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State/Territory Name: New York

State Plan Amendment (SPA) #: NY-13-0004

This file contains the following documents in the order listed:

1) Approval Letter

2) SPA Summary Form

3) Approved SPA Pages

4) Additional Attachments that are part of the state plan

The complete title XXI state plan for New York 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: http://medicaid.gov/Medicaid-CHIP-Program-Information/By-

Topics/Childrens-Health-Insurance-Program-CHIP/CHIP-State-Program-Information.html
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CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop: $2-26-12
Baltimore, Maryland 21244-1850

Children and Adults Health Programs Group

JUN 17 2014

Ms. Judith Arnold

Director, Division of Coverage and Enrollment
Office of Health Insurance Programs

State of New York Department of Health
Corning Tower, Empire State Plaza

Albany, New York, 12237-0004

Dear Ms. Armold:

I am pleased to inform you that the Centers for Medicare & Medicaid Services (CMS) has
approved New York’s Children’s Health Insurance Program (CHIP) State Plan Amendment
(SPA), NY-13-0004 submitted on December 3, 2013. This SPA incorporates the 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 SPA N'Y-13-0004 includes full approval of your state’s alternative single
streamlined paper application. The state is using an interim alternative single streamlined online
application and by December 31, 2014, will implement a revised alternative single streamlined
online application that addresses CMS’ concerns outlined in the companion letter issued with
this SPA approval.

Enclosed is a copy of the following CS24 state plan pages and attachments to be incorporated
within a separate section at the end of New York’s approved state plan:

e (S24
Attachment 1 — Statement of use with respect to the alternative single streamlined online
application

e Attachment 2 — New York State Application for Health Insurance

This approval and the attachments 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
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We appreciate the significant amount of work your staff dedicated to preparing this State Plan
Amendment. Your title XXI project officer is Ms. Stacey Green. She is available to answer
questions concerning this amendment and other CHIP-related issues. Ms. Green’s contact
information is as follows:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-01-16

7500 Security Blvd.

Baltimore, MD 21244-1850

Telephone: (410) 786-6102

Facsimile: (410) 786-5882

E-mail: Stacey.Green@cms.hhs.gov

Official communications regarding program matters should be sent simultaneously to Ms. Green
and to Mr. Michael Melendez, Associate Regional Administrator (ARA) in our New York
Regional Office. Mr. Melendez’s address is:

Mr. Michael Melendez

Office of the Regional Administrator
Jacob K. Javits Federal Building

26 Federal Plaza, Room 3811

New York, NY 10278-0063

If you have additional questions, please contact Barbara K. Richards, Acting Director, Division
of State Coverage Programs at 410-786-5920. ‘

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

Sincerel

Eliot Fishman
Director

Enclosure

cc:
Mr. Michael Melendez, Associate Regional Administrator, CMS Region II



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop: S2-26-12
Baltimore, Maryland 21244-1850

Children and Adults Health Programs Group
JUN {7 20%

Ms. Judith Arnold

Director, Division of Coverage and Enrollment
Office of Health Insurance Programs

State of New York Department of Health
Corning Tower, Empire State Plaza

Albany, New York, 12237-0004

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

RE: CS24 - Eligibility Process State Plan Amendment (SPA), NY-13-0004

Dear Ms. Arnold:;

This letter is being sent as a companion to Centers for Medicare & Medicaid Services (CMS)
approval of state plan amendment (SPA) N'Y-13-0004, which was submitted to CMS on
December 3,2013. Our review of this submission included a review of the online alternative
single streamlined application developed by the state.

Until December 31, 2014, the state is using an interim alternative single streamlined online
application. This interim application needs to be revised to reflect the following changes.

Date by which changes

Necessary changes: will be completed:

The state will add a question about whether someone uses services September 30, 2014
from Indian Health Services.

The state will add logic to the online application so that applicants are | September 30, 2014
asked questions about other health insurance appropriate to the
insurance affordability program for which the applicant appears
eligible.

The state will remove detailed questions about absent parents, such as | December 31, 2014
Social Security Number, address, and employer.
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Please submit the revised alternative single streamline online application to CMS for review no
later than December 1, 2014, to ensure approval by December 31, 2014. We continue to be
available to provide technical assistance. If you have any questions about your application,
please contact Victoria Collins at Victoria.Collins@cms.hhs.gov or (410) 786-2167.

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

Acting Director
Division of State Coverage Programs

cc:
Mr. Michael Melendez, Associate Regional Administrator, CMS Region I
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Program Eligibility
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Control Panel

Children's Health Insurance Program Eligibility: Summary
General Information

Page
File Management
State/Territory name: New York
Tribal Input Transmittal Number:

Please enter the Transmittal Number (TN) in the format ST-YY-0000 where ST= the
state abbreviation, YY = the last two digits of the submission year, and 0000 = a four
digit number with leading zeros. The dashes must also be entered.

NY-13-0004

Summary

Type of SPA:
MAGI Eligibility & Methods
XXI Medicaid Expansion
Establish 2101(f) Group
Eligibility Processing
Non-Financial Eligibility

Proposed Effective Date

01/01/2014 (mm/dd/yyyy)

Federal Statute/Regulation Citation

2102(b0(3) & 2107(e)(1)(O) of the SSA & 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.

Character Count:133 out of 2000
Application Processing; Screen & Enroll Process; Redetermination
Processing; and Screening by Other Insurance Affordability Programs.

Signature of State Agency Official

Submitted By: Karilyn Tremblay
Last Revision Date: Oct 15, 2014
Submit Date: Dec 3, 2013

https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/chp/p01/pages/chp 00.isp 11/03/2014
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CHIP Eligibility

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

2102(b)(3) & 2107(e)(1)(O) 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, eligibility screening and
enrollment.

Application Processing

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

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

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

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

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via
the internet website described in CFR 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:

Screen and Enroll Process

The CHIP Agency has coordinated eligibility and enrollment 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:

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

O 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 aftbrdabilit‘\: programs based on household income; and
HIN 2 = ane 4

SPA# NY-13-0004 Approval Date: a4

Effective Date: October 1, 2013
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CHIP Eligibility

[i] 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.

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

Redetermination Processing

Redeterm inations 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:

[W] Once every 12 months.

[i] 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
0 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 adm inistering
4 insurance affordability programs as provided in 42 CFR 457.348 and to furnish CHIP in accordance with requirem ents of 42
“~ CFR 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.

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 0938-1148. The time required to complete
this information collection is estimated to average 50 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 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.

V.20130709

JUN 17 2014 .
SPA# NY-13-0004 Approval Date: Effective Date: October 1, 2013
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

[ Paper Application Online Application

TRANSMITTAL NUMBER: STATE:

NY-13-0004 New York

Through December 31, 2014, the state is using an interim alternative single streamlined online application.
After December 31, 2014, the state will use a revised alternative single streamlined online application. The
revised application will address the issues outlined in the CMS letter, which was issued with the approval of this
state plan amendment, concerning the state’s application. The revised application will be incorporated by
reference into the state plan.
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1. Legal name: First, Middle, Last, Suffix Ur., Sr., i or Ill)

18.[0 Go paperless. Check here if you would like to get information and all future communications about this application by email.
Email address:

W 2. Check here if you do not have a home address. You will need to give a mailing address. ©
M 3 [ Check here if you are in the Address Confidentiality Program. What county do you live in? §
F—— e
e 4. Home address 5. Apartment number Z
== 6. City ‘ 7. State | 8. ZIP code 9. County %
— | HRigEEEER 3
=== 10. Mailing address if different from home address: 11. Apartment number ;
NN %
— 12 City 13. State | 14. ZIP code 15. County &
= N EEEN -
Ghwams 16. Phone number O Home | 17. Other phone number O Home o
R— - - [ Work - - LI work

= [ HIToves | LT ove

——

——

P——

19. 0 Please check the box if you want notices provided to you in another format due to blindness or visual impairment.

20. Language you prefer to speak: [ English [ Spanish ~ £1Other

21. Language you prefer to read: [JEnglish [ Spanish O Other

22. Are you a resident of New York State? [ Yes CINo
If no, are you moving to New York State in the next 90 days for a job or to look for a job?

[1Yes [ONo If yes, when will you be moving? (month/day/year)[ ﬂ M " l/f H R H [

What county will you be moving to?
NOTE: You must provide your new address within 30 days of moving to the state.

Your income and family size help us decide what programs you qualify for.

Include these people on this application:
# Yourself
Your spouse, if you are married
& Your children who live with you
® Your unmarried partner who needs health coverage
® Anyone on your federal income tax return (You don't need to file taxes to apply for health insurance.)
# Anyone else under 21 who you take care of and lives with you

Anyone else who lives with you will need to file his or her own application.
Complete $¥EP 2 for each person in your family. Start with yourself!

» We will keep your information private, as required by law.
» We will use the information on this form only to see if you qualify for health insurance.




1. Legal name First, Middle, Last, Suffix (Jr., Sr., Il or Hl) 2. Relationship to you

Self
3. Maiden name or any other name you are known by:
4.1s Person 1 O Single [J Married I Divorced [ Separated 0 Widowed
(month/daylyear)

5. Is Person 4 pregnant? [] Yes [JNo /f yes, how many babies are expected? [:[D Due date:| u l/ [ [k [/ [ [] |[ “ f

6. Social Security number 7. Date of birth (month/day/year) 8. Is Person 1 O Male O Femnale

AR R0

HEEELENEEEE HNEN/EEEN

[dYes
[ONo If no, go to question 13.

10. Will Person 1 file jointly with a spouse?

CYes CINo  Ifyes, name of spouse:

11. Will Person 1 claim any dependents on next year’s federal tax return?
[(OYes [ONo  If yes, what are their names?

12.Is Person ' claimed as a dependent on someone else’s federal tax return?
ClYes [dNo  If yes, who claimed Person 1 as a dependent?
How is Person 1 related to the tax filer?

[ Yes
[JNo If no, go to question 28 in STEP Z.

Disability
14, Is Person: 1 blind? [OYes [ONo

15. Is Person 1 disabled or chronically ill? OYes [INo

16. Does Person 1 need the following services? Check all that apply []Waiver services [ Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Pevson 1 is disabled and working, does Person 1 want to apply for the MBI-WPD program? [1Yes [INo
The Medicaid Buy-in program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at Jeast 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Person 1 continued on next page ¥ ¥
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18. Citizenship, check one:

[ U.S. citizen or national Go to question 19.

[ Naturalized U.S. citizen [ Non-immigrant visa holder 1 Immigrant non-citizen [1 Other
Document type: A #/Document #:
Expiration date: (month/day/year) [ ][ ‘/ [ [{ [/[ n ]l “ [ Country of issuance:

Has Person 4 lived in the U.S. since August 21, 1996? [IYes [No
Is Persor 1 or his/her spouse an active military member or U.S. Veteran? [Yes [1No

19. Does Parson 4 want help paying for medical bills from the last 3 months?
OYes [INo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 1 live with at least one child under the age of 19, and is Person 1 the main person taking care of this child?
[OYes OONo

21.0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 1 is 26 or younger, answer these questions:
22. Is Person 1 a full-time student? [Yes [INo
23. Was Person 1 ever in foster care? [IYes [ONo
24. Does Person 1 have a parent living outside the home? [lYes [INo

25. 1 Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two questions about race or ethnicity, but answering them can help us serve your community better.

26. Is Persorn 4 Hispanic or Latino? Check all that apply.

[J Mexican, Mexican American, Chicano/a [ Puerto Rican O Cuban [ Other:

27. What is Berson ¥'s race? Check all that apply.

[J White 1 Asian Indian I Filipino [JVietnamese [0 Guamanian or Chamorro
[1Black or African [0 American Indian [ Japanese [ Other Asian [0 Samoan
. | ;
American or Alaska Native [] Korean [ Native Hawaiian [ Other Pacific Islander
[J Chinese
[ Other:

Person 1 continued on next page » »
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31. Employer name and m

PR

ailing address:

U

7 28. Employed: Go to question 31.

32. Wages and tips before taxes [ Hourly [Weekly [Every 2 weeks

O Monthly [ Semi-monthly [ Quarterly [J Yearly

33. Dollars earned $[ {[ ”

’

L]

JUTHL

ob

36. Employer name and mailing address:

35. [0 Check here if income from the job is not steady from month to month. Provide start a

37. Wages and tips before taxes [ Hourly

CIWeekly [IEvery 2 weeks [ Monthly [ Semi-monthly [ Quarterly [ Yearly

38. Dollars earned $l H ” l,

HENN

39. Average hours worked each week: ]JU

TR

41. Type of work:

42. Company name and mailing address:

Earned this month $I “ ”

40, [ Check here if income from the job is not steady from month to month. Provide start and end dates

43. How much net income (profits once expenses are paid)
will Person 1 get from this self-employment this month?
You can subtract certain expenses from gross income to
get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

L]

44,1 Check here if income from the job is not steady from month to month, Provide start and end dates

45, In the past 6 months, did any of the following happen to Person 1?

[ Fewer hours
] Other

[JLost a job

[J Exhausted unemployment

[J Got a new job

[0 Can't work due to injury

46. Other income Check all that apply. Give the amount Person 1 gets and how often he or she gets it.

[J Check here if no other income. You don‘t need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

I Unemployment $ How many weeks? [ Capital gains $ How often?
3 Pensions $ How often? [1Dividends / interest  $ How often?
[ Social Security $ How many months? [ Net farming / fishing  § How often?
[d Retirement accounts  § How often? [ Net rental / royalty $ How often?
£ Alimony received $ How often? [J Other income $ How often?
Type
47. If there is no income listed for the household, please explain how Person T meets expenses:
[ Credit cards [dSavings [ Family provides financial support [ Bills aren’t being paid [ Other:

48, Deductions Check all that apply. Give the amount Person 1 gets and how often he or she gets it.

[ Check here if no deductions. If Person 1 pays for certain things that can be deducted on a federal income tax return, telling us
about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

{3 Alimony paid
[ Student loan interest

$

S

How often?
How often?

[J Other deductions
Type

S

How often?

page 6a of 18 | DOH-5079
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1. Legal name First, Middle, Last, Suffix (Jr,, Sr., ll or lll) l 2. Relationship to you

3. Maiden name or any other name you are known by:

4. Is Person Z: g single O Married O Divorced O Separated O Widowed
{month/daylyear)
5. Is Person 2 pregnant? [ Yes [I1No /f yes, how many babies are expected? DD Due date: I “ l/ I N I/ ‘ H " u {

6. Social Security number 7. Date of birth (month/day/year)

8. IsPerson 2 [OMale [Female

HEEEENEERN BN EEER

AR ORI

[ Yes
[JNo If no, go to guestion 13.

10. Will Persan 2 file jointly with a spouse?

OYes TONo  Ifyes, name of spouse:

11. Will Person 2 claim any dependents on next year’s federal tax return?
OYes [ONo  /fyes, what are their names?

12. Is Person 2 claimed as a dependent on someone else’s federal tax return?
OYes [ONo  Ifyes, who claimed Person 2 as a dependent?
How is Person 2 related to the tax filer?

(I Yes
[ONo If no, go to question 28 in STEP 2.

Disability
14. Is Person 2 blind? [IYes [ONo
15. Is Person 2 disabled or chronically ili? OO Yes [INo

16. Does Pavson 2 need the following services? Check all that apply [Waiver services [ Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Person 2 is disabled and working, does Person 2 want to apply for the MBI-WPD program? [1Yes [INo
The Medicaid Buy-In program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Persorn 2 continued on next page » b
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18. Citizenship, check one:

[ U.S. citizen or national Go to question 19.

[ Naturalized U.S. citizen [J Non-immigrant visa holder [1 Immigrant non-citizen [ Other
Document type: A #/Document #:
Expiration date: (month/day/year)[ “ k/ ] [E I/ [ n - ]l H l Country of issuance:

Has Person 2 lived in the U.S. since August 21, 19962 [ Yes [INo
Is Parson 2 or his/her spouse an active military member or U.S. Veteran? [ Yes [No

19. Does Parsen 2 want help paying for medical bills from the last 3 months?
[OYes [ONo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 2 live with at least one child under the age of 19, and is Person 2 the main person taking care of this child?
OYes [INo '

21.0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 2 is 26 or younger, answer these questions:
22. Is Person 2 a full-time student? [ Yes [1No
23. Was Person 2 ever in foster care? [ Yes [INo
24. Does Perser 2 have a parent living outside the home? [Yes [ONo

25. 01 Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two questions about race or ethnicity, but answering them can help us serve your community better.

26. Is Persorn 2 Hispanic or Latino? Check all that apply.

[J Mexican, Mexican American, Chicano/a O Puerto Rican O Cuban O Other:

27. What is Person 2's race? Check all that apply.

] White [0 Asian Indian [ Filipino [ Vietnamese [0 Guamanian or Chamorro
[ Black or African [ American Indian [ japanese ] Other Asian [1Samoan
American or Alaska Native O Korean [0 Native Hawaiian 1 Other Pacific Islander
1 Chinese
[1 Other:

Person 2 continued on next page ¥ »
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Go to question 45. | [1130. Self-employed: Go to question 41.

ey

31. Employer name and mailing address:

HAN LAYWHG

32. Wages and tips before taxes [Hourly [ Weekly [IEvery 2 weeks [ Monthly [JSemi-monthly [Quarterly [ Yearly

P

33. Dollars earned $[ H H

n ]] H ]] ] 34. Average hours worked each week: [__](l

2

UL

35. [0 Check here if income from the job is not steady from month to month. Provide start and end dates

36. Employer name and mailing address:

37. Wages and tips before taxes [Hourly [JWeekly [Every 2 weeks [Monthly [JSemi-monthly [IQuarterly [ Yearly

95A £1/9/8 dd¥ TVIDNYNE X

38. Dollars earned $[ “ " H ” n H “ l 39. Average hours worked each week: [:j[j

R R

40. ] Check here if income from the job is not steady from month to month. Provide start and end dates

41. Type of work: 43. How much net income {profits once expenses are paid)

' will Person 2 get from this self-employment this month?
You can subtract certain expenses from gross income to

get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

earnedthismonths| | || || | | [| | |

42. Company name and mailing address:

44,71 Check here if income from the job is not steady from month to month. Provide start and end dates

45. In the past 6 months, did any of the following happen to Person 2?7
[ Fewer hours [ Lostajob [0 Exhausted unemployment [0 Got a new job 1 Can't work due to injury
1 Other.

46. Other income Check all that apply. Give the amount Person 2 gets and how often he or she gets it.
[ Check here if no other income. You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

J Unemployment $ How many weeks? [] Capital gains $ How often?

] Pensions $ How often? [1Dividends / interest ~ $ How often?

{3 Social Security $ How many months? [1Net farming / fishing  $ How often?

[0 Retirement accounts  § How often? [0 Net rental / royalty $ How often?

[ Alimony received $ How often? [J Other income $ How often?
Type

47. I there is no income listed for the household, please explain how Person 2 meets expenses:
OO Credit cards [ Savings [ Family provides financial support [ Bills aren't being paid {1 Other:

48. Deductions Check all that apply. Give the amount Person 2 gets and how often he or she gets it.
[1 Check here if no deductions. /f 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 insurance a little lower. Do not include expenses from self-employment.

[J Alimony paid $ How often? 1 Other deductions $ How often?
[J Student loan interest  § How often? Type




B

1. Legal name First, Middle, Last, Suffix (Jr, Sr, Il or 1) 2. Relationship to you

3. Maiden name or any other name you are known by:

4. Is Person 3 O Single I Married [ Divorced [ Separated ] widowed
(month/daylyear)
5. 1s Person 3 pregnant? [1Yes C1No /f yes, how many babies are expected? DD Due date: [ ]l l/ [ “ [/ [ [I “ |] [

6. Social Security number 7. Date of birth (month/day/year)

8. IsPerson 3 [OMale [JFemale

HEEEENEERN HRENEEER

a

OYes
ONo f no, go to question 13.

AR R A AR

10. Will Person 3 file jointly with a spouse?

[1Yes [INo  Ifyes, name of spouse:

11. Will Person 3 claim any dependents on next year’s federal tax return?
COYes [ONo  [fyes, what are their names?

12. Is Person 3 claimed as a dependent on someone else’s federal tax return?
[OYes [ONo  Ifyes, who claimed Person 3 as a dependent?
How is Person 3 related to the tax filer?

CYes
CONo If no, go to question 28 in STEP Z.

Disability
14. Is Persors 3 blind? [OYes [INo
15. Is Person 2 disabled or chronically ill? [lYes [INo

16. Does Person 2 need the following services? Check all that apply [1Waiver services [ Personal care or home care services
Waiver services alfow individuals with serious healfth conditions to remain in the community instead of being placed in an institution.

17. If Person 3 is disabled and working, does Persorn 2 want to apply for the MBI-WPD program? [dYes [No
The Medicaid Buy-In program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Person 2 continued on next page ¥ »
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18. Citizenship, check one:

[JU.S. citizen or national Go to question 19.

[J Naturalized U.S. citizen [ Non-immigrant visa holder 1 Immigrant non-citizen [ Other
Document type: : A #/ Document #:
Expiration date: (month/day/year)l ][ ]/ [ H [/ l H “ ][ [ Country of issuance:

Has Person 3 lived in the U.S. since August 21, 1996? [lYes [No
Is Peyson 3 or his/her spouse an active military member or U.S. Veteran? [lYes [1No

19. Does Persorn 3 want help paying for medical bills from the last 3 months?
OYes [ONo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 3 live with at least one child under the age of 19, and is Persorn 3 the main person taking care of this child?
OYes [ONo

21.0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 3 is 26 or younger, answer these questions:
22.Is Person 3 a full-time student? O Yes [INo
23. Was Person 3 ever in foster care? [Yes [ONo
24. Does Person 3 have a parent living outside the home? [lYes [JNo

25. [ Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two questions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 3 Hispanic or Latino? Check all that apply.

[ Mexican, Mexican American, Chicano/a O Puerto Rican [J Cuban [ Other:

27. What is Person 3's race? Check all that apply.

[J White ] Asian Indian O Filipino [JVietnamese 0 Guamanian or Chamorro
[ Black or African  [J American Indian [1 Japanese [1 Other Asian [d Samoan
Ameri I i
mercan or Alaska Native I Korean [J Native Hawaiian 1 Other Pacific Islander
[J Chinese
[ Other:

Person 3 continued on next page » »
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[129. Not employed: Go to question 45.

1 30. Self-employed: Go to question 41.

31. Employer name and mailing address:

32. Wages and tips before taxes [ Hourly [0Weekly [1Every 2 weeks [IMonthly DO Semi-monthly [ Quarterly [ Yearly

33. Dollars earned $[ H H 1,

” ” H “ ] 34. Average hours worked each week: [—W]LLJ

35. [ Check here if income from the job is not steady from month to month. Provide start and end dates,

36. Employer name and mailing address:

37. Wages and tips before taxes [1Hourly [Weekly [IEvery 2 weeks [IMonthly [JSemi-monthly [IQuarterly [ Yearly

38.Dollarsearned $|_ | | [ | | [I | | 39. Average hours worked each week: [J[;J

DR R T

40. [ Check here if income from the job is not steady from month to month. Provide start and end dates

¢ it SR '
41. Type of work: 43. How much net income (profits once expenses are paid)
will Person 3 get from this self-employment this month?
You can subtract certain expenses from gross income to

get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C,

Earned this month $[ [] H l ]f ]t H ]] ]

R =

42. Company name and mailing address:

44,1 Check here if income from the job is not steady from month to month. Provide start and end dates

45. In the past 6 months, did any of the following happen to Person 3?
1 Fewer hours [JLost a job [ Exhausted unemployment [1 Got a new job [J Can't work due to injury
[0 Other

46, Other income Check all that apply. Give the amount Person 2 gets and how often he or she gets it.
O Check here if no other income. You don‘t need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

[0 Unemployment $ How many weeks? [ Capital gains $ How often?

[ Pensions $ How often? O Dividends / interest ~ $ How often?

[ Social Security $ How many months? [ Net farming / fishing  $ How often?

[J Retirement accounts  § How often? [J Net rental / royalty $ How often?

1 Alimony received $ How often? [ Other income $ How often?
Type

47. If there is no income listed for the household, please explain how Person 3 meets expenses:
[ Credit cards [ Savings [ Family provides financial support [ Bills aren't being paid [ Other:

48. Deductions Check all that apply. Give the amount Person 3 gets and how often he or she gets it.
[ Check here if no deductions. /f 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 insurance a little lower. Do not include expenses from self-employment.

3 Alimony paid $ How often? [1 Other deductions $ How often?
{J Student loan interest  § How often? Type

AN L4YHE0
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b Person 4. Tell out the ‘
1. Legal name First, Middle, Last, Suffix (Jr., Sr., ll or Ill) L2 Relationship to you

|

3. Maiden name or any other name you are known by:

4. Is Person 4: {3 Single I Married [ Divorced [ Separated O widowed
(month/daylyear)
5. Is Person 4 pregnant? []Yes [INo If yes, how many babies are expected? D[:J Due date: | ]l l/ [ ” [/ [ H “ H [

6. Social Security number 7. Date of birth (month/daylyear)

8. IsPerson 4 [OMale []Female

D00 O A

(O HID | OO

(J1Yes
[JNo /f no, go tc question 13.

10. Will Person 4 file jointly with a spouse?

[IYes [No  If yes, name of spouse:

11. Will Person 4 claim any dependents on next year’s federal tax return?
OYes [ONo  If yes, what are their names?

12. Is Person 4 claimed as a dependent on someone else’s federal tax return?
[OYes [ONo Ifyes, who claimed Person 4 as a dependent?
How is Person 4 related to the tax filer?

Cyes
CINo If no, go 1o question 28 in STEP 2.

Disability
14. Is Personn 4 blind? [Yes [ONo

15. Is Person 4 disabled or chronically ill? [DYes [INo

16. Does Person 4 need the following services? Check all that apply []Waiver services [ Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Person 4 is disabled and working, does Person 4 want to apply for the MBI-WPD program? [dYes [dNo
The Medicaid Buy-in program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Pegrson 4 continued on next page b »
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18. Citizenship, check one:

3 U.S. citizen or national Go to question 19.

[0 Naturalized U.S. citizen I Non-immigrant visa holder I Immigrant non-citizen (1 Other
Document type: A #/ Document #:
Expiration date: (month/day/year) I H i/ ] ﬂ [/ I “ ‘ " ][ l Country of issuance:

Has Person 4 lived in the U.S. since August 21, 19967 [JYes [INo
Is Person 4 or his/her spouse an active military member or U.S. Veteran? [Yes [CINo

19. Does Person 4 want help paying for medical bills from the last 3 months?
OYes [INo ' ,
if you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 4 live with at least one child under the age of 19, and is Person 4 the main person taking care of this child?
OYes [ONo

21.0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 4 is 26 or younger, answer these questions:
22. Is Persom 4 a full-time student? [JYes [No
23. Was Person 4 ever in foster care? OYes [1No
24. Does Peyson 4 have a parent living outside the home? [dYes [INo

25.[7 Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two questions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 4 Hispanic or Latino? Check all that apply.
[0 Mexican, Mexican American, Chicano/a [J Puerto Rican [ Cuban [ Cther:

27. What is Person 4's race? Check all that apply.

[J White [ Asian Indian [ Filipino [ Vietnamese 00 Guamanian or Chamorro
[ Black or African [ American Indian [ Japanese [J Other Asian [ Samoan
American or Alaska Native [T Korean 1 Native Hawaiian [ Other Pacific Islander
[ Chinese
(1 Other:

Person 4 continued on next page » »
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31. Employer name and mailing address:

32. Wages and tips before taxes [1Hourly [1Weekly [JEvery2weeks [1Monthly [JSemi-monthly [1Quarterly [ Yearly

33. Dollars earned ${ ” " I “ “ H “ ] 34. Average hours worked each week: ("—J[J

35. 0 Check here if income from the job is not steady from month to month. Provide start and end dates

b

-

36. Employer name and mailing address:

37. Wages and tips before taxes [1Hourly [JWeekly [JEvery2weeks [IMonthly [ISemi-monthly [1Quarterly [J Yearly

38. Dollars earned $) ” H |,] ]] ]] H H ] 39. Average hours worked each week:f

A VRO 0 R

40. 1 Check here if income from the job is not steady from month to month. Provide start and end dates

41, Type of work: 43, How much net income (profits once expenses are paid)

will Person 4 get from this self-employment this month?
You can subtract certain expenses from gross income to

get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

Earned this month $] “ ]] | ” “ H ” ]

42, Company name and mailing address:

44, ] Check here if income from the job is not steady from month to month. Provide start and end dates

45. In the past 6 months, did any of the following happen to Person 4?
1 Fewer hours [JLostajob [1 Exhausted unemployment [0 Got a new job [ Can't work due to injury
[0 Other

46, Other income Check all that apply. Give the amount Person 4 gets and how often he or she gets it.
] Check here if no other income. You don‘t need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

[0 Unemployment $ How many weeks? O Capital gains $ How often?

[ Pensions $ How often? [JDividends / interest  § How often?

(1 Social Security $ How many months? [0 Net farming / fishing  $ How often?

[0 Retirement accounts  $ How often? [ Net rental / royalty $ How often?

1 Alimony received $ How often? [J Other income $ How often?
Type

47. If there is no income listed for the household, please explain how Person 4 meets expenses:
O Credit cards [JSavings [ Family provides financial support 3 Bills aren’t being paid {1 Other:

48, Deductions Check all that apply. Give the amount Person 4 gets and how often he or she gets it.
[0 Check here if no deductions. /f 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 insurance a little lower. Do not include expenses from self-employment.

[ Alimony paid $ How often? [ Other deductions $ How often?
[ Student loan interest  $ How often? Type

page 6d of 18 | DOH-5079
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» Person 5, Tell us ab :
1. Legal name First, Middle, Last, Suffix (Jr., Sr., Il or ill)

2. Relationship to you

3. Maiden name or any other name you are known by:

4. Is Person 5 [ Single ‘{1 Married 3 Divorced [0 Separated C1widowed
{month/day/year)
5. Is Person 5 pregnant? [ Yes [1No If yes, how many babies are expected? }:[D Due date: ] “ ]/ I I[ {/ f ﬂ H [] [

6. Social Security number 7. Date of birth (month/daylyear)

8. IsPerson 8 DMale [ Female

A0V RRRE TN A

HEE NN NN HRENEEEE

(] Yes
[CJNo If no, go to question 13.

10. Will Person 5 file jointly with a spouse?

COYes [ONo  Ifyes, name of spouse:

11. Will Person 5 claim any dependents on next year's federal tax return?
OYes [ONo  If yes, what are their names?

12. Is Person 5 claimed as a dependent on someone else’s federal tax return?
COYes [ONo  if yes, who claimed Person 5 as a dependent?
How is Person 5 related 1o the tax filer?

OYes
[ZINo If no, go to question 28 in STEP 2.

Disability
14. Is Person 5 blind? [OYes [ No

15. Is Parson 5 disabled or chronically ill? [0Yes [INo

16. Does Person 5 need the following services? Check all that apply [ Waiver services []Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Person 5 is disabled and working, does Person 5 want to apply for the MBI-WPD program? [OYes [INo
The Medicaid Buy-In program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Person § continued on next page » »
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18. Citizenship, check one:

[J U.S. citizen or national Go to question 19.

[ Naturalized U.S. citizen [ Non-immigrant visa holder [J Immigrant non-citizen [1 Other
Document type: A #/Document #:
Expiration date: (month/day/year)’ [[ [/ [ H [/ l u ﬂ ][ l Country of issuance:

Has Person 5 lived in the U.S. since August 21, 19967 [1Yes [ No
Is Person 5 or his/her spouse an active military member or U.S. Veteran? [dYes O No

19. Does Person 5 want help paying for medica! bills from the last 3 months?
OYes [INo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 5 live with at least one child under the age of 19, and is Persoen 5 the main person taking care of this child?
(Yes [INo

21. ] Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Persomn 5 is 26 or younger, answer these questions:
22.1s Person 5 a full-time student? [JYes [INo
23. Was Person 5 ever in foster care? [lYes [ONo
24. Does Person 5 have a parent living outside the home? [Yes [ONo

25. [0 Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two guestions about race or ethnicity, but answering them can help us serve your community better.

26. Is Persom 5 Hispanic or Latino? Check all that apply.

I Mexican, Mexican American, Chicano/a {J Puerto Rican O Cuban [ Other:

27. What is Person 5's race? Check all that apply.

O White [J Asian Indian [ Filipino 1 Vietnamese [0 Guamanian or Chamorro
[ Black or African [ American Indign [1 Japanese [ Other Asian [0 Samoan
American or Alaska Native [ Korean {3 Native Hawaiian [ Other Pacific Islander
[J Chinese O Other:

Person 5 continued on next page » b
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[128. Employed: Go to question 31.
31. Employer name and mailing address:

32. Wages and tips before taxes [ Hourly [IWeekly [Every 2 weeks [ Monthly [1Semi-monthly [Quarterly [ Yearly

“ " H H | 34. Average hours worked each week: [_J[_]

33. Dollars earned $[ ” H

r

35. [0 Check here if income from the job is not steady from month to month. Provide start and end dates,

— 2

36. Erﬁployer name and mailing address:

37. Wages and tips before taxes [dHourly [OWeekly [JEvery2 weeks [ Monthly [JSemi-monthly O Quarterly [ Yearly

38. Dollars earned $[ u “ H H ]] ]] ]] l 39. Average hours worked each week: [__-]f—l

HHTEH

40, [ Check here if income from the job is not steady from month to month. Provide start and end dates

41. Type of work: 43. How much net income (profits once expenses are paid)
will Person 5 get from this self-employment this month?
You can subtract certain expenses from gross income to

get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

Earned this month $] u ]] l, ” I[ H H ]

42. Company name and mailing address:

44, Check here if income from the job is not steady from month to month. Provide start and end dates

45, In the past 6 months, did any of the following happen to Person 5?
[ Fewer hours [Jlost ajob [1 Exhausted unemployment (1 Got a new job [J Can't work due to injury
0 Other.

46. Other income Check all that apply. Give the amount Person 5 gets and how often he or she gets it.
[0 Check here if no other income. You don't need 1o tell us about child support, veteran’s payment, or Supplemental Security Income (SS).

[J Unemployment $ How many weeks? {1 Capital gains $ How often?

(1 Pensions $ How often? [1Dividends / interest  § How often?

[J Social Security $ How many months? [ Net farming / fishing  § How often?

[ Retirement accounts  § How often? [ Net rental / royalty $ How often?

[ Alimony received $ How often? 1 Other income $ How often?
Type

47. If there is no income listed for the household, please explain how Person 5 meets expenses:
[ Credit cards [ Savings [ Family provides financial support [ Bills aren’t being paid (3 Other:

48. Deductions Check all that apply. Give the amount Person 5 gets and how often he or she gets it.
[0 Check here if no deductions. /f Person 5 pays for certain things that can be deducted on a federal income tax return, telling us
about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

£ Alimony paid $ How often? [J Other deductions $ How often?
{1 Student loan interest  $ How often? Type
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Pers ell us about. a
1. Legal name First, Middle, Last, Suffix (Jr,, Sr., Il or lif) i 2. Relationship to you

3. Maiden name or any other name you are known by:

4. Is Person 8: O Single [J Married (] Divorced [ Separated 0 Widowed
(month/daylyear)
5. Is Person 6 pregnant? [ Yes [1No /f yes, how many babies are expected? DD Due date: ] " [/ ] “ [/ 1 Il " H !

6. Social Security number 7. Date of birth (month/day/year)

8. IsPerson 6 I Male [IFemale

A NRE O 0 O

| OO

[Yes
O No If no, go to question 13.

10. Will Persom 6 file jointly with a spouse?

CYes ONo  If yes, name of spouse:

11. Will Person € claim any dependents on next year’s federal tax return?
COYes [ONo  [fyes, what are their names?

12. 1s Person 6 claimed as a dependent on someone else’s federal tax return?
COYes [ONo  Ifyes, who claimed Person € as a dependent?
How is Person & related to the tax filer?

[IYes
[JNo If no, go to question 28 in STEP Z.

Disability
14, Is Persor & blind? CYes [ONo

15. Is Person € disabled or chronically ill? OYes [0 No

16. Does Person & need the following services? Check all that apply [1Waiver services [ Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Persen 6 is disabled and working, does Person 6 want to apply for the MBI-WPD program? [dYes [INo
The Medicaid Buy-in program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even thase who improve but still have a severe impairment.

Person & continued on next page » »
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18. Citizenship, check one:

[0 U.S. citizen or national Go to question 19.

[0 Naturalized U.S. citizen [ Non-immigrant visa holder I Immigrant non-citizen [J Other
Document type: ) A #/Document #:
Expiration date: (month/day/year)[ u [/ ] [k [/ [ ” , ]| ﬂ [Country of issuance:

Has Person & lived in the U.S. since August 21, 1996? [IYes [No
s Person 6 or his/her spouse an active military member or U.S. Veteran?  [1Yes [1No

19. Does Person & want help paying for medical bills from the last 3 months?
IYes [INo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Persor 6 live with at least one child under the age of 19, and is Person 6 the main person taking care of this child?
LdYes [ONo

21.[1 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Parson & is 26 or younger, answer these questions:
22.Is Person § a full-time student? JYes [INo
23. Was Person 6 ever in foster care? [Yes [INo
24. Does Person 8 have a parent living outside the home? [IYes [INo

25. ] Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two gquestions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 8 Hispanic or Latino? Check all that apply.

[ Mexican, Mexican American, Chicano/a [ Puerto Rican 1 Cuban [ Other:

27. What is Person 8's race? Check all that apply.

[ White [J Asian Indian (1 Filipino [ Vietnamese [1 Guamanian or Chamorro
[1Black or African  [‘American Indian 1 Japanese [1 Other Asian [ Samoan
American or Alaska Native [] Korean [] Native Hawaiian [0 Other Pacific Islander
{1 Chinese
[1 Other:

Persoen 6 continued on next page ¥ ¥
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[128. Employed: Go to qu

31. Employer name and mailing address:

i

estion 31

32. Wages and tips before taxes [1Hourly [OWeekly [0 Every 2 weeks

O Monthly O Semi-monthly [ Quarterly [ Yearly

33. Dollars earned $‘ H H '.

NN

34, Average hours worked each week: F]fl

o —

QU

35.

5

36. Employer name and mailing address:

I Check here if income from the job is not steady from month to m

%

onth. Provide start and end dates,

37. Wages and tips before taxes [ Hourly [Weekly [JEvery 2weeks [OMonthly [ Semi-monthly [0 Quarterly O Yearly

38. Dollars earned $( ” ”

L

AR A

41. Type of work:

42. Company name and mailing address:

Earned this month $[ ” H

40.1 Check here if income from the job is not steady from month to month. Provide start and end dates

43. How much net income (profits once expenses are paid)
will Person 6 get from this self-employment this month?
You can subtract certain expenses from gross income to
get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

I .

44,1 Check here if income from the job is not steady from month to month. Provide start and end dates

45, In the past 6 months, did any of the following happen to Persorn 6?

[ Fewer hours
[ Other

[Jiost ajob

[0 Exhausted unemployment

(1 Got a new job

[J Can't work due to injury

46. Other income Check all that apply. Give the amount Person 6 gets and how often he or she gets it.

[ Check here if no other income. You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

] Unemployment $ How many weeks? [J Capital gains $ How often?
[ Pensions $ How often? []Dividends / interest ~ $ How often?
(] Social Security $ How many months? [INet farming / fishing  $ How often?
1 Retirement accounts  § How often? {1 Net rental / royalty $ How often?
[J Alimony received $ How often? 1 Other income $ How often?
Type
47. 1f there is no income listed for the household, please explain how Persorn 6 meets expenses:
O Creditcards [Savings [ Family provides financial support [ Bills aren't being paid [J Other:

48. Deductions Check all that apply. Give the amount Person 6 gets and how often he or she gets it.

[0 Check here if no deductions. /f Person & pays for certain things that can be deducted on a federal income tax return, telling us
about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

(3 Alimony paid

{J Student loan interest

$

S

How often?
How often?

[J Other deductions
Type

How often?
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» Person 3 a
1. Legal name First, Middle, Last, Suffix (Jr, Sr., Il or If})

2. Relationship to you

3. Maiden name or any other name you are known by:

AL OHRE

4. Is Person 7: O Single O Married O Divorced [ Separated [0 widowed
(month/daylyear)
5. Is Person 7 pregnant? [JYes [1No If yes, how many babies are expected? D[:] Due date: [ " l/ ! " [/ [ H u ” [

.

6. Social Security number 7. Date of birth (month/day/year)

8. IsPerson 7 [ Male [Female

G

HEEEEEEE Ll L VL]

Oyes
CONo /f no, go to question 13.

10. Will Person 7 file jointly with a spouse?

[IYes [INo  Ifyes, name of spouse:

11. Will Person 7 claim any dependents on next year's federal tax return?
dYes [ONo  /fyes, what are their names?

12. Is Person 7 claimed as a dependent on someone else’s federal tax return?
COYes ONo  Ifyes, who claimed Person 7 as a dependent?
How is Person 7 related to the tax filer?

[ Yes
[ONo If no, go to question 28 in STER 2.

Disability
14. Is Persors 7 blind? [IYes [ONo
15. Is Person 7 disabled or chronically ill? [JYes [INo

16. Does Parson 7 need the following services? Check all that apply 1 Waiver services [l Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Persors 7 is disabled and working, does Person 7 want to apply for the MBI-WPD program? [IYes [lNo
The Medicaid Buy-In program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Person 7 continued on next page » b
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18. Citizenship, check one:

[ U.S. citizen or national Go to question 19.

[1 Naturalized U.S. citizen I Non-immigrant visa holder I Immigrant non-citizen [ Other
Document type: A #/Document #:
Expiration date: {month/daylyear) I [[ [/ I “ [/ i ” ” [[ [ Country of issuance:

Has Persomn 7 lived in the U.S. since August 21, 19967 [OYes [INo
Is Person 7 or his/her spouse an active military member or U.S. Veteran? [Yes [INo

19. Does Persen 7 want help paying for medical bills from the last 3 months?
[OYes [INo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

120. Does Person 7 live with at least one child under the age of 19, and is Person 7 the main person taking care of this child?
OYes [INo

21. 0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 7 is 26 or younger, answer these questions:
22. Is Person 7 a full-time student? O Yes O No
23. Was Person 7 ever in foster care? O Yes [INo
24. Does Person 7 have a parent living outsidg the home? [lYes [INo

25. [0 Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two questions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 7 Hispanic or Latino? Check all that apply.

1 Mexican, Mexican American, Chicano/a [0 Puerto Rican [ Cuban [ Other:

27. What is Person 7's race? Check alf that apply.

[0 White [ Asian Indian [ Filipino O Vietnamese [0 Guamanian or Chamorro
[dBlack or African  [I American Indian [1 Japanese [1 Other Asian O Samoan
American or Alaska Native [ Korean 1 Native Hawaiian [1 Other Pacific Islander
1 Chinese
[1 Other:

Person 7 continued on next page ¥ »
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31. Employer name and mailing address:

32. Wages and tips before taxes [ Hourly [IWeekly [OEvery2weeks [1Monthly [ISemi-monthly [ Quarterly O Yearly

33. Dollars earned $I ” H l,

]] ]] H I] ] 34. Average hours worked each week: [—J[w]

35. [ Check here if income from the job is not steady from month to month. Provide start and end dates

 If Perso J
36. Employer name and mailing address:

37. Wages and tips before taxes [ Hourly [ Weekly [JEvery 2 weeks [ Monthly [ Semi-monthly [IQuarterly [ Yearly

38 Dollars earned 8| | | [ T T 1 ] 39. Average hours worked each week: | | ]

A 0NN 0 R

40. 1 Check here if income from the job is not steady from month to month. Provide start and end dates

43, How much net income (profits once expenses are paid)
will Person 7 get from this self-employment this month?
You can subtract certain expenses from gross income to
get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

Earned this month $1 ” ]] !E “ I] ” I

41. Type of work:

42. Company name and mailing address:

a

44, Check here if income from the job is not steady from month to month. Provide start and end dates

45, In the past 6 months, did any of the following happen to Person 7?
1 Fewer hours O Llost ajob [1 Exhausted unemployment [0 Got a new job [0 Can't work due to injury
1 Other.

46. Other income Check all that apply. Give the amount Person 7 gets and how often he or she gets it.
[ Check here if no other income. You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

[J Unemployment $ How many weeks? 1 Capital gains $ How often?

[J Pensions $ How often? [ Dividends / interest ~ $ How often?

[ Social Security $ How many months? [0 Net farming / fishing  § How often?

[ Retirement accounts  $ How often? 1 Net rental / royalty $ How often?

1 Alimony received $ How often? 1 Other income $ How often?
Type

47. If there is no income listed for the household, please explain how Person 7 meets expenses:
[ Credit cards [ Savings [ Family provides financial support [ Bills aren’t being paid [J Other:

48. Deductions Check all that apply. Give the amount Person 7 gets and how often he or she gets it.
[0 Check here if no deductions. If Person 7 pays for certain things that can be deducted on a federal income tax return, telling us
about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

1 Alimony paid $ How often? [0 Other deductions $ How often?
[7J Student loan interest How often? Type

e oo II | “ I ||II|H lllll
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1. Legal name First, Middle, Last, Suffix (Jr., Sr., It or Ill) P2 Relationship to you

3. Maiden name or any other name you are known by:

53
:
h
. Z
4, Is Person 8: [ Single [0 Married {71 Divorced [0 Separated _ O Widowed E
(month/daylyear)
5. Is Person 8 pregnant? [ Yes [1No If yes, how many babies are expected? DD Due date: l ” ‘/ ! ﬂ l/ } [] " H (

95A £1/9/8 dd¥ TWIDNYNE Xk

6. Social Security number 7. Date of birth (month/day/year)

8. IsPerson 8 [IMale [Female

HEEE N EEEN BN EEER

[ Yes
O No If no, go to question 13.

AR R 6 AR

10. Will Person & file jointly with a spouse?

[TYes [ONo  If yes, name of spouse:

11. Will Person 8 claim any dependents on next year’s federal tax return?
[ClYes [ONo  If yes, what are their names?

12. Is Person 8 claimed as a dependent on someone else’s federal tax return?
COYes [ONo If yes, who claimed Person 8 as a dependent?
How is Person 8 related 1o the tax filer?

[ Yes
CONo /fno, go to question 28 in STEP 2.

Disability
14. Is Parson 8 blind? [CYes [ONo

15. Is Person 8 disabled or chronically ill? O Yes O No

16. Does Parson & need the following services? Check all that apply [ Waiver services [ Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Person & is disabled and working, does Person & want to apply for the MBI-WPD program? [OYes [ No
The Medicaid Buy-In program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-\WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Persor & continued on next page » »
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18. Citizenship, check one:

[ Us. citizen or national Go to question 19.

[ Naturalized U.S. citizen [ Non-immigrant visa holder I Immigrant non-citizen [ Other
Document type: A #/Document #:
Expiration date: (month/daylyear) [ ” M I[ l/ l H ]l ][ [ Country of issuance:

Has Person 8 lived in the U.S. since August 21, 19967 .D Yes [ONo
Is Person 8 or his/her spouse an active military member or U.S. Veteran? [Yes [ONo

19. Does Person 8 want help paying for medical biils from the last 3 months?
OYes CNo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 8 live with at least one child under the age of 19, and is Persen 8 the main person taking care of this child?
COYes [INo

21.0] Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 8 is 26 or younger, answer these questions:
22.Is Person 8 a full-time student? [JYes [JNo
23. Was Person 8 ever in foster care? [lYes [INo
24. Does Person & have a parent living outside the home? [lYes [ONo

25. [1Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two questions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 8 Hispanic or Latino? Check all that apply.

'D Mexican, Mexican American, Chicano/a 1 Puerto Rican 1 Cuban [ Other:

27. What is Person &'s race? Check all that apply.

O White [ Asian Indian ~ [ Filipino » O Vietnamese 0 Guamanian or Chamorro
[ Black or African [ American Indian [1Japanese -~ [] Other Asian [ Samoan
Ameri laska Nati . o
merican or Alaska Native [0 Korean [ Native Hawaiian [ Other Pacific Islander
[JChinese
[ Other:

Person 8 continued on next page » »

- : e i .

AN LdY4EQ

95A £1/9/8 dd¥ TYIDNVNIE X



> Person
[128. Employed: Go to question 31.
Job, . ‘
31; vEmployer ‘hame ahd'fnailing address:

32. Wages and tips before taxes [ Hourly [0Weekly [JEvery2weeks [ Monthly [1Semi-monthly [JQuarterly [ VYearly

L

33. Dollars earned $I H “ |

36. Employer name and mailing address:

37. Wages and tips before taxes [Hourly [JWeekly [JEvery2 weeks [0 Monthly [1Semi-monthly [ Quarterly [ Yearly

38. Dollars earned $i H ” l,] n ” H H ]

39. Average hours worked each week: E:]Lm[

AT PR 0 G

40.[] Check here if income from the job
41. Type of work:

i

is not steady from month to month. Provide start and end dates
5 i

42. Company name and mailing address:

43, How much net income (profits once expenses are paid)
will Person 8 get from this self-employment this month?
You can subtract certain expenses from gross income to
get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

eaned thismonth || || || | | || | |

44.[] Check here if income from the job is not steady from month to month. Provide start and end dates

45. In the past 6 months, did any of the following happen to Person 8?

[ Fewer hours
] Other,

Olostajob

[J Exhausted unemployment

[1 Got a new job [0 Can't work due to injury

46. Other income Check all that apply. Give the amount Person 8 gets and how often he or she gets it.
[J Check here if no other income. You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SS).

O Unemployment $ How many weeks? [ Capital gains $ How often?
[ Pensions $ How often? [l Dividends / interest  § How often?
[ Social Security $ How many months? [1Net farming / fishing  $ How often?
[ Retirement accounts  § How often? [ Net rental / royalty $ How often?
[ Alimony received $ How often? [ Other income $ How often?
Type
47. If there is no income listed for the household, please explain how Person 8 meets expenses:
[OCredit cards [ Savings [ Family provides financial support [ Bills aren’t being paid [ Other: _

48. Deductions Check all that apply. Give the amount Person 8 gets and how often he or she gets it.
[0 Check here if no deductions. /f Person 8 pays for certain things that can be deducted on a federal income tax return, telling us
about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

How often?
How often?

O Alimony paid $
[0 Student loan interest  §

[ Other deductions $
Type

How often?

page 6h of 18 | DOH-5079
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1. Legal name First, Middle, Last, Suffix (Ur., Sr., t or Ill) 2. Relationship to you

3. Maiden name or any other name you are known by:

4. Is Person % £ Single [0 Married [ Divorced [ Separated [0 widowed
(month/daylyear)
5. 1s Person 9 pregnant? [1Yes [INo /f yes, how many babies are expected? DD Due date: I H l/ [ ll [/ l H H H !

6. Social Security number 7. Date of birth (month/day/year)

8. IsPerson @ [IMale [OFemale

HEE BN EEEE RN EEEN

TR H

O Yes
[INo if no, go to question 13.

10. Will Person 2 file jointly with a spouse?

COYes [ONo  [Ifyes, name of spouse:

11. Will Person 9 claim any dependents on next year's federal tax return?
OYes [ONo  If yes, what are their names?

12. Is Person 8 claimed as a dependent on someone else’s federal tax return?
[OYes [INo  Ifyes, who claimed Person @ as a dependent?
How is Person 9 related to the tax filer?

1 Yes ]
[INo If no, go to question 28 in STEP Z.

Disability
14. Is Person 8 blind? [Yes [INo

15. Is Person 9 disabled or chronically ill? OYes [CINo

16. Does Person 9 need the following services? Check all that apply [ Waiver services [ Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community ihstead of being placed in an institution.

17. If Person 9 is disabled and working, does Person 8 want to apply for the MBI-WPD program? [dYes [No
The Medicaid Buy-in program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Person 2 continued on next page ¥ »
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18. Citizenship, check one:

[ U.S. citizen or national Go to question 19.

[J Naturalized U.S. citizen [ Non-immigrant visa holder [0 Immigrant non-citizen [ Other
Document type: A #/ Document #:
Expiration date: (month/day/year)[ 1[ I/ [ “ [/ l H “ ][ [ Country of issuance:

Has Person 9 lived in the U.S. since August 21, 1996? [ Yes [ONo
Is Parsor 9 or his/her spouse an active military member or U.S. Veteran? [ Yes [1No

19. Does Person 9 want help paying for medical bills from the last 3 months?
OYes [ONo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Person 9 live with at least one child under the age of 19, and is Person 8 the main person taking care of this child?
CYes [INo

21.0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them.

If Person 9 is 26 or younger, answer these questions:
22. Is Person § a full-time student? [ Yes ONo
23. Was Person 9 ever in foster care? O Yes [INo
24. Does Person 2 have a parent living outside the home? [Yes [INo

25. [0 Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two guestions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 9 Hispanic or Latino? Check all that apply.

[0 Mexican, Mexican American, Chicano/a 1 Puerto Rican {1 Cuban [ Other:

27. What is Person 8's race? Check all that apply.

[0 White {1 Asian Indian O Filipino [J Vietnamese [0 Guamanian or Chamorro
[ Black or African [ American Indian [1 Japanese {3 Other Asian [0 Samoan
i Al i . -
American or Alaska Native [.1 Korean [ Native Hawaiian [ Other Pacific Islander
[J Chinese
[10ther:

Persan 8 continued on next page » »
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31. Employer name and mailing address:

32. Wages and tips before taxes [dHourly T Weekly [JEvery 2 weeks [ Monthly [JSemi-monthly [ Quarterly [IYearly

33. Dollars earned $[ H n

L] 34. Average hours worked each week: DF]

g

onth. Provide start and end dates

37. Wages and tips before taxes [ Hourly [OWeekly [Every2 weeks [ Monthly [JSemi-monthly [OQuarterly [ Yearly

38. Dollars earned $[ ” ” H H u H I[ | 39. Average hours worked each week: [J[_j

A0 VRO 0 A

40. 1 Check here if income from the job is not steady from month to month. Provide start and end dates
you are self-empl
41. Type of work: 43. How much net income (profits once expenses are paid)
will Person @ get from this self-employment this month?
You can subtract certain expenses from gross income to

get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

Earned this month $‘ " ]] ‘ 1[ ][ I] ” ]

42. Company name and mailing address:

44,1 Check here if income from the job is not steady from month to month. Provide start and end dates

45, In the past 6 months, did any of the following happen to Person 9?7
1 Fewer hours [Jlostajob [ Exhausted unemployment [] Got a new job [1 Can’t work due to injury
{1 Other.

46. Other income Check all that apply. Give the amount Person 9 gets and how often he or she gets it.
[ Check here if no other income. You don’t need 1o tell us about child support, veteran’s payment, or Supplemental Security Income (SS).

7 Unemployment $ How many weeks? [ Capital gains $ How often?

[ Pensions $ How often? O Dividends / interest ~ $ How often?

{7 Social Security $ How many months? [ Net farming / fishing  $ How often?

{1 Retirement accounts  § How often? 1 Net rental / royalty $ How often?

0 Alimony received $ How often? O Other income $ How often?,
Type

47. If there is no income listed for the household, please explain how Person 8 meets expenses:
[0 Credit cards [JSavings [ Family provides financial support [ Bills aren’t being paid [ Other:

48. Deductions Check all that apply. Give the amount Person § gets and how often he or she gets it.
[0 Check here if no deductions. /f Person 8 pays for certain things that can be deducted on a federal income tax return, telling us
about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

(1 Alimony paid $ How often? 1 Other deductions $ How often?
[ Student loan interest  $ How often? Type

HAN L4YHG
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» Person ell us abou B89
1. Legal name First, Middle, Last, Suffix (Ir., Sr., Il or Il)

ot

2. Relationship to you

i
i
i

3. Maiden name or any other name you are known by:

4. Is Person 10: [JSingle I Married (] Divorced L1 Separated [J widowed
(month/daylyear)
5. Is Person 10 pregnant? [ Yes [1No /f yes, how many babies are expected? [:]D Due date: l " i/ l U l/ ] || ﬂ l[ l

LR

6. Social Security number 7. Date of birth (month/day/year)

OO THIOD | o

8. Is Person 10 [OMale [ Female

(IYes
O No If no, go to question 13.

HTHE

10. Will Person 18 file jointly with a spouse?

[DYes TINo  If yes, name of spouse:

11. Will Person 10 claim any dependents on next year's federal tax return?
CYes [ONo  If yes, what are their names?

12. is Person 10 claimed as a dependent on someone else’s federal tax return?
[OYes [INo If yes, who claimed Person 10 as a dependent?
How is Person 10 related to the tax filer?

OYes
[(INo If no, go to question 28 in STEP 2.

Disability
14. Is Person 19 blind? [OYes [ No

15. Is Parson 10 disabled or chronically ill? O Yes [ No

16. Does Person 10 need the following services? Check all that apply 1 Waiver services [] Personal care or home care services
Waiver services allow individuals with serious health conditions to remain in the community instead of being placed in an institution.

17. If Parson 18 is disabled and working, does Person 40 want to apply for the MBI-WPD program? [OYes [INo
The Medicaid Buy-in program for Working People with Disabilities (MBI-WPD) offers Medicaid coverage to people who are disabled, working,
and at least 16 years old but not yet 65 years old. MBI-WPD allows people with higher income levels to qualify for Medicaid. This means
working people with disabilities can earn more and still keep their Medicaid coverage, even those who improve but still have a severe impairment.

Pegrson 18 continued on next page » »
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18. Citizenship, check one:

O U.S. citizen or national Go to question 19.

[0 Naturalized U.S. citizen [ Non-immigrant visa holder O Immigrant non-citizen [1 Other
Document type: A #/Document #:
Expiration date: (month/day/year)] l[ [/I ][ i/ [ [] “ “ i Country of issuance:

Has Person 10 lived in the U.S. since August 21, 1996? [IYes [INo
Is Person 190 or his/her spouse an active military member or U.S. Veteran? [OdYes [INo

19. Does Parson 10 want help paying for medical bills from the last 3 months?
[OYes [INo
If you qualify for Medicaid, you may be able to (1) get help paying for medical bills you received in the last 3 months or (2) get paid
back for medical bills you paid in the last 3 months. We will need to contact you for more information.

20. Does Parsorn 10 live with at least one child under the age of 19, and is Person 10 the main person taking care of this child?
OYes [ONo

21.0 Yes, | want to be enrolled in the Family Planning Benefit Program if | do not qualify for Medicaid.
The Family Planning Benefit Program is a public health insurance program for people who need family planning services but may
not have the money to pay for them. ‘

If Parson 10 is 26 or younger, answer these questions:
22.Is Person 10 a full-time student? T'Yes [INo
23. Was Person 10 ever in foster care? O Yes [INo
24. Does Person 1D have a parent living outside the home? [OYes [INo

25. [ Check here if anyone in the household has lost or cancelled health insurance from an employer during the last 3 months.

You do not have to answer the next two guestions about race or ethnicity, but answering them can help us serve your community better.

26. Is Person 10 Hispanic or Latino? Check all that apply.

J Mexican, Mexican American, Chicano/a {7 Puerto Rican 1 Cuban [ Other:

27. What is Person 10's race? Check all that apply.

[ White 1 Asian Indian O Filipino [1Vietnamese [1 Guamanian or Chamorro
[1 Black or African [0 American Indian 1 Japanese [ Other Asian (1 Samoan
American or Alaska Native [ Korean [ Native Hawaiian [ Other Pacific Islander
[ Chinese
[ Other:

Person 10 continued on next page ¥ »
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[128. Employed: Go to question 31.

31. Employer name and mailing address:

32. Wages and tips before taxes [ Hourly [1Weekly [JEvery2weeks [IMonthly [1Semi-monthly [Quarterly [ Yearly

33..Dollars earned $1 H ”

H ]] ]| " [ 34. Average hours worked each week: [_:H_:j

g

35

[ Check here if income from the job is not steady from month to month. Provide start and end dates

S s

36. Employer name and mailing address:

37. Wages and tips before taxes [1Hourly [1Weekly [Every 2 weeks [IMonthly [Semi-monthly [Quarterly [ Yearly

38. Dollars earned $[ 1[ “ H ” n ]] “ l 39. Average hours worked each week: L][W

A 0NN O O

40. ] Check here if income from the job is not steady from month to month. Provide start and end dates

o

. Type of work: 43, How much net income (profits once expenses are paid)
will Person 10 get from this self-employment this month?
You can subtract certain expenses from gross income to
get an amount for net self-employment income. Read and
complete the self-employment worksheet in Appendix C.

Earned this month $[ ” “ ][ u H ” ;

42. Company name and mailing address:

r

44,1 Check here if income from the job is not steady from month to month. Provide start and end dates

45. In the past 6 months, did any of the following happen to Person 10?
(J Fewer hours (lostajob [ Exhausted unemployment [ Got a new job [J Can't work due to injury
{1 Other.

46. Other income Check all that apply. Give the amount Person 10 gets and how often he or she gets it.
[ Check here if no other income. You don't need to tell us about child support, veteran’s payment, or Supplemental Security Income (SSI).

1 Unemployment $ How many weeks? [J Capital gains $ How often?

[ Pensions $ How often? [1Dividends / interest ~ $ How often?

[ Social Security $ How many months? [ Net farming / fishing  $ How often?

[ Retirement accounts  $ How often? 1 Net rental / royalty $ How often?

[J Alimony received $ How often? 1 Other income $ How often?
Type

47. If there is no income listed for the household, please explain how Person 10 meets expenses:
[ Credit cards  [1Savings [ Family provides financial support  [J Bills aren’t being paid [0 Other:

48. Deductions Check all that apply. Give the amount Person 10 gets and how often he or she gets it.
[0 Check here if no deductions. /f Person 10 pays for certain things that can be deducted on a federal income tax return, telling
us about them could make the cost of health insurance a little lower. Do not include expenses from self-employment.

[J Alimony paid $ How often? [ Other deductions $ How often?
0 Student loan interest  $ How often? Type
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Please tell us about any health coverage from a job you or any of your family members are enrolled in now. Include coverage
from your job or from another family member’s job, such as a parent or spouse. Include private employer plans and federal or state
employee plans. [I Check here if no one has health insurance through a job.

1. [0 Employer insurance: Name of health insurance 2. Policy number

FRURE .1 ¢

AR R R

H
¥

3. Name of policy holder

4. How much does the employee pay in premiums for this plan? $]_—_:], ][ H H " l
How often? 0O Weekly (] Every 2 weeks [J Twice a month [JQuarterly [ Yearly
[0 Other payment schedule, describe:

5. Is this COBRA coverage? [lYes [INo i 6. Is this a retiree health plan? [JYes [ONo

e

95A £1/6/8 4dY TVIDNWNE X}

7. Does anyone get health coverage from a source other than a job?
CYes  If yes, check the type of coverage and write the names of family members next to the coverage they have.

O No
_TYPE OF COVERAGE

[J Medicaid

[ CHPlus

O Medicare

O TRICARE

[J VA health care programs

[ Peace Corps

[ Liability insurance, including
auto insurance

[ Workers compensation or
similar insurance

[J Coverage offered in the
individual market

[ Self-funded student health
insurance plans

[ Foreign health coverage

[J Refugee medical assistance

O Accident-only coverage or
disability income insurance :

[ Prescription-drug-only coverage

8. Does anyone in the household have a worker's compensation case or an injury, illness, or disability that was caused by
someone else that could be covered by insurance? [OYes [ONo

i EE 5 2% £ it



Il us about th , g¢ e
Please tell us about any health insurance offered by an employer for you and any of your family members. If you need help answering
the insurance questions, take the Employer Coverage Tool (Appendix B) to the employer to help you answer these questions. You

need to include this page when you send in your application, not the Employer Coverage Tool. Attach a copy of this page for each
job that offers coverage.

W

Is anyone listed on this application offered health care coverage from a job? [1Yes [INo /fno, go to STEP 4.

i

fEmployee;iﬁféﬁmatiﬁ{ﬁ, .
1. Employee legal name First, Middle, Last, Suffix

Or., Sr., {Lor i) o \2; Employed: 3.;'Emp'loyee Social Security number

O Full ti - _
Sraime | [T H LT HTTT]
Employer information . o :
4. Employer name 5. Employer identification number
B EEERRER
6. Employer address 7. Employer phone number
HEE:EREREEER
8. City 9. State 10. ZIP code

HEIEEEEN

11. Who can we contact about employee health coverage at this job?

D T

12. Email address 13. Phone number, if different from above

L

14. Do you currently qualify for coverage offered by this employer, or will you qualify in the next 3 months?

[Yes If yes, and if you're in a waiting or probationary period, when can you enroll in coverage? ’ l[ ]/ i }] ]/ [ }| " H [
ONo Ifno, go to STEP 4 in the application.

14a. List the names of anyone else in your family who qualiﬁes for coverage from this job.

Name: Name: Name:

» Tell us about the health plan offered by this empl

15. Does the employer offer a health plan that meets the minimum value standard*? [Yes [INo

16. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): if the
employer has wellness programs, provide the premium that the employee would pay if he or she received the maximum discount for any
tobacco cessation programs and did not receive any other discounts based on wellness programs.

16a. How much would the employee have to pay in premiums for this plan? $[:[,[ [l [l H " [
16b. How often? [OWeekly [JEvery 2 weeks [OTwice a month [IQuarterly [Yearly [1Other:

17. What change will the employer make for the new plan year (if known)?
[J Employer won't offer health coverage.

I Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 16.)

""" L]

17b. How often? [Weekly [OEvery 2 weeks [OJTwice a month [JQuarterly [JYearly [OOther:
17¢. Date of change (month/day/year){ [[ [/l ll |/E EE ﬁ g l

17a. How much would the employee have to pay in premiums for this plan? § |,

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs
covered by the plan is no less than 60 percent of such costs. (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
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. Legal name

Middle name

First name

Last name

American Indians and Alaska Natives (AI/AN) can continue to get services from the Indian Health Services, tribal health programs, or urban
indian health programs. If you or your family members are American Indian or Alaska Native, you may not have to pay co-pays and
deductibles, and you can sign up for insurance in any month during the year. Please answer the following questions. If you need more
space, please attach another piece of paper.

1.0 No, nobody in my family is an American Indian or an Alaska Native. /f no, go to STEP 5.
2.00 Yes. If yes, fill in the information below ONLY for those people applying for health insurance.

First name Middle name

Last name

. Is this person a member

of a federally recognized
tribe?

[ Yes If yes, what is the name of the tribe?

[0Yes If yes, what is the name of the tribe?

ANV 0 RO

through a referral from
one of these programs?

O No O No
. Did this person ever get
a service from the Indian
Health Services, a tribal [ Yes [ Yes
health program, or urban
Indian health program or | CINo ONo

. Does the income reported

in 8TER 3 include money

from any of these sources?

Certain money received may

not be counted for Medicaid

or Child Health Plus (CHPIus).

[(IYes If yes, give amount
and how often.

CINo

Payments from a tribe that come from natural
resources, usage rights, leases, or royalties:

[l Yes If yes, give amount and how often:

$ [ Weekly O Every 2 weeks
O Monthly [ Other

[dNo

Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by the
Department of Interior (including reservations
and former reservations):

ClYes If yes, give amount and how often:

$ O Weekly O Every 2 weeks
[OMonthly  [1Other

I No

Payments from a tribe that come from natural

resources, usage rights, leases, or royalties:

[1Yes If yes, give amount and how often:

$ [COWeekly  [JEvery 2 weeks
[0 Monthly [ Other

CINo

Payments from natural resources, farming,

ranching, fishing, leases, or royalties from

land designated as Indian trust land by the

Department of Interior (including reservations

and former reservations):

[1Yes If yes, give amount and how often:

$ O Weekly O Every 2 weeks
O Monthly  [J Other

[ONo

Money from selling things that have cultural
significance:

[dYes If yes, give amount and how often:

$ CIweekly . [JEvery 2 weeks
[IMonthly I Other

O No

Money from selling things that have cultural
significance:
OO Yes If yes, give amount and how often:

$ Oweekly O Every 2 weeks
O Monthly [0 Other

[0 No

page 9a of 18 | DOH-5079
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American Indians and Alaska Natives (AI/AN) can continue to get services from the Indian Health Services, tribal health programs, or urban

Indian health programs. If you or your family members are American Indian or Alaska Native, you may not have to pay co-pays and

deductibles, and you can sign up for insurance in any month during the year. Please answer the following questions. If you need more
. space, please attach another piece of paper.

1.0 No, nobody in my family is an American Indian or an Alaska Native. If no, go to S$TEP 5.
2.0 Yes. If yes, fill in the information below ONLY for those people applying for health insurance.

s

. Legal name

First name Middle name

First name Middle name

Last name

Last name

. Is this person a member

of a federally recognized
tribe?

[ Yes If yes, what is the name of the tribe?

O Yes If yes, what is the name of the tribe?

DN N0

through a referral from
one of these programs?

[INo CINo
. Did this person ever get
a service from the Indian
Health Services, a tribal [ Yes £ Yes
health program, or urban
Indian health program or | O No O No

. Does the income reported

in STEP 3 include money
from any of these sources?

Payments from a tribe that come from natural
resources, usage rights, leases, or royalties:

C1Yes If yes, give amount and how often:

Payments from a tribe that come from natural
resources, usage rights, leases, or royalties:

[Yes If yes, give amount and how often:

Certain money received may g 0 Weekly [ Every 2 weeks $ [J Weekly [ Every 2 weeks
not bg counted for Medicaid OMonthly  [JOther O Monthly [0 Other
or Child Health Plus (CHPIUS). = o CINo

OYes If yes, give amount
and how often.

ONo

Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by the
Department of Interior (including reservations
and former reservations):

ClYes If yes, give amount and how often:

$ O Weekly O Every 2 weeks
O Monthly O Other

I No

Money from selling things that have cultural

Payments from natural resources, farming,

ranching, fishing, leases, or royalties from

land designated as Indian trust land by the

Department of Interior (including reservations

and former reservations):

O Yes If yes, give amount and how often:

$ Cweekly  [JEvery 2 weeks
O Monthly  [J Other

[0 No

Money from selling things that have cultural

significance: significance:

O Yes If yes, give amount and how often: [JYes If yes, give amount and how often:

$ [0 Weekly [J Every 2 weeks $ L1 Weekly [J Every 2 weeks
O Monthly [ Other I Monthly [ Other -

O No CINo

page 9b of 18 | DOH-5079
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American Indians and Alaska Natives (AVAN) can continue to get services from the Indian Health Services, tribal health programs, or urban
Indian health programs. If you or your family members are American Indian or Alaska Native, you may not have to pay co-pays and
deductibles, and you can sign up for insurance in any month during the year. Please answer the following questions. If you need more
space, please attach another piece of paper.

1.0 No, nobady in my family is an American Indian or an Alaska Native. If no, go to STEP 5.
2.0 Yes. If yes, fill in the information below ONLY for those people applying for health insurance.

3. Legal name

Middle name

First name

Last name

First name Middle name

Last name

4. Is this person a member
of a federally recognized
tribe?

[0 Yes If yes, what is the name of the tribe?

[ Yes If yes, what is the name of the tribe?

ARG A

O No O No
5. Did this person ever get
a service from the Indian
Health Services, a tribal [ Yes O Yes
health program, or urban
Indian health program or | [0 No ONo

through a referral from
one of these programs?

6. Does the income reported
in STEF 3 include money
from any of these sources?
Certain money received may
not be counted for Medicaid
or Child Health Plus (CHPIus).

[JYes If yes, give amount
and how often.

ONo

Payments from a tribe that come from natural
resources, usage rights, leases, or royalties:

O Yes If yes, give amount and how often:

$ [J Weekly O Every 2 weeks
[0 Monthly - [1Other

[ No

Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by the
Department of Interior (including reservations
and former reservations):

[1Yes If yes, give amount and how often:

$ [0 Weekly O Every 2 weeks
[0 Monthly 3 Other

dNo

Money from selling things that have cultural
significance:
[I Yes If yes, give amount and how often:

3$ I Weekly [ Every 2 weeks
LI Monthly O Other

O No

.[Z]No

Payments from a tribe that come from natural

resources, usage rights, leases, or royalties:

OYes If yes, give amount and how often:

$ OWeekly  [JEvery 2 weeks
0 Monthly [0 Other

CINo

Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by the
Department of Interior (including reservations
and former reservations):

[OYes If yes, give amount and how often:

$ Cweekly O Every 2 weeks
[0 Monthly [ Other

Money from selling things that have cultural

significance:

[dYes If yes, give amount and how often:

$_  [JWeekly [ Every 2 weeks
[OMonthly [0 Other

[INo
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American Indians and Alaska Natives (AI/AN) can continue to get services from the Indian Health Services, tribal health programs, or urban
Indian health programs. If you or your family members are American Indian or Alaska Native, you may not have to pay co-pays and

deductibles, and you can sign up for insurance in any month during the year. Please answer the following questions. If you need more
space, please attach another piece of paper.

1.1 No, nobody in my family is an American Indian or an Alaska Native. /f no, go to STEP 5.

3. Legal name

First name Middle name

Last name

2.1 Yes. If yes, fill in the information below ONLY for those people applying for health insurance.

First name Middle name

Last name

4. Is this person a member
of a federally recognized
tribe?

[ Yes If yes, what is the name of the tribe?

[Yes If yes, what is the name of the tribe?

A 00RO 0 R

0 No CINo
5. Did this person ever get
a service from the Indian
Health Services, a tribal [JYes [ Yes
health program, or urban
Indian health program or | [1No I No

through a referral from
one of these programs?

6. Does the income reported
in 3TEP 3 include money
from any of these sources?
Certain money received may
not be counted for Medicaid
or Child Health Plus (CHPlus).

[JYes If yes, give amount
and how often.

CINo

Payments from a tribe that come from natural
resources, usage rights, leases, or royalties:

[ Yes If yes, give amount and how often:

$ O Weekly O Every 2 weeks
I Monthly  [JOther

O No

Payments from natural resources, farming,

ranching, fishing, leases, or royalties from

land designated as Indian trust land by the

Department of Interior (including reservations

and former reservations):

[dYes If yes, give amount and how often:

$ O Weekly [ Every 2 weeks
O Monthly  [JOther

ONo

Money from selling things that have cultural

significance:

1 Yes If yes, give amount and how often:

$ 1 Weekly [3 Every 2 weeks
O Monthly ] Other

O No

Payments from a tribe that come from natural

resources, usage rights, leases, or royalties:

[OYes If yes, give amount and how often:

$ O Weekly O Every 2 weeks
CIMonthly [ Other

CINo

Payments from natural resources, farming,

ranching, fishing, leases, or royalties from

land designated as Indian trust land by the

Department of Interior (including reservations

and former reservations):

[dYes If yes, give amount and how often:

$ [J Weekly [ Every 2 weeks
O Monthly [ Other

[INo

Money from selling things that have cultural

significance:

O Yes If yes, give amount and how often:

$ OWeekly  [dEvery 2 weeks
O Monthly [ Other

O No

page 9d of 18 | DOH-5079
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American Indians and Alaska Natives (AVAN) can continue to get services from the Indian Health Services, tribal health programs, or urban
Indian health programs. If you or your family members are American Indian or Alaska Native, you may not have to pay co-pays and

deductibles, and you can sign up for insurance in any month during the year. Please answer the following questions. If you need more
space, please attach another piece of paper.

1.0 No, nobody in my family is an American indian or an Alaska Native. If no, go to STEP 5.

2.00 Yes. If yes, fill in the information below ONLY for those people applying for health insurance.

A R A

3. Legal name

Middle name

First name

Last name

First name Middle name

Last name

4, Is this person a member
of a federally recognized
tribe?

[ Yes If yes, what is the name of the tribe?

[JYes If yes, what is the name of the tribe?

[ No O No
5. Did this person ever get
a service from the Indian
Health Services, a tribal [ Yes O Yes
health program, or urban
Indian health program or | OO No CINo

through a referral from
one of these programs?

6. Does the income reported
in STEP 2 include money
from any of these sources?
Certain money received may
not be counted for Medicaid
or Child Health Plus (CHPlus).

[Yes If yes, give amount
and how often.

O No

Payments from a tribe that come from natural
resources, usage rights, leases, or royalties:

O Yes If yes, give amount and how often:

$ I Weekly O Every 2 weeks
[IMonthly [ Other

O No

Payments from natural resources, farming,

ranching, fishing, leases, or royalties from

land designated as Indian trust land by the

Department of Interior (including reservations

and former reservations):

[ Yes If yes, give amount and how often:

$ OWeekly  [Every 2 weeks
1 Monthly O Other

I No

Money from selling things that have cultural

significance:

[JYes If yes, give amount and how often:

$ [1 Weekly [ Every 2 weeks
[0 Monthly [ Other

I No

Payments from a tribe that come from natural

resources, usage rights, leases, or royalties:

CYes If yes, give amount and how often:

$ _ [OwWeekly [ Every 2 weeks
0 Monthly [ Other

ONo

Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by the
Department of Interior (including reservations
and former reservations): )

[]Yes If yes, give amount and how often:

$ Cweekly  OOEvery 2 weeks
OMonthly [ Other

INo

Money from selling things that have cultural

significance:

OYes If yes, give amount and how often:

$ OWeekly  [IEvery 2 weeks
O Monthly [ Other

IINo

page 9e of 18 | DOH-5079
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page 10 of 18 | DOH-5079

» 1 have given true answers to all the questions on this form to the best of my knowledge. | know that there
may be a penalty if I'm not truthful.

» | understand the New York State of Health Individual Marketplace (the Marketplace) will keep my information
private as required by law. My answers on this form will only be used to determine eligibility for health
coverage or help paying for coverage.

» | understand the Marketplace will not ask any questions about my medical history. Household members who
don’t want coverage will not be asked questions about citizenship or immigration status.

IMPORTANT: As part of the application process, we may need to retrieve your confidential information from data
sources, including the Internal Revenue Service (IRS), Social Security, the Department of Homeland Security, the New
York State Department of Labor, the New York State Health Insurance Plan enroliment information maintained by the
Department of Civil Service, the Department of Corrections and Community Supervision, and other state data bases
the Department of Health determines are necessary for eligibility verification, and/or a consumer reporting agency.
We may also retrieve certain employment information provided to the New York State Department of Taxation and
Finance by employers with respect to New Hire and Wage Reporting data. We need this information to check your
eligibility for coverage and to help pay for coverage if you want it and to give you the best service possible. We may
also check your information at a later time to make sure your information is up to date.

» | authorize the New York State Department of Labor (DOL) to release to the Marketplace any confidential
information maintained by DOL for Unemployment Insurance purposes that are necessary for the Marketplace
1o establish or verify eligibility for insurance affordability programs. | understand this information includes
Unemployment insurance benefit claims.

» | understand the Marketplace will use data sources, including a consumer credit reporting service and/or the
New York State Department of Motor Vehicles, to verify my identity.

» | understand that if any of the information | provide doesn't match, the Marketplace may ask me to send proof.

» | agree to have my information used and retrieved from the data sources listed above for this application.
I have consent from everyone listed on the application for their information to be retrieved and used from
the data sources, and | understand that the only information that will be retrieved and used from the New
York State Department of Taxation and Finance is employment information provided by employers with
respect to New Hire and Wage Reporting data.

» 1know that | must tell the Marketplace if anything changes from what | wrote on this application.
I should call 1-855-355-5777 or visit nystateofhealth.ny.gov to report any change or for help getting
required information.

» | know that it is against federal law to discriminate on the basis of race, color, national origin, sex, or
disability. | can file a discrimination complaint by visiting www.hhs.gov/ocr/officeffile.

v

| confirm that no one applying for health insurance on this application is in jail or living in a medical facility.

o
5

e
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A0 RRA O O

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 federal tax returns. The Marketplace will send
me a notice and let me make any changes, and | can opt out at any time.

» Yes, renew my eligibility automatically for the next:
[0 5 years (the maximum number of years allowed), or for a shorter number of years:
] 4 years [13 years (3 2 years 11 year

[0 Don’t use information from federal tax returns to renew my coverage.

» Read the Terms, Rights, and Responsibilities on page 16 before you sign this application.

» 1| agree to share this information with any school-based health center that gives services to the
applicants. | understand that this information is being shared to see if the applicants qualify for Medicaid
or Child Health Plus, or to get information about these programs.

» For parents of children with disabilities: Unless | have checked “no” on page 18 (permission to bill
Medicaid for certain special education services), my signature below also gives permission for my school
district or city or town to bill Medicaid for special education services given to my child.

yone on this applicatio | gt
» | know that if | am employed, the Marketplace may notify my employer that | have applied for and
am receiving a tax credit. This notice will be based partly on a finding that my employer does not offer
coverage to me or offers coverage that is unaffordable or does not meet the minimum value standard.

The Marketplace may give my employer enough information for them to identify me.

» | know that if | am employed, the Marketplace may contact any of the employers on this application to
see if anyone on this application qualifies for health insurance. The Marketplace will let me know if they
get any information that affects whether | qualify for insurance.

» | understand that because an APTC will be paid in advance on my behalf to reduce the cost of health
coverage for me and/or my dependents, | must file a federal income tax return. If I'm married at the end of
the coverage year, | must file a joint federal income tax return with my spouse.

» | also expect that no one else will be able to claim me as a dependent on their federal income tax return.
[ will claim a personal exemption deduction on my federal income tax return for any individual listed
on this application as a dependent who is enrolled in coverage through the Marketplace and whose
premium for coverage is paid in whole or in part by an APTC.

» If any of the above changes, | understand that it may impact my ability to get a tax credit.

AN 144G
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» lunderstand that my APTC is based on my projected annual income reported in STEP 2.
| understand that when | file my federal income tax return, the IRS will reconcile my APTC with the income
| reported. | also understand that if my income is higher than what | reported on this application,
| may owe additional federal income tax. If my income is lower than what | reported on this application,
| may receive a federal tax refund.

§

1. Signature of adult applicant or authorized representative

» If | think the Marketplace has made a mistake, | can appeal its decision. To appeal means to tell someone at
the Marketplace that | think the decision is wrong and to ask for a fair review of the decision. | know that
| can find out how to appeal by calling 1-855-355-5777. | know that | can have someone other than myself
represent me in my appeal. Information about whether | qualify, as well as other important information, will be
explained to me. | understand that a change in my information could affect whether people in my household
qualify for health insurance.

2. Date (month/daylyear)

EREN/EEEN

0V R A

3. Signature of adult applicant

4. Date (month/daylyear)

HN/EN/EEEN

i
» We'll tell you if you qualify. Then we'll contact you in 45 days or less to tell you what to do, such as how to
join a health plan. If you don't hear from us, call 1-855-355-5777 or visit nystateofhealth.ny.gov.

» Filling out this application does not mean that you have to buy health insurance.

» Need help with your application? Call us at 1-855-355-5777, or visit us at nystateofhealth.ny.gov.

Mail your signed application to:
New York State of Health

PO Box 11725

Albany, NY 12211

If you want to register to vote, you
can complete a voter registration
form at www.elections.ny.gow/
VotingRegister.html

page 12 of 18 | DOH-5079

Did you remember to:

Tell us about everyone in your family and household, even if they
don’t need insurance? (See $TEP 2 for the list of who to include.)

Ask your employer about any job-related insurance?

Sign this application in STEP 5?

AN 14YUG
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DR T

You can give a trusted friend, relative, partner, or lawyer permission to be your authorized representative. Your authorized representative
can talk about this application with us, see your information, and represent you on matters related to this application.

1. Do ydu want someone to be authorized representative?

[ Yes
O No

2. Legal name of authorized representative First, Middle, Last, Suffix (Jr., Sr., It or Ill)

future matters with this agency.

3. Address 4. Apartment number
5. City : 6. State | 7. ZIP éode 8. County
HEipEEEEN
9. Phone number [0 Home 10. Other phone number [0 Home
- - O Work - — O Work
B T (OO g

By signing, you give this person permission to sign your application, to get official information, and to act for you on all

11. Signature of adult applicant

12. Date (month/day/year)

(OO0

By signing, you agree to maintain the confidentiality of any information regarding the applicant or enrollee the New York Marketplace
provides. You also agree to fulfill all the responsibilities encompassed within the scope of this authorization as if you were the applicant or
enrollee. You also agree to comply with applicable state and federal laws concerning conflicts of interest.

If you are signing on behalf of an organization, you agree that providers, staff members, and volunteers affirm that they will comply with
applicable state and federal laws concerning conflicts of interest and confidentiality of information.

13. Signature of authorized representative

Complete this section if you're a certified application counselor
or navigator filling out this application for somebody else.

14. Date (month/day/year)

L L

15. Application start date (month/day/year)

BN EEEN

16. Name of counselor or navigator First, Middle, Last, Suffix (Jr., Sr., Il or Ill)

17. Organization name

18. ID number {if applicable}

page 13 of 18 | DOH-5079
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Use this tool to help answer questions in STEP 3b about any employer health insurance coverage that you qualify for (even if it's
from another person’s job, such as a parent’s or spouse’s). The information in the numbered boxes below match the boxes in STEP 3b.
Complete one tool for each employer that offers health coverage.

o

1. Employee legal name First, Middle, Last, Suffix (Jr., Sr., 1l or lll) 2. Erﬁployéd: 3. Employee Socnal Security number
I Full time - _
grame | [T - LH T

Employer information; Ask the e / 4 S i B
4, Employer name 5. Employer identification number

H:EEEREER
6. Employer address . 7. Employer phone number
LR
8. City 9. State 10. ZIP code

L LT

11. Who can we contact about employee health coverage at this job?

12. Emgil address 13. Phone numbey, if different from above

HEE:EEN:;EEEE

AR R AR

14. Do you currently qualify for coverage offered by this employer, or will you qualify in the next 3 months?

CYes If yes, and if you're in a waiting or probationary period, when can you enroll in coverage? ! || [/ ] }i ]/ [ l[ “ l[ ‘
[OJNo /fno, go to STEP 4 in the application.

14a. List the names of anyone else in your family who qualifies for coverage from this job.

Name: Name: Name:
» Tell us about the health plan offered by this employer ‘

15. Does the employer offer a health plan that meets the minimum value standard*? [Yes [INo

16. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): If the
employer has wellness programs, provide the premium that the employee would pay if he or she received the maximum discount for any
tobacco cessation programs and did not receive any other discounts based on wellness programs.

16a. How much would the employee have to pay in premiums for this plan? $[:H f[ ll l| ” [
16b. How often? CIWeekly [JEvery 2 weeks [JTwice a month OQuarterly OYearly [IOther:

17. What change will the employer make for the new plan year (if known)?
[0 Employer won't offer health coverage.

1 Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 16.)

17a. How much would the employee have to pay in premiums for this plan? $E:M H I[ ][ [[ !
17b. How often? [dWeekly [lEvery 2 weeks [Twice a month [OQuarterly OYearly O Other:
17¢. Date of change (month/day/year)f ﬁ f/ [ ]l ]/ [ H H [t [

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered
by the plan is no less than 60 percent of such costs. (Section 36B(c)(2)(C)ii) of the Internal Revenue Code of 1986)

r—— DICTOMTAIE
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Business income Last three month

1. Gross sales + $ $ $
1a. Rents received + +$ +$ +$
1b. Royalties received +$ +$ +$
s 2. Inventory purchases - - $ -$
Eeees 3 Gross income (line 1 + Ta + 1b minus line 2) =$ =$ =$
m— . Biisiness expenses . Deductions ' Deductions " Deductions
S 4. Telephone $ $ $
m——— 5 Supplies +$ +$ + $
6. Heat or utilities +$ +$ +$%
Em—— 7 Advertising +$ +$ +$
W— 0 |nterect +$ +$ +$
smmmmm 9. INsurance +$ +$ +$
Memeww 0. Bank charges +$ +$ +$
MBS |1 Repairs and maintenance +$ +$ +$
“=—12. Business taxes and licenses +$ +$ +5$ '
W 13, Business vehicle expenses +$ +$ +$
Wuwm 4. Business rent (property and equipment) + $ +$ + 5
memm= 15. Commissions and fees +$ +$ +$
sssmemen 16, Contract labor +$ +$ +$
waom 17 . Depletion +9$ +$ +$
=== 18, Depreciation and section 179 +3$ +$ +$
— expense deduction
S 19 Employee benefit programs +$ + % +$
20. Legal and professional services +$ +$ +$
21. Office expenses +$ + § + $
22. Pension and profit-sharing plans +$ + $ +$
23. Business travel, meals +$ +$ +$
24. Other expenses: +$ +$ +$
Farm expenses
25. Chemicals +$
26. Conservation expenses +$
27. Custom hire +3$
28, Feed +3
29. Fertilizers and lime +$
30. Freight and trucking +$
31. Gasoline, fuel, and oil +$
32. Labor hired (less employment credit) +$
33. Seeds and plants +$
34. Veterinary, breeding, and medicine +$
35. Other expenses: +$
Income summary S I Summary . Summary
36. Total business expenses (lines 4 thru 35) = = =%
37. Net income {line 3 minus line 36) 37a. $ 37¢. $

Three-month total net income (lines 37a + 37b + 37¢) -
Month 1 (37a.) $
Month 2 (37b.) +3$
Month 3 (37¢) +9

38. Three-month total = $

page 15 of 18 | DOH-5079

. Three-month average net income
. {line 38 % 3) = three-month average

39. Three-month average: $ +3=

(line 38)

STOUREL 2 1¢]
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ANV RE AR

When [ sign this application it means | understand that | am applying for Medicaid and Child Health Plus. | also agree to the
release of personal information, financial information, and any other information the state needs in order to decide if | qualify for
these programs.

R

» | know the Marketplace may use my age, disability, and citizenship to determine if | qualify, depending on the rules

of the program.

» | know that the information I give on this application will be kept private and confidential and only shown to agencies
that need to see it to decide if | qualify.

» If my child is on Medicaid, | understand that my child can get all necessary treatments, including well-child checkups,
through the Child and Teen Health Program.

» lunderstand that | have a right to ask, now or later, to get back money | paid for covered medical care, services, and
supplies during the last three months. After the date of my application, any money | spend on covered medical care,
services, and supplies will only be paid back if | use Medicaid providers.

» | have the right to say that | have a “good cause” (a good reason) not to sign up for health insurance if | think that signing
up for it could cause harm to my health or safety or to the health and safety of someone | am legally responsible for.

» | know that if | need help with my application | can call 1-855-355-5777, Monday through Friday
8:00 a.m. to 8:00 p.m., and Saturdays 9 a.m. to 1:00 p.m. The call is free. TTY: 1-800-662-1220.

» The New York Health Care Proxy Law allows you to choose someone you trust to make health care decisions for you if you
cannot make decisions yourself. This person is called a health care agent.

» You can learn more about the New York State Health Care Proxy Law and get the form for a health care agent (proxy form)
on the New York State Department of Health website at http://www.health.state.ny.us/professionals/patients/health_care_
proxy/.

» To get a copy of the form mailed to you, call the New York State Medicaid Help Line at 1-800-541-2831.

S 2 & i i Wi RN AR AR
» | must provide all the information needed to prove that | qualify for Medicaid. | understand that the state may ask me for

more information.

» Iknow that Medicaid will not pay medical expenses that insurance or another person is supposed to pay.

» | give the Department of Health any right under the law to try to get payment for medical expenses from my spouse
or the mother or father of my child, if my child is under 21 years old.

» | give the Department of Health the right to get paid, instead of me, the money owed to me by certain other companies
or people in order to pay for my benefits.

» 1agree to file any claims for health or accident insurance benefits, or any other claims for money or benefits,
that | have the right to file.

» By applying for Child Health Plus, | agree to pay the monthly fee (premium) not paid for by New York State.

AN 14YHG
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N

» 1 understand that once | get Medicaid coverage, if [ am over 55 or if | am in a medical institution and not expected to
return home, the Medicaid program may do the following in order to pay for my medical care:

# Take money | already have or that is owed to me
# Take money that was made from selling certain things | own
® Take money from people who were legally responsible for me when | got benefits

» 1understand that Medicaid may also get back the cost of services and bills from providers that should not have been paid.
» | understand that anyone who is applying for benefits, including qualified aliens, must give a Social Security number (SSN).
» | understand that SSNs may also be used by Medicaid agencies to identify the person getting benefits, so that Medicaid can

be sure that the right person is getting the right services.
This is the law: 42 U.5.C. 1320b-7 (a) Medicaid regulation 42 CFR 435.910

id Manag _
» | know that if | qualify for Medicaid, | must choose and join a Medicaid Managed Care Health Plan.

% | know that if | do not choose a plan, the Medicaid program will choose one for me. | understand that | have 90 days to
change plans if there is another plan available in my county. | can call NY Medicaid Choice at 1-800-505-5678.

o

» | understand that in Medicaid Managed Care, | must choose a doctor to be my Primary Care Provider (PCP). | will be able to
choose from at least three PCPs in my health plan.

2

% | understand that once | join a health plan, | will have to use my PCP and other providers in the plan, except in a few special
circumstances.

k4

| understand that if | have a child while | am a member of a Medicaid Managed Care Health Plan, my child will be enrolled
in the same health plan that | am in.

of medic . ,
I agree to the release of any medical information about me and any members of my family by my:

e

»

# PCP or any other health care providers or the New York State Department of Health, to my health plan and any health
care providers caring for me or my family. This is so that myhealth plan or my providers can carry out treatment,
payment, or health care operations. This may include pharmacy and other medical claims information needed to help
manage my care;

® Health plan, and any health care providers, to the New York State Department of Health and other authorized federal,
state, and local agencies so that they can administer Medicaid and Child Health Plus programs; and

# Health plan to other persons or organizations so that my health plan can carry out treatment, payment, or health care
operations.

» lunderstand that the information my health plan releases may be about HIV, mental health, alcohol and substance abuse,
or a disability. It may also be information needed to see if someone applying qualifies for disability services.

» | understand that if more than one adult in the family is joining a Medicaid health plan, each adult must sign to give the plan
permission to release information.

» | know that anytime | want to, | can take away the permission | gave my plan to release information. All | have to do is to call
my health plan.

5

mee - |”l|||“l"”||l|
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» | give permission to the Department of Health to read my children’s educational records if it is necessary for claiming
Medicaid reimbursements for health-related educational services.

» | also give permission for the Department of Health to give this information to the appropriate federal government
agency for the sole purpose of audit.

If my child has a disability and an individualized education program (IEP), | give consent for my child’s school district or town to bill
Medicaid insurance to pay for the Medicaid-eligible special education services that are on the IEP.

PN
o———
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———
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——————
———
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R

| understand that:
» My child’s existing Medicaid coverage would not decrease and existing services will not be affected.

» [am not required to enroll in Medicaid in order for my child to receive his or her special education services and, regardless
of my decision to provide consent for billing, all the required services on my child’s IEP will be provided to my child at no
cost to me. | will not incur any out-of-pocket expenses or co-pay amounts for my child to receive IEP services..

» | consent to allow the school district or town to bill for those special education services that are on my child's current IEP. If
the amount or duration of these services increases or the IEP services change, | understand that the school district or town
must get additional consent from me to bill for such services.

1 give my permission voluntarily and understand | may withdraw my consent at any time.

I No, I do not give permission to Medicaid to be billed for special education services provided to my child.

If my child is evaluated for or participates in the New York State Early Intervention Program, | give permission to the Department
of Health to share my child’s Medicaid eligibility information with my county Early Intervention Program for the purpose of billing
Medicaid, and to share this information with any school-based health center that provides services to the children who are
applying.

I certify, under penalty of perjury, that | or someone for whom | am signing is a U.S. citizen or national of the United States or has

satisfactory immigration status. The term “satisfactory immigration status” means an immigration status that makes the person
eligible for benefits.

The federal immigration agency says that enrolling in Medicaid cannot affect a person’s ability to get a permanent resident card
(green card) or to become a citizen, sponsor a family member, or travel in and out of the country, unless Medicaid is being used
to pay for long-term care services in a nursing home or mental health facility.

The state will not report any information on this application to a federal immigration agency.
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