457.340 to the same extent and in the same manner as if the applicant had been determined by the state to be eligible for
CHIP. ’
Check all types of agencies that apply:
The Exchange
Medicaid
7] Other agency administering insurance affordability programs

The CHIP Agency has entered into an agreement with agencies administering other insurance affordability programs to fulfill the
requirements of 457.348(b) and will provide this agreement to the Secretary upon request.

SPA# AL-14-0018-MC4 Approval Date: OCT 2 9 2014 Effective Date: October 1, 2013
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CHIP Eligibility

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this informagion collection is 0938-1148. The time required to complcte
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. If you 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 Reports Clearance

Officer. Mail Stop C4-26-05. Baltimore., Maryland 21244-1850. N
V.20130709

SPA# AL-14-0018-MC4 Approval Date: QCT 2 9 2014 Effective Date: October 1, 2013
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APPLY ON-LINE at
InsureAlabama.org

ALK ids

Children's Health insurance Program

//( Hediith Insurance
Markstplace

Application for Health Coverage & Help Paying Costs

Use this * Affordable private health insurance plans that offer comprehensive coverage
. . to help you stay well
application . : , ,
* Anew tax credit that can immediately help pay your premiums for
to see what health coverage
coverage choices - Free or low-cost insurance from Alabama Medicaid or ALL Kids.
you quaﬁfy for You may qualify for a free or low-cost program even if you earn as much

as $94,000 a year (for a family of 4).

@ Who can use this - Usethisapplication to apply for anyone in your family.
applicaticn? . Apply even if you or your child already has health coverage. You could be
eligible for lower-cost or free coverage.
+ Ifyou're single, you may be able to use a short form.
If you do not need help with cost, go to HealthCare.gov.
+ Families that include immigrants can apply. You can apply for your child even
if you aren't eligible for coverage. Applying won't affect your immigration
status or chances of becoming a permanent resident or citizen.

+  If someone is helping you fill out this application, you may need to complete
Appendix C.

What you may *  Social Security Numbers (or document numbers for any legal immigrants who

need insurance)
need to appiy + Employer and income information for everyone in your family (for example,

from paystubs, W-2 forms, or wage and tax statements)
» Policy numbers for any current health insurance
+  Information about any job-related health insurance available to your family

THINGS TO KNOW

Why do we We ask about income and other information to let you know what coverage
ask for this you qualify for and if you can get any help paying for it. We'll keep all the

. information you provide private and secure, as required by law. To view the
information? Privacy Act Statement, go to HealthCare.gov/placeholder.

What ha ppens Send your complete, signe:d application to the address on page 11. .
next? if you don't have all the information we ask for, sign and submit

your application anyway. We'll follow-up with you. You'll get instructions on the
next steps to complete your health coverage. If you don’t hear from us,

call the Alabama Medicaid Agency at 1-800-362-1504 or call ALL Kids at
1-888-373-KIiDS (5437). Filling out this application doesn't mean you have to buy
health coverage.

MNEED HELP WITH YOUR APPLICATION? Ifyou have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.



E i a l:. Tell us about yourself.

(We need one adult in the family to be the contact person for your application.)

1. First name, Middle name, Last name, & Suffix

2. Mailing address 3. Apartment or suite number

4. City 5. State 6. ZIP code 7. County

8. Home address (if different from mailing address) 9. Apartment or suite number

10. City 11. State 12. ZIP code 13. County

14. Phone number 15. Other phone number
( ) - () -

16. Do you want to get information by email? [ JYes []No

Email address:

17. What is your preferred spoken or written language (if not English)?

18. Marital Status: (Married, Divorced, Separated, Single, Widowed) CIRCLE ONE

m Tell us about your family.

Who do you need to include on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return.
(You don't need to file taxes to get health coverage).

DO Include: ’ You DON'T have to include:
*  Yourself * Your unmarried partner who doesn’t need health coverage
»  Your spouse * Your unmarried partner’s children
+ Your children under 21 who live with you * Your parents who live with you, but file their own tax return
*  Your unmarried partner who needs health coverage (if you're over 21)
»  Anyone you include on your tax return, even if they don't * Other adult relatives who file their own tax return
live with you
+ Anyone else under 21 who you take care of and lives
with you

The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes.
This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other adults and children. if you have more
people in your family, you'll need to make a copy of the pages and attach them. You don’t need to provide immigration
status or a Social Security Number (SSN) for family members who don’t need health coverage. We'll keep all the information you
provide private and secure as required by law. We'll use personal information only to check if you're eligible for health coverage.

NEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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YAl o 3 Yo\ N I (Start with yourself)

Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you file
one. See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live with you.

1. First name, Middle name, Last name, & Suffix 2. Relationship to you?
SELF

3. Date of birth (mm/dd/yyyy) 4.Sex [ IMale [JFemale

5. Social Security Number(SSN) ... - ____ -

We need this if you want health coverage and have an SSN. Providing your SSN can be helpful if you don't want health coverage too
since it can speed up the application process. We use SSNs to check income and other information to see who's eligible for help with health
coverage costs. If someone wants help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-800-325-0778.

6. Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[ YEs. If yes, please answer questions a~c. (I NO. If no, skip to question c.
a. Will you file jointly with a spouse? [JYes [ JNo

If yes, name of spouse:

b. Will you claim any dependents on your tax return? [ JYes [[JNo
If yes, list name(s) of dependents:

¢. Will you be claimed as a dependent on someone’s tax return? [_]Yes [JNo
If yes, please list the name of the tax filer:

How are you related to the tax filer?

7. Are you pregnant? [JYes [JNo a. If Yes, how many babies are expected duringthispregnancy? _____~ Due Date:

Females Ages 19-55 May be eligible for Family Planning (Birth Control) Services. (NOTE: You will not be eligible for this program if you have had
your tubes tied, been sterilized, or are on Medicare) Do you want to apply for or continue to receive Family Planning? []Yes [MNo

If you are interested in applying for WIC (for pregnant or breast-feeding women and children under age five) you can apply at your local County
Health Department.

8. Do you need health coverage? (Even if you have insurance, there might be a program with better coverage or lower costs).

(7 YES. If yes, answer all the questions below. 0 (] No. If no, SKIP to the income questions on page 3. c
Leave the rest of this page blank.

9. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? [lYes [JNo

10. Are you a U.S. citizen or U.S. national? []Yes [ JNo If No, Answer #11
11. fyou aren't a U.S. citizen or U.S. national, do you have eligible immigration status?
[ Yes. Fill in your document type and ID number below.

a. Immigration document type b. Document ID number

¢. Have you lived in the U.S. since 1996? []Yes [ JNo d. Are you, or your spouse or parent a veteran or an active-duty
member of the U.S. military? []Yes []No

12. Do you want help paying for medical bills from the last three months? []Yes [ JNo

13. Do you live with at least one child under the age of 19, and are you the main person taking care of this child? [ ]Yes [JNo

14. Are you a full-time student? [JYes [INo 15. Were you in foster care at age 18 or older? [_JYes [JNo

16. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
[IMexican [_]Mexican American []Chicano/a []Puerto Rican []JCuban [JOther

17. Race (OPTIONAL—check all that apply.)

[J white [L] American Indian or Alaska [] Filipino [J vietnamese [J Guamanian or Chamorro
[] slack or African Native [ Japanese [] other Asian [J samoan
American ] Asian Indian [] Korean [] Native Hawaiian [] other Pacific Islander
[J chinese ] other

MNEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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1A S oL\ (Continue with yourself)

Current Job & Income information

[J Employed [ Not employed [ Self-employed
If you're currently employed, tell us Skip to question 28. Skip to question 27.
about your income. Start with question
18.

CURRENT JOB 1:
18. Employer name and address 19. Employer phone number
20. Wages/tips (before taxes) [JHourly [JWeekly [JEvery2weeks []Twice amonth [IMonthly []Yearly

$
21. Average hours worked each WEEK

CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.)
22. Employer name and address 23. Employer phone number
24. Wages/tips (before taxes) [ JHourly [JWeekly [JEvery2weeks []Twice amonth [IMonthly []Yearly

$
25. Average hours worked each WEEK

26. In the past year, did you: [] Change jobs [_]Stop working [ Start working fewer hours [] None of these

27. If self-employed, answer the following questions:

a. Type of work b. How much net income (profits once business expenses are
paid) will you get from this self-employment this month?

$

28. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security Income (SSi).
[INone

(] Unemployment $ How often? (] Net farming/fishing $__ _ Howoften?
] Pensions $ How often? [C] Net rental/royalty $___ Howoften?
[ Social Security $ How often? [J other income $__ Howoften?
[JRetirement accounts ~ $ How often? __ Type:

] Alimony received $ How often?

29. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.

If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage
a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).
[ Alimony paid $_ Howoften?____________ [ other deductions $____ Howoften?
[Jstudent loan interest $________ Howoften? ____ Type:

30. YEARLY INCOME: complete only if your income changes from month to month.
if you don’'t expect changes to your monthly income, skip to the next person. °

Your total income this year Your total income next year (if you think it will be different)

$ $
THANKS! This is all we need to know about you.

NEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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STEP 2: PERSON 2

Complete Step 2 for yourself, your spouse/partner, and children who live with you and/or anyone on your same federal income tax return if you
file one. See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live
with you.

1. First name, Middle name, Last name, & SUffix 2. Relationship to you?

3. Date of birth (mm/dd/yyyy) 4.Sex [IMale []Female

5. Social Security number (SSNy __ - ___-__
We need this if you want health coverage and have an SSN.

6. Does PERSON 2 live at the same address as you? [_]Yes [ ]No
If no, list address:

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[JYES. if yes, please answer questions a-c. I NO. If no, skip to question c.

a. Will PERSON 2 file jointly with a spouse? []Yes [ ]No
If yes, name of spouse:

b. Will PERSON 2 claim any dependents on his or her tax return? [ ]Yes [ INo
If yes, list name(s) of dependents:

¢. Will PERSON 2 be claimed as a dependent on someone’s tax return? [_1Yes [_JNo
If yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer? .
8. Is PERSON 2 pregnant? Yes No (circle one) a. If yes, how many babies are expected? Due Date:
Females Ages 19-55 May be eligible for Family Planning (Birth Control) Services. (NOTE: You will not be eligible for this program if you have had
your tubes tied, been sterilized, or are on Medicare) Do you want to apply for or continue to receive Family Planning? [dYes [INo
If you are interested in applying for WIC (for pregnant or breast-feeding women and children under age five) you can apply at your local County
Health Department.
9. Does PERSON 2 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)

O ves. if yes, answer all the questions below. o [J NO. If no, SKIP to the income guestions on page 5. Q
Leave the rest of this page blank.

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? [ ]Yes [INo

11. Is PERSON 2 a U.S. citizen or U.S. national? [ ]Yes [[JNo If No, Answer #12

12. If PERSON 2 isn’t a U.S. citizen or U.S. national, do they have eligible immigration status?
(1 Yes. Fill in their document type and ID number below.

a. Document type b. Document {D number
¢.'Has PERSON 2 lived in the U.S. since 19962 [ _]Yes [_]No d. Is PERSON 2, or their spouse or parent a veteran or an active-
) duty member in the U.S. military? [JYes []No
13. Does PERSON 2 want help paying for 14. Does PERSON 2 live with at least one child under |15. Was PERSON 2 in foster care at age
medical bills from the last 3 months? the age of 19, and are they the main person 18 or older?
Cves [INo taking care of this child? [dyes [INo
[JYes [1No

Please answer the following questions if PERSON 2 is 22 or younger;

16. Did PERSON 2 have insurance through ajob and lose it within the past 3 months? []Yes [INo
aif yes, end.date: b.:Reasori the insurance ehded:

17.1s PERSON 2 a full-time student? []Yes [INo

18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)

[IMexican []Mexican American []Chicano/a []PuertoRican [JCuban []Other

19. Race (OPTIONAL—check all that apply.)

[J white [ American Indian or Alaska [] Filipino [ vietnamese [ Guamanian or Chamorro
(] Black or African Native [ japanese [] other Asian [ samoan
American [ Asian Indian [l Korean ] Native Hawaiian [J other Pacific Islander
[J Chinese [ Other

Now, teli us about any income from PERSON 2 on the back.
NEED HELP WITH YOUR APPLICATION? if you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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YR Y e\ Al Continue with person 2

Current Job & Income Information

] Employed ] Not employed [ self-employed
If you're currently employed, tell us Skip to question 30. Skip to question 29.
about your income. Start with question
20.

CURRENT JOB 1:

20. Employer name and address 21. Employer phone number
22. Wages/tips (before taxes) [ JHourly [Jweekly [JEvery2weeks [JTwice amonth [JMonthly []Yearly

$

23. Average hours worked each WEEK

CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.)
24. Employer name and address 25. Employer phone number

26. Wages/tips (before taxes) [dHourly [Jweekly [JEvery2weeks []Twiceamonth [IMonthly [JYearly

$
27. Average hours worked each WEEK

28. In the past year, did PERSON 2: [] Change jobs [_] Stop working [] Start working fewer hours [J None of these

29. If self-employed, answer the following questions:

a. Type of work b. How much net income (profits once business expenses are
paid) will you get from this self-employment this month?

$

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security Income (SSI).
[ None

[J unemployment $ How often? ] Net farming/fishing $__ . Howoften?
[ Pensions $ How often? [J Net rental/royalty $_ Howoften?
] Social Security $ Howoften?________ []Otherincome $  Howoften?
[ Retirement accounts ~ $ Howoften? Type:

] Alimony received $ How often?

31. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.

If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 29b).

[J Alimony paid $_.___ Howoften?____ [] other deductions $__ Howoften?
[Ostudentloan interest $___ Howoften?____ Type:

32. YEARLY INCOME: Complete only if PERSON 2's income changes from month to month.
If you don’t expect changes to PERSON 2’s monthly income, add another person or skip to the next section.

PERSON 2's total income this year PERSON 2's total income next year (if you think it will be different)
$ $

THANKS! This is all we need to know about PERSON 2.

if you have more people to include, make a copy of Step 2: Person 2 (pages 4 and 5) and complete.

NEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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STEP 2: PERSON 3

Complete Step 2 for yourself, your spouse/partner, and children who live with you and/or anyone on your same federal income tax return if you
file one. See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live
with you.

1. First name, Middle name, Last name, & Suffix 2. Relationship to you?

3. Date of birth (mm/dd/yyyy) 4. Sex [IMale []Female

5. Social Security number(SSN) - -
We need this if you want health coverage and have an SSN.
6. Does PERSON 3 live at the same address as you? [ ]Yes [INo

If no, list address:

7. Does PERSON 3 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

[ YES. If yes, please answer questions a—c. [CINO. If no, skip to question c.

a. Will PERSON 3 file jointly with a spouse? []Yes [JNo
If yes, name of spouse:

b. Will PERSON 3 claim any dependents on his or her tax return? [} Yes [JNo
If yes, list name(s) of dependents:

¢. Will PERSON 3 be claimed as a dependent on someone's tax return? [ 1Yes [ JNo
If yes, please list the name of the tax filer:
How is PERSON 3 related to the tax filer? .
8. Is PERSON 3 pregnant? Yes No (circle one) a. If yes, how many babies are expected? Due Date:
Females Ages 19-55 May be eligible for Family Planning (Birth Control) Services. (NOTE: You will not be eligible for this program if you have had
your tubes tied, been sterilized, or are on Medicare) Do you want to apply for or continue to receive Family Planning? Yes [INo
If you are interested in applying for WIC (for pregnant or breast-feeding women and children under age five) you can apply at your local County
Health Department.

9. Does PERSON 3 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)

O ves. ¥ yes, answer all the questions below. 0 [ NO. If no, SKIP to the income questions on page 5. e
Leave the rest of this page blank.

10. Does PERSON 3 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? [JYes [[JNo
11. Is PERSON 3 a U.S. citizen or U.S. national? [ ]Yes [[INo If No, Answer #12
12. If PERSON 3 isn’t a U.S. citizen or U.S. national, do they have eligible immigration status?
[ Yes. Fill in their document type and ID number befow.
a. Document type b. Document 1D number
c. Has PERSON 2 lived in the U.S. since 19967 []Yes []No d. Is PERSON 3, or their spouse or parent a veteran or an active-
duty member in the U.S. military? [1Yes [1No

13. Does PERSON 3 want help paying for 14. Does PERSON 3 live with at least one child under |15. Was PERSON 3 in foster care at age
medical bills from the last 3 months? the age of 19, and are they the main person 18 or older?
Oves [INo taking care of this child? [Yes [No
g Yes g No

Please answer the following questions if PERSON 3 is 22 or younger:

16. Did:PERSON 3 have insurance:through a job and lose it within the past 3'months? [ ]Yes [ [JNo
a.lfyes;end date: i b. Reason the insurance ended:

17. Is PERSON 3 a full-time student? [JYes [INo

18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)

[JMexican [JMexican American []Chicano/a [JPuerto Rican [JCuban []Other

19. Race (OPTIONAL—check all that apply.)

[] white [l American Indian or Alaska [] Filipino [ vietnamese [ Guamanian or Chamorro
[ Black or African Native [ Japanese [] other Asian [J samoan
American [ Asian Indian [J Korean [] Native Hawaiian [] Other Pacific Islander
[] Chinese [ other

Now, tell us about any income from PERSON 3 on the back. Q

NEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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YR MY IOl ICIl Continue with person 3

Current Job & Income Information

] Employed [0 Not employed (] self-employed
If Person 3 is currently employed, Skip to question 30. Skip to question 29.
tell us about your income. Start with
guestion 20.

CURRENT JOB 1:
20. Employer name and address

21. Employer phone number

22. Wages/tips (before taxes) [JHourly [JWeekly [JEvery2weeks []Twice amonth [IMonthly []Yearly
$

23. Average hours worked each WEEK

CURRENT JOB 2: (if Person 3 has more jobs and need more space, attach another sheet of paper.)
24. Employer name and address 25. Employer phone number

26. Wages/tips (before taxes) [JHourly [Jweekly [JEvery2weeks [JTwiceamonth [IMonthly [Yearly
$

27. Average hours worked each WEEK

28. In the past year, did PERSON 3: [] Change jobs [] Stop working [_] Start working fewer hours [_] None of these

29. If self-employed, answer the following questions:

a. Type of work b. How much net income (profits once business expenses are
paid) will you get from this self-employment this month?

$

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security Income (SSI).
[ None

] Unemployment $ How often? (] Net farming/fishing $ — Howoften?
] Pensions $ How often? [] Net rental/royalty $__ Howoften?
[ social Security $ Howoften2__ [ ]Otherincome $ — Howoften?
[ Retirement accounts ~ $ Howoften? Type:

{0 Atimony received $ How often?

31. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.

If PERSON 3 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 29b).

(1 Alimony paid $___  Howoften? [ other deductions $__ Howoften?
[Jstudentloaninterest $__ Howoften? Type:

32. YEARLY INCOME: complete only if PERSON 3's income changes from month to month.
If you don’t expect changes to PERSON 3’s monthly income, add another person or skip to the next section.
PERSON 3's total income this year PERSON 3's total income next year (if you think it will be different)

$ $

THANKS! This is all we need to know about PERSON 3.

If you have more people to include, make a copy of Step 2: Person 2 (pages 4 and 5) and complete.

NEED HELP WITH YOUR APPLICATION? if you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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STEP 2: PERSON 4

Complete Step 2 for yourself, your spouse/partner, and children who live with you and/or anyone on your same federal income tax return if you

file one. See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live
with you.

1. First name, Middle name, Last name, & Suffix 2. Relationship to you?

3. Date of birth (mm/dd/yyyy) 4.5ex [IMale []Female

5. Social Security number(SSN) -~ -
We need this if you want health coverage and have an SSN.
6. Does PERSON 4 live at the same address as you? [ JYes [JNo
If no, list address:
7. Does PERSON 4 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)
[T YES. If yes, please answer questions a-c. [INO. If no, skip to question c.

a. Will PERSON 4 fife jointly with a spouse? []Yes [JNo
If yes, name of spouse:

b. Will PERSON 4 claim any dependents on his or her tax return? [ JYes [ JNo
If yes, list name(s) of dependents:

¢. Will PERSON 4 be claimed as a dependent on someone’s tax return? [_]Yes [JNo
If yes, please list the name of the tax filer:
How is PERSON 3 related to the tax filer?
8. Is PERSON 4 pregnant? Yes No (circle one) a. If yes, how many babies are expected? Due Date:
Females Ages 19-55 May be eligible for Family Planning (Birth Control) Services. (NOTE: You will not be eligible for this program if you have had
your tubes tied, been sterilized, or are on Medicare) Do you want to apply for or continue to receive Family Planning? [Jves (ONo
if you are interested in applying for WIC (for pregnant or breast-feeding women and children under age five) you can apply at your local County
Health Department.
9. Does PERSON 4 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)

[ YEs. It yes, answer all the questions below. 0 ] NoO. If no, SKIP to the income guestions on page 5. Q
Leave the rest of this page blank.

10. Does PERSON 4 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? []Yes [ ]No

11. |s PERSON 4 a U.S. citizen or U.S. national? [ ]Yes [[INo If No, Answer #12

12. 1f PERSON 4 isn't a U.S. citizen or U.S. national, do they have eligible immigration status?
[ Yes. Fill in their document type and ID number below.

a. Document type b. Document ID number
¢. Has PERSON 4 lived in the U.S. since 19967 [ ]Yes [JNo d. Is PERSON 4, or their spouse or parent a veteran or an active-
duty member in the U.S. military? [JYes [JNo
13. Does PERSON 4 want help paying for 14. Does PERSON 4 live with at least one child under |15. Was PERSON 4 in foster care at age
medical bills from the last 3 months? the age of 19, and are they the main person 18 or older?
Cyes [INo taking care of this child? Oves [INo
g Yes [ ]No

Please answer the following:questions if PERSON 3:is: 22_or younger:

16. Did PERSON 4 have insurance through a;job and lose it within the-past:3 months? []Yes [ INo
a. lf yes, end date; . b.‘Reason the insurance ended:

17. Is PERSON 4 a full-time student? []Yes' [[INo )

18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)

[OMexican [JMexican American [JChicano/a []Puerto Rican [JCuban [JOther

19. Race (OPTIONAL—check all that apply.)

(] white [ American Indian or Alaska [] Filipino [ vietnamese [ Guamanian or Chamorro
[J Black or African Native [7] japanese [0 other Asian [] samoan
American [L] Asian Indian [] Korean [J Native Hawaiian [] Other Pacific Islander
[] Chinese [] other

Now, tell us about any income from PERSON 4 on the back. @

NEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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YR ST o ]\ R' 3 Continue with person 4

Current Job & Income Information

(1 Employed 0 Not employed O self-employed
If Person 4 is currently employed, Skip to question 30. Skip to question 29,
tell us about your income. Start with
question 20.

CURRENT jJOB 1:
20. Employer name and address

21. Employer phone number

22. Wages/tips (before taxes) [ JHourly [JWeekly [JEvery2weeks []Twice amonth [JMonthly [JYearly
$

23. Average hours worked each WEEK

CURRENT JOB 2: (if Person 4 has more jobs and need more space, attach another sheet of paper.)
24. Employer name and address

25. Employer phone number

26. Wages/tips (before taxes) [ JHourly [JWeekly [JEvery2weeks []Twice amonth [IMonthly [JYearly

$
27. Average hours worked each WEEK

28. In the past year, did PERSON 4: [] Change jobs [ ] Stop working [] Start working fewer hours [] None of these

29. If self-employed, answer the following questions:
a. Type of work b. How much net income (profits once business expenses are

paid) will you get from this self-employment this month?

$

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
NOTE: You don't need to tell us about child support, veteran’'s payment, or Supplemental Security Income (SSI).
[ None

] Unemployment $ How often? (] Net farming/fishing  $______ How often?
[ Pensions $ How often? [ Net rental/royalty $__ Howoften?
[ social Security $ Howoften?___ [JoOtherincome $.— How often?
[J Retirement accounts ~ $ Howoften? Type:

[ Alimony received $ How often?

31. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.

If PERSON 4 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn'tinclude a cost that you already considered in your answer to net self-employment (question 29b).

J Alimony paid $__ Howoften? [[J other deductions $__ Howoften?
[Jstudentloaninterest $____ Howoften? Type:

32. YEARLY INCOME: complete only if PERSON 2's income changes from month to month.
If you don’t expect changes to PERSON 4's monthly income, add another person or skip to the next section.
PERSON 4's total income this year PERSON 4's total income next year (if you think it will be different)

$ $

THANKS! This is all we need to know about PERSON 4.

If you have more people to include, make a copy of Step 2: Person 2 (pages 4 and 5) and complete.

MNEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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American Indian or Alaska Native (Al/AN) family member(s)

1. Are you or is anyone in your family American Indian or Alaska Native?
C1Hf No, skip to Step 4.
[]Yes. If yes, Be sure to complete Appendix B.

Your Family’'s Health Coverage

Answer these questions for anyone who needs health coverage.

1. Is anyone enrolled in health coverage now from the following?
L1 YES. If yes, check the type of coverage and write the person(sy name(s) next to the coverage they have. [} NO.

O Mmedicaid

& Employer insurance
O cHip Name of health insurance:
[ Medicare Policy number:
Is this COBRA coverage? [_1Yes []No
Is this a retiree health plan? [ ] Yes [JNo
O other
] VA health care programs Name of health insurance:
Policy number:

] TRICARE (Don't check if you have direct care or Line of Duty)

O peace Corps

Is this a limited-benefit plan (like a school accident policy)?
[Jves [INo
2. Is anyone listed on this application offered health coverage from a job? Check yes even if the coverage is from someone else’s job,
such as a parent or spouse.
[T YES. If yes, you'll need to complete and include Appendix A. Is this a state employee benefit plan? [[] Yes [] No
[CINO. If no, continue to Step 5.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1191. The time required to complete this information collection is estimated to average [Insert
Time (hours or minutes)] per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review
the information collection. If you 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 Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

NEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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m Read & sign this application.

* I'msigning this application under penalty of perjury which means I've provided true answers to all the questions on this
form to the best of my knowledge. | know that | may be subject to penalties under federal law if | provide false and or untrue
information.

° lknow that I must tell the Health Insurance Marketplace if anything changes (and is different than) what | wrote on this
application. | can visit HealthCare.gov or call 1-800-318-2596 to report any changes. | understand that a change in my
information could affect the eligibility for member(s) of my household.

* I'know that under federal law, discrimination isn't permitted on the basis of race, color, national origin, sex, age, sexual
orientation, gender identity, or disability. | can file a complaint of discrimination by visiting www.hhs.gov/ocr/office/file.

» I confirm that no one applying for health insurance on this application is incarcerated (detained or jailed). If not,

is incarcerated.

(name of person)

We need this information to check your eligibility for help paying for health coverage if you choose to apply. We'll check your
answers using information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the
Department of Homeland Security, and/or a consumer reporting agency. If the information doesn’t match, we may ask you to
send us proof.

If anyone on this application is eligible for Medicaid

* lam giving to the Medicaid agency our rights to pursue and get any money from other health insurance, legal settlements, or
other third parties. | am also giving to the Medicaid agency rights to pursue and get medical support from a spouse or parent.

« Does any child on this application have a parent living outside of the home? [JYes [INo

* Ifyes, I know | will be asked to cooperate with the agency that collects medical support from an absent parent. If | think that
cooperating to coliect medical support will harm me or my children, | can tell Medicaid and | may not have to cooperate.

My right to appeal

If | think the Health Insurance Marketplace or Medicaid/Children’s Health Insurance Program (CHIP) has made a mistake, | can
appeal its decision. To appeal means to tell someone at the Health Insurance Marketplace or Medicaid/CHIP that | think the
action is wrong, and ask for a fair review of the action. | know that I can find out how to appeal by contacting the Marketplace
at 1-800-318-2596. | know that | can be represented in the process by someone other than myself. My eligibility and other
important information will be explained to me.

Renewal of coverage in future years

To make it easier to determine my eligibility for help paying for health coverage in future years, | agree to allow the Marketplace
to use income data, including information from tax returns. The Marketplace will send me a notice, let me make any changes,
and | can opt out at any time.

Yes, renew my eligibility automatically for the next

15 years (the maximum number of years allowed), or for a shorter number of years:

O4years [d3years [O2 years [J1year [dDon'tuse information from tax returns to renew my coverage.

Sign this application. The person who filled out Step 1 should sign this application. If you're an authorized representative you
may sign here, as long as you have provided the information required in Appendix C.

Signature Date (mm/dd/yyyy)
E I a z, Mail completed application.
Mail your signed application to: If you need assistance from the Health
. Insurance Marketplace you can contact them

ALL Kids Program at Healthcare.gov or by calling the numbers

P.0. Box 304839 listed below.

Montgomery, AL 36130-4839 ,

334-206-3783 (Fax Number) TTY: 1-855-889-4325

If you would like to register to vote, you may complete a voter registration form by going to The Secretary of State
website, www.alabamavotes.gov.

If you do not have the ability to use a computer to complete your voter registration form we can mail you a form.
Please check here ____ to have a form sent to you.

MNEED HELP WITH YOUR APPLICATION? If you have any questions, please call ALL Kids at our toll-free number 1-888-373-KIDS (5437)
Monday through Friday from 7:30 am to 5:00 pm CST to speak to a Customer Service representative. Or you may call the Alabama Medicaid
Agency at 1-800-362-1504. You may also leave a message at anytime or email us at ALLKids@adph.state.al.us.
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1.0 Getting Started

1.1 Login Screen

This is the landing page for the public facing web portal. Applicants will either log in to an existing
account or create a new account.

i, e

# « Reguired Field

& Username:

2
H

* Password:

Forgot your Username or Passweord?

Figure 1: Log in Screen

1.2 Navigation _

As applicants work through entering information into the system they are provided with a menu bar
across the top as well as menu items down the left side of the page. Clicking on any of the section
names will take the applicant to that section should they need to update any information previously -

provi
ded.
0 | Lontact information -
LA we——————— , AlabamaCares
as : . »
. i# Build Your Household
secti
Citizenship Information
ons
Tax Fiter lnformation
are Caretaker Information
start Other Address Information
e d Ethnicity & Race Information
will More About This Housebold
th ey ncame Information:
b e Insurance information

adde
dto
the left menu.




1.3 Welcome Page
Once an applicant creates an account, each time they enter the site they will be provided with a
Welcome Page. The page displayed will depend on where they are in the application process.

a. New Account
For a New Account the Welcome Page provides general information to the applicant they need
to know before beginning the application process. It outlines what they will need to have ready
as well as internet browser requirements.

Iaswe 4
i%}gggm | Aiabamaﬂams‘ |

} Welcome to Alabamacares.Alabama.gov

Jelt ox about yourselt

‘This apphication shoutd take 30 - 45 nes to Onee b ot shonitd have & goudt idea B you amtror your chilideen may be
eligible for any of the programs.
Before you et started...
« twill ber helpful to have the Tollawing information with you to complete this application:
¥, Soxdal Seconity nuerdiees and birth. dates of bouseboll masnbers For whom you are appdying

2. € angd For b yors age apnlyiog
3. Household inconee From jobs, seif-employreent, and sy e Bome sRrces
4, infrmation about sy et fealth avage tor 3l
« In arder to view this site properly, it is recommended that you we one of the following browsers:
Googh Chrorns 29 o grastey
Rt Firafa 22 or greater

» totenret Explorer 10 (non-compatihility vies) or graxer
« You will need to bave cockies, popups, and soripting enabled for the web site o function properly,

Figure 2: Initial Welcome Screen

b. Existing Account with no application started
Once an applicant has created an account and signed in initially, should they not continue with
the application at that point, they will be provided this landing page prior to starting the
application.



e ’
,ﬂ!ﬂ i Atahama(iams

Start Your Application

Enter Your lnformation See Your Results
You witl be asked & series of questions fo Aftes you eoter your information and file youw
o itity for and application, vou will see vour resutts. in most
B Hids. cises, you with ged & foat eligibitity
determination within minutes,

Figure 3: Existing account Welcome Page with no application

Existing Account with an application started

When an applicant has created an account, signed in initially and started (but not completed) an

application they will be provided this landing page to view information about their account and
the application they have started.



AU AtabamaCares
iy A2bamacere

Se Prefer

Dashboard

' Catiet oration

Comtack i 75438

Narna: Janion Jophia Doppleganger

Home Address: $234 Wihichlane St Montgormarny, 8. 35104

Maifing Addeess: 3234 Whickiaoe St Montgoronry, 8. 38404

Call Hombes: 3434234

Emait Addresss imvjam@wm

AuplaHan 8 Baralinient Staly o S el
Spplication D : Yame | Start Date Submi Date

Saniee J Bppdegariger ) [RSI4

| R Redadionsidp ooB Sex i Racw SSH Lheiven Pregromst

Jupive t Bopplagangey Sett URIT47988 Forsle | White AR I456 Yo

w | G30XIVBL Mate | American indjan Or Maska Hati, Wiits | MEENEEAT Yes

. Honary ¥ Dupplaganger Son/Bmugier | 10AB007 Hate i Yty : ARELTE fou

F 5 F 5

dare D Doppleganger SoniTanghter DRIZIIUW Farnale | Whire i SERALTIN) Yo

| sobrartan W Dopplegangee 1234 Wiichlare 5t, Mombpomery, ALABARA, 35104 fmmwdms

Hiravey ¥ Qopplegarger 1234 Widichiare 52, Montgomery, MARAK, 25104 $homne Addrass

Jare 8 Dopplaganger 1234 Whichiane St, Boatgomary, ALARKAA, 26303 Horo Adclrens

Jasiice J Dopplagangey TEI Vieare 52, Mootgonry, ALABARA, 36104 Hoves Aeidress

Junten 3 Doppleganger T4 Whichine 5%, Mortgnmery, ALABAAR, 36104 Haltirg Aidress

ncoine Type Income Source Amourd Havee Oftee

6 | 123 Atrporee Sevvics 6700 By 2 weks

Jotmathas W Dopplagangsr | Salf-employment.  Lavan Careeing Servicn 35000 Boeghty

Figure 4: Existing account Welcome Page with application started

1.4 Prerequisite Questions
Prior to creating an account the applicant must complete three prerequisite questions to identify a
preliminary skip pattern for the application.



; | Atabar@(:mes

' Tell us about yourself

Tel s alistit yoursett

+ Are you the Head of Household?
O Yes Ode

% Are you a tax fHler?

o¥es oYe

+ Are you under 19 yewrs of age?
oYes oo

Figure 5: Account creation prerequisite questions

2.0 Create Account

Prior to being able to complete an application, applicants must create an account with in the

- AlabamaCares system. The information collected in this screen is used to pre-populate the Contact
Information screen the applicant is presented with a little later.

Required fields are marked with a red asterisk (*) and will create an informational message to the
applicant if the fields are not completed. Once the applicant lands in the Password field instructions
are provided for the requirements associated with the password. Clicking the Confirm Password field
also provides an informational message to the applicant that the two passwords must match.



Hiabama

Insure AlabamaCares

Site Pra

[ Create Account

Hare:
*| First Name || sointe e
* | Last teane | s [

+ Date of Birth QRA/DDIYYYY):

BREBDPYYY |

uﬁmﬁm mwnh ifwmmgﬁeyw‘f4,wmnmm :

Street 2 (Apt, Suite, Lot £ = Citg % Staves
| !
3

» Zip Code:

% o you have a home address whore you stay right now?
wYes oo

oYes oo

Figure 6: Create Account Information (1)



— R

* Email Address: « Condirm Email Address:
%3 i o

Bowsds, Burve an avendt wddraas? Go to YAHDS o G or Dutlonk or AN and tovate oret.

— S

Type: # Humber: Extension

loa 1 | |

EN §

! SEcioity Dkt

* Useroame:
i i
» Pasgword # Lonfirm Password
§ |
i
* Security Question 1: * Security Answer 1
[sos M 5 i
+ Security Question 23 # Seturity Answer 3:
| Sewat M ‘ |
* Security Question 3: » Secority Amswer 3
| 3ot G/ |

Sociat Security Nomber (SSH)

Figure 7: Create Account information (2)

Applicants must also choose three security questions and provide answers for each question. These
questions will be used to verify the applicants identity should they request a new password be emailed
to them. The details of the dropdown menu are provided to show what types of security questions are
being asked.

%M@i&mmm , Wmmmﬁ*

Figure 8: Security Questions

Upon completing the information for creating a user account and choosing “Create Account” the
applicant is provided with a message that they were successful and will be directed back to the log in
screen. To complete an application they must sign in with their new user identification and password.
This allows the application to be associated with a specific person.



Congratulations! Account created
successfully.

g Ploase click here to retum to Login soreen OR you will
§ De redirected to the Login screen in 04

2.1 Privacy Policy/Statement

Applicants are provided with the Privacy Policy that the web portal enforces. It tells them what
information will be protected and what information may need to be retrieved in order to provide them
with an accurate determination.

Insue .
il 3%@&2 2 AlabamaCares

4

. . . * = Beggoiead Fleld
Before you continue, please read our Privacy Policy,

Wl igep your information private &% reguited by law, Your answers on this fonm witl naly be used to determine eligibility Tor heallh
noverage or help paying for ooverage. Well check your srowars wsing the inour anl the of
ather foderal agencies. If dve information Sesuwt mateh, we may ask you to send us proof.

We won't ask any questions abnut your medioat history. Household members whio dor't want coverage won't be askes questivns about
citizenubip or imenigration status.

IMPORTANT: &5 part of the applization prooess, we may need b eebriess your informabion frum the internal Revenue Servivs(iRs),
Socid Security & {55A), the Dep, of 4 5% andlor & consumer wporting agency. We need this
information to check your efigibitity for coverage ant help paying for coverage i you wank it amdt to give you the best servine
passibie. We may aise check yaur infonmation at & taber thne to mske sure your information & up (o date. We'll notlly you i we fing
something has changed.

This notice tells you abouk your privary rights and what e Exchangs may do with your personaity
datitfable informalion by tuwe, Rexse revieve it carefully, Please note thal this Privacy Policy is sabject
o shange withmat potion snd that it reffects the Stebe’s current business practives. This Privacy Policy is
dated fetober 1, 2013,

= 7] tagres to bave my o wnd retrisved from deta soiross for this application. § lsave consent for sl
people (1 fist on the application for thely inf Bhons o b ieved and wsed from data soorces.

Figure 9: Privacy Policy



2.2 Contact Information
Applicants are asked to provide contact information for their application. Any data previously entered
by the applicant during account creation is pre-populated here where applicable.

Contact Information « = Required Fletd

¥ you are seeking coverage for yourself, or others i your household, please enter your contact information.

Name:

* [mme Joplin }

Doppleganger § gm 2

o

# Date of Birth (AW/DD/YYYY): + Marital Status:
02141986 | Select...

» Street §:

1234 Whichlane St

Strewt 7 {Apt, Suite, Lot # » Lity = Staber

I Monlgomery ALABAMA
* ZipCade: » County:

| 36104

Hote: To be eligible for #

= Do you have a home address where you stay right now?
&Yes oo

* s your Home Address the same as your Malling Address?
®Yes oo

* Rureet B

| 1234 Whichiane 8t

Street 2 (Apt, Suite, Lot #) » Litys * State:
: || Mosigomery § ALABANA M

« HpCode: » Counlys
3104 | mosTooMERY (V)]

Haban To b eligbie for Medicsid or ALL Blds, you most b 3 rosident of Mabamis.

Type: Humber: Extension:

Lo [¥]) 3343331234

» Preferred Spoken Langoage: # Preferred Writhen Language:

Figure 10: Contact Information



If an applicant chooses to receive notices about their application online (as indicated below) they are
provided with a second choice to have them sent either via email or text message. If they choose “Text
Message” a notice is provided that data rates may apply.

We need to know the best way to contact you about this application and your bealth coverage if you're elipible. Do you
want to read your notices about your application on your electronic "Dashboard” on this website?

@ Yes, | want to read my notices online.
<3 No. | want to get paper potices sent to me in the mail.

You'lt be contacted when a notice s ready for you on this website, How can we contact you®
1y Text Message

e (e

Figure 11: Online Notice Receipt Options

2.3 Authorized User and Application Assistor Pages

Applicants must indicate whether or not information about the application can be provided to
someone they trust. If the applicant chooses Yes, a second question is provided asking if the person
they chose already has an account created with the system. If the person does not they will be
required to do so. Should the person be part of an organization that routinely helps applicants they
must also provide the organization name and identification.

Applicants must choose the checkbox associated with the statement on the bottom to actually give the
person authorization to view the details of the application.

Authorized Representative R

» Thr you want to nane as your i Pl
®Yes QNe

» Does this parson slveady have their ows aceount?
oYes @io

This person will need to create an account in order to get notices and ack on your betall. Enter s or ber emall address
below, We'll send information on bow to create an account and become your authorized representative, You can stilt
oontinue with your apphication now.

Ermail Address: + Confirm Broail Addvess:

% ! 3

s this person part of an organization helping you apply for coverage?
wYes (OHo

* Orgarizstion name: & 10 ourmber:

I )

* {18y clicking here, | hereby agree to aliow the sclected party 1o 8¢t on my behalf to the extent Pve identified. | understand that
Shis person will have scowss to my personad and finaciat identifying ink Son and ol infy d fned inan lication §

submit through this online application for Medicaid and ALL Kids health care coverage.

Figure 12: Authorized Representative Information
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If an applicant requests and receives assistance from a Certified Application Counselor they must
indicate this by choosing Yes or No on the Application Assistance screen. If they choose Yes they must
provide the assistor’s name and organization information.

« = Requined Fleld

Application Assistance

* is a Certified Application Counselor helping you with this application?

Hame:

* { st Name }M&wn Hame

* | Last Mame } iSumx 1
+ Qrganization Hames }

Figure 13: Certified Application Assistor Information

2.4 Who Needs Coverage?
Applicants are asked to indicate which members of the household are applying for health coverage.

# = Bevprired Flold

Who needs health coverage?

» Who are you applying for health coverage for?

(3 Janice Doppleganger only

{9 Janice Doppleganger and other family members

¢ Other family members but not Janice Doppleganger

& Continug

Figure 14: Who Needs Coverage

11



3.0 Household Information Introduction

Each section has its own introduction page that provides information about what documents may be
needed to complete the information. The page also provides an estimate on how long it should take to
complete the entire section.

Building the household collects information about each person that is living with or being claimed as a
dependent by the applicant. Information is gathered about the person completing the application
(contact person) even if they are not actually applying for themselves.

Coming Up In This Section You May Need

In this section, you will be asked for identifiing information about who is spplying

for heaith coverage and who tves in your household, + Birth dates

« Social Security numbers

Estimated time needed to complete this section: 10 minutes

Cantinue

3.1 Personal Information

Personal information is gathered on each member of the household whether they are applying for
coverage or not. This allows the system to build the Medicaid and Tax households in order to correctly
determine each applicant’s eligibility.

Information for the first person is slightly different than the other members of the household. For the
contact person they are not asked to provide a relationship. The relationship for this person is
automatically created as “Self”.

12



Personal Information

® = Hp

metrnd Fald

K
L

# Hoow e oooples i o fomdly and howbold vesor hosith coveraged gkl
wanriedf s H you 808 BoY appiving.

Freniey

* Jior

’ § 1 G0k Mg

* Pt

# Bate of Sivth IR DY IO
COBURED

LR

*

oy
H

fhves (hre

i3 Jitan Patd the sy aons D12t ap0eans ot Soslal Secunty carddt

If the name of the person that the information has been provided for is different than what is on their

Figure 15: Personal Information

Social Security card then additional information is required.

Hame:
* | James ; ﬁmmm
* | Doppleganges || sl (]

Save & Continue

Figure 16: Social Security Card Name Information

As the applicant continues to provide information for each member of the household they must
indicate the relationship of each person to the applicant. The choices provided are:

e Brother/Sister

13




First Cousin
Grandchild
Grandparent

Parent

Son/Daughter
Stepparent

Uncle/Aunt
Other

Husband/Wife
Nephew/Niece

Child of Domestic Partner
Domestic Partner

Parent’s Domestic Partner

Stepson/Stepdaughter

3.2 Household Summary

Each section also provides a summary page of the information gathered. In the Household Summary

the applicant is also provided the opportunity to indicate whether another member of the household

can access the application information. Each member of the household is listed along with the option
of “None of these”. The application must choose the person, if any, and if they choose a person must
also click the checkbox associated with the statement to actually authorize a secondary account

holder.

Lontac Information

Authorized Representative

Buald Yinie Howsehold

& fanice 3 Dopplesurger

X Suhrathas W Bopplegenger

A siromy ¥ Dopplegangss

£ Jaoe O Doppleganger

| Hiahatd Sy

Hame Relationship vos e S8  applyiog
; Salf ! 244474988 Famale RHEEIAB s
Mﬂ 05102!1932 Hale : RRE3E67 Yax
SG‘\I‘D:W L 10A9I2NT Kale IRE5658 Yos
Son/taughey DSIEBEHN Forrate BEZITIRNE g

hance b modify Incorrect bousshold
nie, youowill an looger be able to edit

»  Ploase check that the date of birth Is correctly enterad and that the name and Sotial Security number are enbered the
same as on the person’s Social Security card.

iy Aieou

¢y Johnathan W Dopplegange:
& Jimmy F Doppleganger
oy Jane D Doppleganger

£y hooe of thene

1 By clicking here, | hereby agree to allow the selected person bo act oo my behalf to the extent V've identified. §
understand that this person will have acvess to my personal and financial identifying information and alt information
ined in an application submit through this ontine application for Medicaid and ALL Kids health care coverage.

Figure 17: Household Informafion Summary
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3.3 Citizenship Information

Along with basic information on each person in the household the applicant must provide citizenship
information on each person. If the answer to the initial question “Is ____a U.S. citizen or U.S.
national?” is No a pop-up window provides further information/instruction on how to complete the
guestion.

Citizenship Information

» 15 Jandice J Doppleganger a 115, citizen or 115, aational?
G Y¥es @No

Please review the list below of eligible statuses.

if one of them pertains o this person, select YES 1o eligible
immigration status.

if there is no relevant status, this person might still be eligible for
services if he/she has an emergency or is pregnant,

~ Permanent Resident Cargd{'Green Card', 1-551)

. Temporary 1551 Stamplon passport or 1-94, FO4A}

+ Machine Readable immigram Visajwith temporary 1551 language)
- Employment Authorization Card{EAD, -766)

- Arrival/Department Recordii-04, 1948}

- Arival/Department Record in foreign passport{i-94)

Foreign passport

Reentry permit(-327}

Refugee Travel Document(-571)

Centificate of Eligibility for Nonimm igran{F-1) Studens Sratus{i-20}
Cerificate of Eligibility for Exchange Visitor(}- 1) Status{DS2019}
Notice of Action{l-797)

L

Figure 18: Citizenship Information — Non-citizen/national

Clicking OK on the pop-up box will allow the applicant to continue to complete the questions regarding
citizenship. They will repeat this process for each person in the household. The drop-down menu for
document type contains the eligible status document types previously listed for the applicant. Each
document type requires its own unique information to be provided.

15



% = Requred Fieid |

Citizenship Information

» I8 Jandce J Doppleganger a LS. citizen or 1.5, sational?
CsYes g Hlo '

+ Poes Janice J Dopplepanger have eligible imevigration status?
@Yes Mo
+ Document Type:

» Has Janice J Doppleganger lived in the 118, since before August 19967
wiYes OoNo

# s Janiee J Doppleganger or her spouse an honorably discharged veteran or active-duty member of the military?
oYes @io

Gave & Continus - §

Figure 19: Citizenship Information

Each document type requires its own unique information to be provided. The following list shows each
document type and the information to be provided. Required information is indicated by blue text.

Permanent Resident Card — Alien Number, Document Expiration Date, Card/Receipt Number;
Temporary I-551 Stamp — Alien Number, Passport Number, Country of Issuance, Passport
Expiration Date, Document Expiration Date;

Machine Readable Immigrant Visa — Alien Number, Passport Number, Visa Number, Country of
Issuance, Passport Expiration Date, Document Expiration Date;

Employment Authorization Card — Alien Number, Document Expiration Date, Card/Receipt
Number;

Arrival/Departure Record — I-94 number, Passport Number, Country of Issuance, Passport
Expiration Date, SEVIS ID Number, Document Expiration Date;

Arrival/Departure Record in Foreign Passport (I-94) — I-94 Number, Passport Number, Visa
Number, Country of Issuance, Passport Expiration Date, SEVIS ID Number;

Foreign Passport — 1-94 Number Passport Number, Country of Issuance, Passport Expiration
Date, SEVIS ID Number, Document Expiration Date;

Reentry Permit (I-327) — Alien Number, Document Expiration Date;

Refugee Travel Document (I-571) — Alien Number, Document Expiration Date;

Certificate of Eligibility For Nonimmigrant (F-1) Student Status (1-20) — I-94 number, Passport
Number, Country of Issuance, Passport Expiration Date, SEVIS ID Number, Document Expiration
Date;

Certificate of Eligibility for Exchange Visitor (J-1) Status (DS2019) — 1-94 number, Passport
Number, Country of Issuance, Passport Expiration Date, SEVIS ID Number, Document Expiration
Date;

Notice of Action {1-797) — No additional information is required.

Other Documents or Status Type — No additional information is required.

16



Additionally, the applicant must answer the following questions when a document type is chosen.
These questions are the same for each document.

Does Second Person have any of these documends?

1 Dacument indicating 2 member of a federally recognized Indian tribe ar American Indian born in Canada
11 Department of Health and Heman Services (HHS) Office of Refugee Resettlement {ORR})

1 Office of Refugee Resettlement {ORR) eligibility letter §f under 18)

11 Cuban/Haitian Entrant

1 Bocument indicating withholding of removal

1} Resident of American Samoa

1 Administrative order staying removat issued by the Department of Homeland Security

[ Other

i3 None of the above

= Is Second Person the same name that appears on her document?
oYes No

Figure 20: Citizenship Information Additional Questions

3.4 Tax Filer Information

Tax Filer information is gathered for each person in the household. The information is used to further
determine the tax and Medicaid household status for determination purposes. Example screenshots
have been provided to show the skip patterns created by how the questions are answered.
Relationships are required to be identified for any dependents chosen. The relationship list is provided
in 3.1.a Personal Information.

17



# = Reguired Fleld

Tax Filer Information

+ Does Another Person plan to file a federal income tax return for 20142
You don't bave to file taxes to apply for ooverage.

@Yes (Ho

« Is Another Person married?
@Yes ONo

* Doss Another Person plan to file a joint federal income tax return with a spouse for 20147
@Yes oo

+ Name of spouse:
> Different K Person

@Yes O le

A

. or other

Name of dependents:
[} Differsan K Pesson

Relationship with Taxfiler | Select...

Save & Continus

Figure 21: Tax Filer Information - All Yes
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# = Required Figld

Tax Filer Information

= Does Another Person plan Yo file a federal Sncome tax return for 20142
You don't have to file taxes to apply for coverage.

@Yes (Ho

= s Another Person marvied?
O Yes @b

* Wil Another Person claim any dependents on their federal income tax return for 20147

Hame of dependents:
o Different K Person

Retationship with Taxfiler i

i
Nowmomons?

Save

¥

Figure 22: Tax Filer Information - Not Married with Dependents

% = Reguived Field

Tax Filer Information

+ Does Another Person plan to file a federal income tax return for 20147
You don't have 1o file taxes to apply for coverage.

@Yes OHNo

= s Another Person married?
OYes @ho

* Wilt Another Person and clatm any dependents on their federal income tax return for 20147

+ Will Anotheer Person be clafmed a5 a dependent on someone else’s federal income tax retumn for 20147
oYes wibo

Figure 23: Tax Filer Information - Not Morried, No dependents
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Tax Filer Information

# o Roquired Field

+ Does Janice J Dopplegasger plan to file a federal income tax return for 20147
Your don't have to file taxes to apply for coverage.

G ¥es @io

* Does Janice J Doppleganger live with her spouse?
oYes @he

+ Wlt Jardoe J Doppleganger be claimed as a dependent on someone else’s federal income tax return for 20142
o Yes @b

= Does Jonice .} Boppleganger live with & parent and/or stepparemt?
OYes @b

* Does . Janice J Doppleganger Bive with brothers or sisters?
O Yes @Ho

+ Does Janice J Doppleganger Hive with a son, daughter, stepson, or stepdaughter?
@Y¥es O Ho

Select any son, daughter, stepson, or stepdaughber that lives with Janive .} Doppleganger:

11 Johnathan W Doppleganger
1 Jiememy F Doppleganger
{7 Jane D Doppleganger

Figure 24: Tax Filer Information - All No

3.5 Tax Filer Summary
Summary of information provided for the Tax Filer section.

Rave & Continue

Lontact Information - —
otorized Ropresentative Tax Filer Summary
# Build Your Household Persun Name Filing Tores  Spwuse Hame Filigdointly  Tae Deperdonts
A danive § Dopglegarger Janice 3 Dopplagangey Yes Jobnathan W Dappleganger Yes . Fevtwy ¢ Doppleganger, Jare 1 Doppleganger
& Jobrathan W Dupteganger
& Jarw D Dopplegager ¢ ‘meﬁiﬂf&lm ,mnwwﬁmmmmﬁmmﬁmmmmsﬁw
gmemmpwamtion ' : :

fax NC{ AfoTing fon

Figure 25: Tax Filer Summary

3.6 Caretaker Information Page

The applicant (and spouse, if present) with dependents must indicate whether or not they are a
caretaker for each dependent. The relationships for this situation are different than previously

provided. For the caretaker role the relationships to choose from are:
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e Parent

¢ Stepparent

e Grandparent

e Domestic Partner

e Parent’s Domestic Partner
e Brother/Sister

e Uncle/Aunt

e First Cousin

e Other

% = Required Fiold

Caretaker Information

+ Poes Aone Person Bve with one or more children under age 19, and is the mais person takdng care of that child or children?
Ve

mmmmm,mymwmgm ; d‘"a;id’

Who does Aone Person live with and take care of?

s Childone Person Aone Person is the | Pa rram ; [V1| of Chitdone Person

Figure 26: Caretaker Information

3.7 Other Address Information

Address information is required for each applicant and the members of their household. If there are
no other members of the household this screen will not appear.

Other Address Information » = Required Field

What's Different K Person’s home address?

@ 1234 Street Lane, Montgomery, AL, 36104
© Other Address
¢y Ho Home Address

%aw & Continue

Figure 27: Other Address Information - Same Address

If other household members exist the home address of the main applicant (contact person) is pre-
populated as the first answer to the question “What’'s ___ home address?” Choosing the other
options of “Other Address” or “No Home Address” both trigger the bottom part of the screen requiring
the address information.

Additionally, if the person is temporarily living outside of Alabama the applicant is required to indicate
where the person will live when they are back in Alabama.
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Other Address Information + = Required Field

What's Johnathan W Doppleganger’s home address?
¢ 1234 Whichlane St, Montgomery, AL, 36104

¢y Other Address

@ Ho Home Address

Enter Johnathan W Doppleganger’s mailing address

« Street 1:

Street 2 {Apt, Suite, Lot #): + City: * States

Note: To be eligible for Medicaid or ALL Kids, you

* ks Johnathan W Doppleganger temporarily living outside Alabama?
@iYes (OHo

Where will Johnathan W Doppleganger five in Alabama?

. | City | |ZipCote || Select M|

re & Continue

—

Figure 28: Other Address Information — Other Address/No Home Address

3.8 Ethnicity and Race Information
Ethnicity and Race information is required for person applying for health coverage. Answering No to
the question “Is of Hispanic, Latino, or Spanish origin” will only prompt the applicant to supply

the Race information for a particular person. If the answer is Yes then a breakdown of Ethnicity will be
required.
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Ethnicity & Race Information

Is Janice .1 Doppleganger of Hispande, Lating, or Spanish origin?
w¥es oo
Ethedoity{check all that apply)

{7 Coban

{7} Mexivan

{7} Mesican American
{7} Chicannis

3 Puerto Rican

[} her

Race{check all that apply}

£ Amarican fndisr Or Mlasia Hathe
£ At tnchian

£ Black Or African dmerican

£} Sdnese

[} Filipino

{7} Guamanian Or Chamorre

Figure 29: Ethnicity & Race Information

3.9 More Household Information

Finally, additional information is required for the household members. A series of questions are
provided on the final page of this section that do not have an associated pattern of answers to follow.
The items requested are regarding disabilities, aid with daily living or living in medical/nursing home,
pregnancy and family planning.

For the pregnancy and family planning questions only the female members of the household are listed
to choose from.

Select any of these peaple who are pregnants
) Janice Doppleganger

How many bables is Janice Doppleganper expecting during this pregoancy?
2§
Due Datae

* | 08/1412014

{7} Hooe of thess prople

Figure 30: Pregnancy Information

me&%mﬁemmmmfm,wmmmm rewive, Family Planming services:

, wamwmwm"

7] Janice Doppleganger

[} Hanws of thase people
iy ammmwwm w%cmmmwmm fmﬁgmmm&mwmemgeﬁm?mmwg@mmmﬂw
Hegith Deparbrocnt. i 2

Figure 31: Family Planning Information
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More About This Household * = Required Field

Select any of these people who have 2 physical disability or mental health condition that imits their ability to work, attend school,
or take care of their daily needs:

{7} Sanice Doppleganger
£} dotwathan Doppleganger
{73 Herany Dopplagangey
{1 dane Doppleganger

173 B 0f T propie

Select any of these people who need help with deity living activities{bathing, dressing, using the bathroom}, or live in a medical
facility or nursing home:

3 Janice Doppleganger
I3 Jobnathan Sopplegangss
3 Jimemy Doppleganger

[} Jane Boppleganger

[} Hone of thess people

Select any of these people who are American Indian or Alasks Hative:

1 Janice Dopplaganger
2 Johrathan Doppleganger
{71 Ay Dopplaganger
171 Jane Doppleganger

{7} Bone of these paaple

Select any of these people who are pregrant:

I} Janice Doppleganger
{7} Hone of these people

Select any of these people who want to apply for, ur continue to receive, Family Planning services:

Save & Continueg

Figure 32: More Household Information

4.0 Income Information Introduction

Obtaining the household income allows for the most accurate determination of eligibility. It defines at
what levels the applicants may receive coverage. Income information must be provided for each
person in the household.
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Coming Up In This Section You May Need

in this section, you will be asked about your household inoome. In some cases, we
may atready have some Information about your household Income from your prior « Most recent tax filing
Lax fitings, regutar payroll reports rmade by an employer, or other sources. We with « Pay stubs

shiow yous that information and you will be able to update it or confirm it You may

also need to enter new information to complebe your income calontation.

Estimated time needed to complete this section: 10 minutes

Save & Continue

Figure 33: Income Information Introduction

4.1 Income Information

The question must be answered for each person as to whether or not they have any type of income.
With each type of income additional information may be required. Choosing an income type will
prompt the system to ask for additional information as indicated below:

¢ Job —Name of employer, Amount, How often received;

¢ Self-Employment — Type of work, Amount of Net Income for month, Profit/Loss;

e (Capital Gains — Amount to be received this month, Amount to be received this year;
¢ Unemployment — Source, Amount, How often received, Date benefits expire (if any);

For these types of income all that is requested is the amount and how often it is received:
e Social Security Benefits
e Pension/Retirement
e Investment Income
e Rental or Royalty Income
e Farming or Fishing Income
e Alimony Received

For the answer to “How Often” the income is received a dropdown menu is provided with these
choices:

e Onetime only
o Weekly

e Every 2 weeks
e Twice a month
e Monthly

e Yearly

If the income type of “Other” is chosen the applicant will need to choose one of the following:
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e (Canceled Debts

e Court Award

e Jury Duty Pay

e Cash Support

¢ Gambling, Prizes or Award
e Other

Additionally, any deductions that are reported on the front page of a federal tax return are also
requested so they may be built in to the calculations processed by the system. If the answer is Yes, the
applicant is asked to indicate what type of deduction it is, the amount and how often the amount is
paid. '

& Does Janice Doppleganger pay alimony, student loan Interest, or any other deductions that get reported on the front page of &
federal income tax return form 18407 This could make the cost of coverage o Httle fower,

@Yes oo
Alirmony
% Amount
= How often does Jarice Boppleganger pay this amount?
[ setect (4]
2 Student loan interest
& Amount
+ How often does Janice Doppleganger pay this amount?
Other deduction
* Amount
= How often does Janice Doppleganger pay this amount?
| Setect V|

Save & Continug

Figure 34: Income Deductions
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4.2 Income Information Summary
An income summary is provided for each person that was indicated to have income. It calculates the
yearly income to be received and asks the applicant whether they believe that amount is accurate or

not.

#® = Reguired Fisld

Janice Doppleganger’s Income Summary

Income Source How Often | Aot - Monthly Amount Yearly Amosunt

123 &irport Service Every 2 wesks 000 1885 2620

* Based on what you told us, ¥ Janice Doppleganger’s facome is steady each month, then it's about 322620 per year, Is this how
much you think Janice Doppleganger will receive in 20147

WwYes oo

Save & Continue

Figure 35: Income Summary - Not Al/AN

If the person was indicated to be an American Indian or Alaskan Native the Income Summary will be
slightly different. These individuals are asked to indicate if any of the reported income is related to
their tribe or heritage.

5.0

Johnathan Doppleganger’s Income Summary 4 =Required Field

Income Smuree Sow Often © Aot Monthly Aot Yoarly Aot

Lawn Catting Service | Momhly | 350.00 350 300

s any of the above income from these sourcoes?

{7} Per capitat payments from the tribe that come from natural resources, psage rights, leases or royalities
{7} Payments from natural resources, farming, ranching, fishing, leases or royatties feom land designatied as Indian trast
tand by the Department of interior {including reservations and former reservations

1 Money from selling things that have cultural significance

+ Based on what vou told us, ¥ Johoathan Doppleganger’s income is steady sach month, then it's about $S4200 per year, is this how
masch you think Johnathan Doppleganger will receive in 20147

wYes oMo

Save & Continug

Figure 36: Income Summary - Al/AN

Insurance Information Introduction

Insurance information is requested that concerns any current or future insurance coverage for any
person that is applying for health coverage.
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Coming Up In This Section You May Need

in this section, you will be asked for information concerndng any corrent or fulure

isurance coverage for those applying for bealth coverage. . nee

» Policy numbers
» Group numbers

Extimated time needed to complete this section: 10 minutes

Figure 37: Insurance Information Introduction

5.1 Insurance Information
It is necessary to indicate for each person applying whether or not they are enrolled in any health
coverage.

# = Reguired Field

Employer Health Coverage

» 5 Janice Doppleganper enrolied in health coverage from any of the following?
ENmmmeam

» Is Janice Doppleganger currently eligible for health coverage through a job{even if #t's from another person's job, like a spouse)?
@®Yes i bo

+ Will Janice Doppleganger be eligible Yor health coverage from a job during {even if it's from another person’s job, tike a spouse}?
wiYes (No

» Date Janice Dopplepanger’s coverage could stark:

MIDDAYYY |

i

Tell us which employer{s) offer{s} health coverage to Janice Doppleganger
123 Adrport Service

8 & Continue

Figure 38: Employer Health Coverage

If the answer to the first question is any other than “None of the above” a drop-down menu is
provided that lists the sources of health coverage to be identified. The sources listed are:

e Alabama Medicaid Agency

e AllKids
¢ Medicare
e TRICARE

e VA health care program
# Peace Corps
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e Individual Insurance (non-group coverage)

When the applicant chooses an employer that offers health coverage and then saves the screen to
continue, information is then requested about the employer. Information is also required on who is
covered by the employer’s insurance and the employee’s current work status with the employer. The
work statuses to choose from are currently working at this employer, no longer working at this
employer and retired.

Employer Information o = Required Field

« Tell us about ABC Shipping.

| ABC Shipping
% Street 'k
| 2342 Wayward Way |
Street 2 fApt, Suite, Lot #: » City:
| wetumpka
+ Srate: « FipCode: » County:
| ALABABIA N N

+ Phones

(wore [v]|[3sas67-1234 | |
identification Number(EiN):

Who can we contact about this employer's health coverage? I you're not sure, ask your employer.

» Harogs + Phone number: » Email Address:

Wilma Doe 1145671234 | | wilmadoe@abcshipping com

Figure 39: Employer and Employer Insurance Information
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+ s Jandce Doppleganger currently enrolled in this employer’s health coverage?
@Yes ot

» Which of these peaple is the employee at this Employer?
@ Jusvice Dopy

* What's Jardce Doppleganger s current work status at this employer?
[seect. [

1 Jubmathan Deppleganger

{3 diewny Doppleganger

{1 Jape Ooppleganger

+ Is the coverage from ABC Shipping COBRA coverage?
oYes oo

Figure 40: Employee Work Status & Family Members Covered

When the answer to the first question is No, a second question is provided to find out if the employee
is currently in a waiting or probationary period.

* s Jandce Doppleganger curvently srrolled in this employer’s health oovecage?
oYes gl

+ s Janice Doppleganger currently in a waiting or probationery period?

oYes it
Whan coukd Jacden D el in g * {g@;@ ' }

Figure 41: Waiting or Probationary Period

Finally the applicant is asked if the coverage is from the employer’s COBRA coverage or retiree health

plan.
» Is the coverage from ABC Shipping COBRA coverage?
OYes @No
+ s Janice Doppleganger’s coverage from ABC Shipping a retiree bealth plan?
OoYes wibo
Figure 42: COBRA or Retiree Coverage
When the applicant answers Yes to “Is currently enrolled in this employer’s health coverage” a

detail screen is triggered to gain detailed information regarding the employer’s health coverage plan.
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R e T

Employer Health Coverage Detail

For the lowest-vost plan avaifable anly to the employee that meets the minimum value standard:y{Only tell us about plans that
aren't family plans).

» How much would the employse have to pay in premiums for this plan? If the employer has wellness programs, provide
the premium that the employee would pay if she received the maximum discount for any tobacco cessation prdgrams and
didi't receive any other discounts based on wellness prograres.
Premium Amount How often would Janice Doppleganger pay this amount?
+ Does Janice Doppleganger expect ABC Shipping to make any of these changes to the coverage offered to Janice Doppleganger in
47

» Does Janfoe Doppleganper sxpect to drop ABC Shipping's health coverage in 20142
oYes Ole

# Is.Janice Doppleganger planning to enroll in ABC Shipping's health coverage in 20147
oYes o¥o

Figure 43: Employer Health Coverage Detail
5.2 American Indian/Alaska Native Information

Any member of the household that is an American Indian or Alaskan Native should be identified along
with the tribe they are a member of. In Alabama there is only one federally recognized tribe.

American Indian/Alaska Native Information

Are any of these people a member of a federally recopnized fribe?
Jotmathan W Doppleganger ® Y65 (N0

Select a state and tribe.

ALABAMA  [Y]|| POARCH BAND OF CREEK INDIANSY] |

Save & Confinue |

Figure 44: American Indian/Alaskan Native Tribal Affiliation
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5.3 Medicaid & ALL Kids Program Questions

The questions asked in the following screens apply to the state subsidized programs only and are in the
application to help determine specific aid categories that could be provided. Information is also
required for any person that was indicated as being an American Indian or Alaskan Native as to
whether they are eligible and received services from the Indian Health Service.

Items not checked in the screen below did not have any additional information required.

Medicaid & ALL Kids Program Questions * = Required Field

# Some people qualify to get help sven if they already have health coverage.
Does Johnathan Doppleganger have health coverage now?

mYes (o

What health coverage does Jolwathan Doppleganger bave now?
Employer health coverage
= What's the policy number/memberiD of the health plan?

1 All Kids
[} Medicare
7 Coverage through an employer

What's the name of Johnatban Dopplepanger’s health plan?

|

» What's the policy number/memberiD of the health plan?

E

3 YA health care program or TRICARE
Other full-benefit coverape

What's the name of Johnathan Boppleganger's heaith plan?
% |
= What's the policy number/memberiD of the health plan?

i }

£ Other timited benefit covarage

What's the name of Johuathan Dopplepanger’s health plan?

H
H

+ What's the policy number/memberiD of the health plan?

| }

Figure 45: Medicare & AllKids Program
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+ Has Johnathan Doppleganger ever received a health service from the Indian Health Service, a tribal health program, or wrban
ndian health program or Yuough a eeferral from one of these programs?

®Yes O Ne

* Is Johmathan Doppleganger eligible to receive a health services from the Indian Health Service, a tribal health program, or
urban Indian health program or through a referral from one of these programs?

@Y¥es (bo

Figure 46: Al/AN Health Services

5.4 Additional Medicaid & CHIP Program Questions
When an applicant has been determined potentially eligible for the Medicaid or CHIP programs the
following questions are required:

Medicaid Program Questions * = Required Field

Bo you want help payiog for Janice Doppleganger’s medical bills from the last 3 months?
wiYes OHo

Figure 47: Potentially Medicaid Eligible Information

ALL Kids Program Questions

+ Did Jieneny Doppleganger have health soverage through a job that ended in the tast 3 months?

o Y¥es o

* Is Jimemy Dopplepanger offered the Alabama state employee health benefit plan through a job or a family member’s job?
OYes o

| Save & Continue

Figure 48: Potentially CHIP Eligible Information
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6.0 Review and File Introduction

The applicant is provided the opportunity to review the entire application and make any necessary

changes.

Corming Up in This Section

You May Neod

In this section, you witt review your apy o Tor i arud

Onoe you finish your review, you £an give ymy e-signature and file your
apptication. fn most cases, you will receive a fial etigibility determdnation within
mingtes,

» At previousty reguinst dovumesnts

Estimated time

dod o complete this

section 10 minubes

Figure 49: Review and File Introduction

6.1 Application Summary Information

The Application Summary provides a quick look at the information provided by the applicant (contact
person) for their review. If any information needs to be changed the application clicks the

corresponding menu item on the left to return to that section.

Figure 50: Application Summary

34

2 % Friat
Application Summary
Application 1D 8302 Conbu 1D: 75428
Relationshis o0 Sox Racn 03 CHizen  Preguont
Setf GROAFEISE  Fomade | Wiite L I550  Yeg )
W e ORA0271982  male Amariean fodian Or Maska tatt, Whire WY Yen #Ho
Sy F k. 10190087 Male ‘ White HRALBESE | Yes o
Swe B & % B0 | Faale | White IR | Yes o
Narmw Address Address Type
Srny ¥ Qoppleganger 1234 Whichlane 58, Montgemery, JLABSNA, 36104 Horm Addrass
Jans B Dosptegargee 4234 Wiicane S, Montgomery, ALEBANA, 36104 o &ddrasy
Jotattan W Dopolagangee 234 Whichiane S, Mantgueery, ALABAMS, 35104 Home sdiress
Janior ¥ Doppleganger 1234 Widehiane St, Memtgoronry, ALABAMA, 36404 Mo Addess
Janfce § Dopplagangar 234 Widchlane ¢, Montgomaey, ALABARA, 36104 Hafiing Address
dame Income Type Soontse Source Amount How Often
Janice J Duppleganger Job 423 Advpar Sorvice BIODG Py 2 weeks
Jotwathan W Dopplegerger Setf-employment Laven Citing Service 350,008 Moty
Save & Continue




6.2 Signing and Submitting the Application

Once the application has been reviewed and the applicant (contact person) believes all the information
is correct they are provided with the opportunity to electronically sign the application. Prior to
submitting the application the following questions must be answered.

Sign & Submit » = Required Field

» I anyone on this application enrolls $n Medicaid, P'm giving the Medicaid agency our rights te pursue and get any money from
other health insurance, legal settiements, or other third parties. I'm also giving to the Medicaid agency rights to pursue and get
medical support from a spouse or parent.

@ Agree () Disagree

# | know 't be asked to cooperate with the sgency that collects medical support from an absent parent, If | think that cooperating
to collect medical support will harm me or my children, 1 can tell the agency and | may not have to cooperate.

@ Agree ¢ Disagree

+ Ho one applying for health coverage on this application is incarcerated{detained or failed).
@ Agree O Disagree
» To make it easier to determine my eligibility for help paying for health coverage in future years, | agree to allow the Medicaid

and ALL Kids to use income data, inchading information from tax retarns, for the next § years(the madmum numbers of years
allowed). The Medicaid and ALL Kids will send me a notice, let me make any changes, and | can opt out at any time.

® Agree (O Disagree

» | know that | most tell the program ['ll be envolled in if information | listed on this application changes. | know | can make
changes in "My Account” in this online application or by calling 1-888-373-KID5{5437}. | enderstand that a change in my information
coudd affect my eligibility for member(s} of my household.

@ Agree (- Disagree

» ' sigrdng this application under penalty of perjury, which means Fve provided true answers to all of the guestions to the best
of my knowledge. | know that | may be subject to penalties under federal law ¥ intentionatly provide false or untrue information.

@ Agree ¢ Disagree

= Sign & Submit
mm.iw«gnm

Save & Cantinue

Figure 51: Sign & Submit
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7.0 Eligibility Results

Once the application has been signed and submitted the applicant is provided with the programs they
are potentially eligible for. The statement provides the applicant with the information that, whether
approved or denied, a notice of action will be sent to the mailing address provided.

Eligibility Results

Your SApphication has been sucoessfully submitted,

Name “ Covesage Type  Start Date shodicakd # Prasmiurm Amount
. Janice J Doppleganger - Fami{yplamﬁngmm . LI 530000033900 ‘

Jimemy ¥ Dappleganger Full Nedicaid ononaoM 530000023904

tms}nugpt&gmger - ' Fultt Medicaid B 0201204 5300000135026

if you are approved or dented, a notice of action wil! be sent to your mailing address. If your status is spproved you will receive a
Medicaid 1D card and information about Medicald within 10 days. ¥ your status is peading, you may be contacted for more
information to determine your eligibility. ¥ you are approved and you need medionl services, write down the Medicaid number
fisted abuve to give the hospital, pharmacist or doctor to chedk your eligibitity. Keep your Medicaid munber private and in a safe
place. I you have questions call 1-800-362-1504.

Following federal law, discrimination tsn't permitted on the basls or race, color, national origin, sex, age, sexual orientation, gender dentity, or
disability. | can fite 2 complaing of discrimination by visiting www, hingov/oor/office/file.

Poes anyone in the household want to register to vote?
Bagisoer W vote by clicking tware.

Figure 52: Eligibility Results
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File Management name: Transmittal Number:
Please enter the Transmittal Number (TN) in the format ST-
Tribal Input YY-0000 where ST= the state abbreviation, YY = the last two
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Type of SPA:
MAGI Eligibility & Methods
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v Eligibility Processing
Non-Financial Eligibility

Proposed Effective Date

[01/01/2014 | (nm dd/ yyyy)

Federal Statute/Regulation Citation

[2102(b)(3) & 2107(e)(1)(0) of the SSA and 42 CFR 457, subpart C

Federal Budget Impact

This SPA has a budget impact.
Total budget impact:

State Funds: $
Federal Funds: $

Subject of Amendment

Please provide a brief summary of SPA changes.
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