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

San Francisco Regional Office

90 Seventh Street, Suite 5-300 (5W)

San Francisco, CA 94103-6706

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICE*

DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

November 18, 2015
Dr. Judy Mohr Peterson
Med-QUEST Division Administrator
MQD/Admin
P.O. Box 700190
Kapolei, HI 96709-0190

Dear Dr. Peterson,

Enclosed is an approved copy of Hawaii’s State Plan Amendment (SPA) 13-0007-MM?7,
which was submitted to my office on July 9, 2013. This SPA proposes to implement
presumptive eligibility conducted by hospitals in the Medicaid state plan in accordance with the
Affordable Care Act. The approval of this SPA is effective January 1, 2014.

Attached are copies of the State Plan pages to be incorporated into Hawaii’s approved State
Plan:

o S21, page 1-3

e Hospital PE Application

e Hospital PE Training Materials

Please note that there is also a companion letter included in this approval package. This
companion letter specifies the anticipated implementation date of Hawaii’s hospital-based
presumptive eligibility program.

If you have any questions, please contact Christy Bonstelle at (415) 744-3522 or
christy.bonstelle@cms.hhs.gov.

Sincerely,
Is/

Henrietta Sam-Louise
Acting Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

Cc:  Tom Duran, CMS Pacific Area Representative
Edie Mayeshiro, Med-QUEST Program and Policy Development Office
Aileen Befitel, Med-QUEST Program and Policy Development Office
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

San Francisco Regional Office

90 Seventh Street, Suite 5-300 (5W)

San Francisco, CA 94103-6706

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICE*

DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

November 18, 2015

Dr. Judy Mohr Peterson
Med-QUEST Division Administrator
MQD/Admin

P.O. Box 700190

Kapolei, HI 96709-0190

Dear Dr. Peterson,

This letter is being sent as a companion to our approval of Hawaii’s State Plan Amendment (SPA)
13-0007-MM7, which proposes to implement presumptive eligibility conducted by hospitals in the
Medicaid state plan in accordance with the Affordable Care Act. This amendment was submitted on
July 9, 2013 and has an effective date of January 1, 2014.

Section 1902(a) of the Social Security Act (the Act) requires that states have a state plan for medical
assistance that meets certain Federal requirements that set out a framework for the state program.
Implementing regulations at 42 CFR 430.10 require that the state plan be a comprehensive written
statement describing the nature and scope of the state’s Medicaid Program and that it contain all
information necessary for the Centers for Medicare & Medicaid Services (CMS) to determine
whether the plan can be approved to serve as the basis for Federal financial participation (FFP) in the
state program. While the SPA is approvable, CMS’ analysis determined that additional changes
related to the state’s implementation of the hospital presumptive eligibility provision are needed
in the Hawaii Medicaid state plan.

As set forth in Section 1902(a)(47)(B) of the Social Security Act, states must provide a program
for hospitals that choose to provide hospital presumptive eligibility determinations, effective
January 1, 2014, as codified in the Section 2202 of the Affordable Care Act. Hawaii has
provided sufficient SPA pages and supporting materials in the HI-13-0007-MM7 submission to
show that it has policies in place and can begin to train hospitals as qualified entities, allowing
CMS to approve this SPA. CMS acknowledges that Hawaii plans to start training hospitals in
November 2015. Further, the state expects to begin accepting hospital PE determinations from
qualified hospitals and allowing hospital PE determinations on or before December 1, 2015, so
we are giving the state time to come into compliance with its approved state plan, which has an
effective date of January 1, 2014.



Within 30 days of this letter, please reply to CMS to acknowledge receipt and provide an
update on the state’s training and implementation efforts. If you have any questions, please
contact Christy Bonstelle at (415) 744-3522 or christy.bonstelle@cms.hhs.gov.

Sincerely,
Is/

Henrietta Sam-Louise
Acting Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc: Tom Duran, CMS Pacific Area Representative
Edie Mayeshiro, Med-QUEST Program and Policy Development Office
Aileen Befitel, Med-QUEST Program and Policy Development Office
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Medicaid State Plan Eligibility: Summary Page (CMS 179)

State/Territory name: Hawaii

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.

IHI-13-0007

Proposed Effective Date
01/01/2014 | (i ddlf yyyy)

Federal Statute/Regulation Citation
|42 C.F.R.435.4,435.110,435.116,435.118,435.119, 435.150, 435.218, 435.220, 435.214, 435.226, 435.227, 4

Federal Budget Impact
Federal Fiscal Year Amount

First Year §/85392536.00 |

Second Year (2015 $| 119936664.00 |

Subject of Amendment
The proposed amendments to the State Plan would implement provisions of the Patient Protection and
Affordable Care Act of 2010 and the Health Care and Education Reconciliation Act of 2010. The proposed
amendments implements the following: 1) New Medicaid eligibility groups; 2) Establishes financial
methodologies for determining Medicaid eligibility based on modified adjust gross income (MAGI); 3) Establish
simplified and date-driven renewal polices for individuals who eligibility is based on MAGI; 4) Simplifies
residency, citizenship and immigration status; and 5) Allows presumptive eligibility conducted by hospitals for
certain Medicaid eligibility groups.

Note: The Federal Budget Impact, Federal Statute/Regulation Citation, and the Subject of Amendment fields
included on this CMS-179 form is combined information for SPAs 13-0007MMI1 to
13-0007MM7.

Governor's Office Review
Governor's office reported no comment

Comments of Governor's office received
Describe:

No reply received within 45 days of submittal

® Other, as specified
Describe:
As approved by the Governor

Signature of State Agency Official
Submitted By: Aileen Befitel
Last Revision Date: Nov 9, 2015



(CMS Medicaid Eligibility

State Name:|Hawaii OMB Control Number: 0938-1148
Transmittal Number: 13 - 07 - 0000 Expiration date: 10/31/2014
Presumptive Eligibility by Hospitals S21
42 CFR 435.1110

One or more qualified hospitals are determining presumptive eligibility under 42 CFR 435.1110, and the state is providing Medicaid
coverage for individuals determined presumptively eligible under this provision.

(® Yes (" No
The state attests that presumptive eligibility by hospitals is administered in accordance with the following provisions:

[m] A qualified hospital is a hospital that:

Participates as a provider under the Medicaid state plan or a Medicaid 1115 Demonstration, notifies the Medicaid agency of
[m] its election to make presumptive eligibility determinations and agrees to make presumptive eligibility determinations
consistent with state policies and procedures.

Has not been disqualified by the Medicaid agency for failure to make presumptive eligibility determinations in accordance
[m] with applicable state policies and procedures or for failure to meet any standards that may have been established by the
Medicaid agency.

Assists individuals in completing and submitting the full application and understanding any documentation requirements.
®Yes ("No
[m] The eligibility groups or populations for which hospitals determine eligibility presumptively are:
[m] Pregnant Women
[m] Infants and Children under Age 19
[m] Parents and Other Caretaker Relatives
[m] Adult Group, if covered by the state
Individuals above 133% FPL under Age 65, if covered by the state
Individuals Eligible for Family Planning Services, if covered by the state
Former Foster Care Children
Certain Individuals Needing Treatment for Breast or Cervical Cancer, if covered by the state
Other Family/Adult groups:
Eligibility groups for individuals age 65 and over
Eligibility groups for individuals who are blind

Eligibility groups for individuals with disabilities

OO0 0 O @ & = €

Other Medicaid state plan eligibility groups

[] Demonstration populations covered under section 1115

TN No: 13-0007-MM7 Approval Date November 18, 2015  Effective Date: January 1, 2014
Hawaii S21-1
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(CMS Medicaid Eligibility

The state establishes standards for qualified hospitals making presumptive eligibility determinations.
®Yes (No
Select one or both:

The state has standards that relate to the proportion of individuals determined presumptively eligible who submit a regular

application, as described at 42 CFR 435.907, before the end of the presumptive eligibility period.

1. An 85% accuracy rate for correctly determined applications for HPE. This will be determined
analyzing the HPE applications submitted by the hospital and evaluated for accuracy by EB staff;
2. 90% of individuals are offered help from hospital PE staff to complete the full Medicaid
application;

Description of standards: [3. 90% of hospital PE applicants will either submit a DHS 1100 application or an attestation
sheets (completed by hospital staff for individuals who did not want to apply for regular
Medicaid); and

4. 90% of hospital PE application packets shall be submitted timely (within 5 days from
submission of HPE application) by the participating hospital to Med-QUEST Eligibility Branch.

The state has standards that relate to the proportion of individuals who are determined eligible for Medicaid based on the
submission of an application before the end of the presumptive eligibility period.

L]
[m] The presumptive period begins on the date the determination is made.
[m] The end date of the presumptive period is the earlier of:

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by the last day of
the month following the month in which the determination of presumptive eligibility is made; or

The last day of the month following the month in which the determination of presumptive eligibility is made, if no
application for Medicaid is filed by that date.

[m] Periods of presumptive eligibility are limited as follows:
(¢ No more than one period within a calendar year.
(" No more than one period within two calendar years.

No more than one period within a twelve-month period, starting with the effective date of the initial presumptive eligibility
period.

(" Other reasonable limitation:

The state requires that a written application be signed by the applicant, parent or representative, as appropriate.
@ Yes ( No
(" The state uses a single application form for Medicaid and presumptive eligibility, approved by CMS.

@ The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the application form is

included.
An attachment is submitted.
TN No: 13-0007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014
Hawaii S21-2
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(CMS Medicaid Eligibility

[m] The presumptive eligibility determination is based on the following factors:

The individual’s categorical or non-financial eligibility for the group for which the individual’s presumptive eligibility is
[m] being determined (e.g., based on age, pregnancy status, status as a parent/caretaker relative, disability, or other requirements
specified in the Medicaid state plan or a Medicaid 1115 demonstration for that group)

O Household income must not exceed the applicable income standard for the group for which the individual's presumptive
eligibility is being determined, if an income standard is applicable for this group.

State residency

Citizenship, status as a national, or satisfactory immigration status

The state assures that it has communicated the requirements for qualified hospitals, and has provided adequate training to the
hospitals. A copy of the training materials has been included.

An attachment is submitted.

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 40 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.20140415

TN No: 13-0007-MM7 Approval Date November 18,2015  Effective Date: January 1, 2014
Hawaii S21-3
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State of Hawaii

Department of Human Services
Med-QUEST Division

Please use this form to apply if you are a patient
of the hospital, a patient’s family member, or a
community member.

Application for Presumptive Eligibility for Medicaid

Use this form to find out quickly if you qualify for presumptive eligibility for Medicaid.
Presumptive eligibility offers you and your family immediate access to health care while you
apply for regular Medicaid or other health coverage.

To find out if you qualify for regular Medicaid or other health coverage, you must complete the
Hawaii Application for Health Coverage & Help Paying Costs. While you wait to learn if you
qualify for regular Medicaid or other health coverage, you can get your health services through
presumptive eligibility for Medicaid.

You can also apply for regular Medicaid and other health coverage online at
mybenefit.hawaii.gov, via telephone, in person, or by mail.

Who can
qualify for
presumptive
eligibility for
Medicaid?

How can | get
help with this
application?

TN No: 13-0007 MM7
Hawaii

You can qualify for presumptive eligibility for Medicaid if you meet
all of these rules:

Your income is below the applicable monthly limit.

You are a U.S. citizen, U.S. national, or eligible non-citizen.
You do not already have Medicaid.

You have not had presumptive eligibility for Medicaid in the
past 12 months.

If you are pregnant, you have not had presumptive
eligibility for Medicaid during this pregnancy.

You are in one of the groups that qualifies for presumptive
eligibility for Medicaid:

e Children under 19 years of age

Parents and caretaker relatives

Pregnant women

Other adults age 19 — 64 years

People under age 26 who were in foster care

Ask your hospital representative or call us toll free at 1-800-316-
8005. If you need help in a language other than English, call toll
free at 1-800-316-8005 and tell the customer services
representative the language you need. We will get you help at no
cost to you. TTY/TTD users call toll free at 1-800-603-1201.

Approval Date: November 18, 2015 Effective Date: January 1, 2014
HPE Application - 1



This is an important letter from the Department of Human Services. Please call the phone number located on the letter.
When you call, you will be asked what language you speak and your call will be put on hold for an interpreter. You can
also call 1-800-316-8005 for all DHS services.

f

ER-HURAERBHMAZENEZEH, FRTCELNESRSE, EMRITESR , MESHHBRENEES
BiEEE R EERERE. EM ARSI R, B ABEZ 1-800-316-8005.

BB

Ei taropwe mi auchchea seni ewe putain tumwunun aramas (Department of Human Services). Kose mwochen kokkori
na nampan foon won na taropwe. Nupwen omw kokko, repwe eisinuk menni kkapas ke sine pwe repwe kkutta ngonuk
emon choon chiaku. Ka pwan tongeni kokkori 1-800-316-8005 ren meinisin aninnis seni DHS.

Ceci est une lettre importante du Department of Human Services (DHS). S'il vous plait, faire un appel téléphonique au numéro | French
de téléphone situé sur la lettre. Lorsque vous téléphonez, quelqu'un va vous demander quelle langue vous parlez, et votre

appel sera mis en attente pour un interprete. Vous pouvez aussi téléphoner 1-800-316-8005 pour tous les services de DHS.

Dies ist eon wichtiger Brief von der Abteilung Menschlicher Dienste (DHS). Bitte rufen Sie die Telefonnummer, die auf dem Brief German
gefunden wurde. Wenn Sie rufen, werden Sie gefragt werden, welche Sprache Sie sprechen, und Ihr Anruf wird auf Wartestellung -
fir einen Dolmetscher geschaltet werden. Sie kénnen 1-800-316-8005 fiir alle DHS Dienste auch rufen.

He leka ko'iko'i keia mai ka 'Oihana Lawelawe Kanaka (Department of Human Services). E kelepona mai i ka helu Hawaiian
kelepona ma luna o ka leka. Ke kelepona 'oe, e ninau ‘'ia ana 'oe he aha kau 'olelo 'oiwi a laila e kali 'oe a loa'a ke &
kanaka mahele 'olelo. Hiki pu ia 'oe ke keleponai 1-800-316-8005 no na lawelawe a pau a ka 'Oihana Lawelawe —
Kanaka (DHS).

Daytoy ket importante nga surat nga naggapu iti Department of Human Services. Pangaasi nga tawagan yo iti numero iti telepono llocano

nga nakakabil iti daytoy nga surat. Nu umawag kayo, saludsuden da nu anya iti panagsasao yo ket urayen yo nga maiyallatiw iti
tawag yo iti intepreter. Mabalin kayo nga umawayg iti 1-800-316-8005 para kadagiti amin nga serbisyo iti DHS.

DA M NBREABH SOARSHSETY. COMACENMTVBES(CHBEILSL, BFEL SNl | Japanese
[C. BANEDEERZFINTUVRINEBHONET, BRICERE NBETULESIBHESE <F&L\, DHSOED E
HY—EBXCHE. TOTJFEES 1-800-316-8005 THHLNVEULET.

QIZt MHIA B MolM ELiE &2 HX| LIk o|HX|of 7|RE MetHS 2 HSHE sHAI2. G 4lo| MEHE & E 40| Korean
ME3tE 21018 22700|1 1910{0| SAUQIofH HZAEZ QL FAIS DE Q7 HH|IA R A(Clolo|x|oA)0 E22

Hh7| 2|5 A{1-800-316-8005 2 M3t &t4 @l LCt

RRE-—HMARBSHTAENEREH, FRIGLNBESH, SRITBER , RESWARRHT LES

EHBEENRREERBEERERS. Bt AXRSEIINIRS, &7 A EEF 1-800-316-8005, *
Juon in kojela im elap an aurok im ej itok jen ra eo an department of human services. Jouij im call e nombain im ej bed | Marshallese

ilo pepain ak letta in. Ne koj call, renej kajitok ibbem kin kain kajin eo am im elikin am ba renej ba kwon kottar bwe ren
lewoj juon am ri okok. Komaron call 1-800-316-8005 non aolepen ra ko kajojo ilo DHS services.

O se fa'asilasilaga ta'ua lenei mai le Ofisa o le Human Services. Fa'amolemole, vala'au mai i le numeralea o lo'o i luga
o lenei tusi. A e vala'au mai, o le a fesili atu po'o le a le gagana e te mo'omia, ona tu'u sa'o lea o lau telefoni i se tagata
e mafai ona fesoasoaniia oe. E mafaifo'i ona e vala'au i le number 1-800-316-8005 mo nisi 'au’aunaga mai lenei
Ofisa."

(2]
)
3
o
D
5

Esta es una carta importante de la Seccién de Servicios Humanos (DHS). Por favor llame el nimero de teléfono
localizado en la carta. Cuando usted llama, usted se preguntara qué idioma usted habla y su llamada se pondra
en espera para un intérprete. Usted también puede llamar 1-800-316-8005 para todos los servicios de DHS.

Ito ay mahalaga na sulat na galling sa Department of Human Services. Mangyaring tawagan ang humero na
nakalagay sa sulat na ito. Kung kayo ay tatawag , tatanungin kung ano ang iyong wika at hintayin ninyo
hanggat may sumagot na tagasalin. Pwede ninyong tumawag sa 1-800-316-8005 para sa lahat ng serbisio sa

Ko e tohi mahu'inga eni mei he Potungaue Ngaue Ma'ae Kakai. Kataki 'o telefoni ki he fika 'oku ha 'i he tohi ni. 'E fehu'i
atu pe ko e ha e fa'ahinga lea 'oku ke lea'aki 'i he taimi te ke ta mai ai pea tnitokoe ke tali kae 'oua kuo ma'u ha toko taha
fakatonu lea. Te ke lava 'o ta ki he ki he ngaahi tokoni kotoa 'a e DHS.

Pay la 14 tho quang trong tlr cac Bd Phuc Vu Nhan Dan (DHS). Lam on goi x4 dién thoai ndm trén 14 tho. Khiban goi, ban Vietnamese
sé duoc hdi ngdn ngtk ndo ban néiva cl dién thoai clia ban sé& che ngwdi théng dich. Bdng thei ban cling c6 thé goi sb 1- Viét Nam
800-316-8005 cho cac phuc vu DHS.

Kini importante nga sulat gikan sa Department of Human Services (DHS). Palihug tawagi ang numero sa maong Visayan

telepono nga nahimutang sa sulat. Sa imong pagtawag, ikaw pangutan-on kun unsa ang imong pinulongan ug ang
imong tawag ilang ipahulat para sa usa ka taghubad sa pinulongan. Mahimo usab nga imong tawagan ang 1-800-
316-8005 para sa tanang mga serbisyo sa DHS.

i

TN No: 13-0007 MM7
Hawaii
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Tell us about yourself.

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

1. First Name Middle name Last name Suffix

2. Home address (Leave blank if you don’t have one.) 3. Apartment or suite number
4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number
10. City 11. State 12. ZIP code 13. County

14. Phone number

( )

15. Other phone number

( )

16. Do you want to get information about this application by email? [] Yes [] No

Email address:

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

18. What is your preferred written language (if not English)

Tell us about your family.

List yourself and the members of your immediate family who live with you. Include your spouse, your children under the
age of 19 years if they live with you and anyone you include on your tax return, even if they don't live with you.

Name Date of birth Relationship| Applying for | Already has | U.S. Citizen, | Resident of [Social Security Number
(first, middle, last) (XXIXXIXXXX) | to you presumptive | Medicaid or | U.S. National | Hawaii (SSN) (You don't have to
eligibility for | other medical | or eligible (Yes or No) |provide this now, but it helps
Medicaid? | insurance? Non-citizen? us determine eligibility for
(Yes or No) | (Yes or No) | (Yes or No) regular Medicaid faster)
Answer for family members who are applying. If a person is not
applying, you do not have to answer these questions for that
person.
(Same as above) (Self)

TN No: 13-0007 MM7
Hawaii

Approval Date: November 18, 2015
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Effective Date: January 1, 2014



Other questions.

Answer these questions for yourself and your family members listed in Step 2. Your answers will make it easier to find
out if you and any family member(s) qualify.

Is anyone pregnant who is applying for presumptive eligibility for Medicaid? OYes [ONo
If yes, who? How many babies does she expect?

Is anyone who is applying for presumptive eligibility for Medicaid receiving Medicare or Social Security Income (SSI)? OYes [ONo
If yes, who?

Is anyone who is applying for presumptive eligibility for Medicaid a parent or caretaker relative? OYes [ONo

For example, a grandparent who is the main person taking care of a child.

If yes, who?

Was anyone who is applying for presumptive eligibility for Medicaid in foster care at age 18? OYes [ONo

If yes, who?

Tell us about your family’s income.

Write the total income before taxes are taken for all family members listed in Step 2.

¢ Jobincome: For example, wages, salaries, and self-employment income.

Amount $ How often? (check one) O Weekly O Biweekly O Monthly O Yearly

¢ Otherincome For example, unemployment checks, alimony, or disability payments from the Social Security Administration
(“SSDI”). Do not include Supplemental Security Income (“SSI payments”) or any child support you receive.

Amount $ How often? (check one) O Weekly O Biweekly O Monthly O Yearly

TN No: 13-0007 MM7 Approval Date: November 18, 2015 Effective Date: January 1, 2014
Hawaii HPE Application - 4



Read & sign this application.

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

e |l understand that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex,
age, secual orientation, gender identity, or disability. | can file a compliant of discribmiation by visiting
www.hhs.gov/ocr/officeffile.

e The person who filled out Step 1 should sign this application.

Signature Date (mm/dd/yyyy)

If you qualify for presumptive eligibility for Medicaid, what
happens next?

e You will get a notice from the hospital saying you were approved.

e You can start using your presumptive eligibility for Medicaid coverage right away for Medicaid covered
services such as doctor visits, hospital care, and some prescription drugs. You can go to any health care provider
who accepts Medicaid starting the day you are approved. To start using your presumptive eligibility for Medicaid,
use your approval notice from the hospital saying you are approved.

e To see if you qualify for regular Medicaid or other health coverage, the hospital will help you fill out the Hawaii
Application for Health Coverage & Help Paying Costs, if you choose. You can also apply for regular Medicaid and
other health coverage online at mybenefit.hawaii.gov, via telephone, in person, or by mail.

e Your presumptive eligibility will end on the date your application for Medicaid is either approved or denied.
If you are denied, you will be referred to the Connector for other affordable insurance programs.

e If you do not fill out and submit the Hawaii Application for Health Coverage & Help Paying Costs to see if
you qualify for regular Medicaid or other health coverage, your presumptive eligibility for Medicaid coverage will end
on the last day of the month after the month you are approved.

For example, if you qualified for presumptive eligibility for Medicaid in January, it will end on the last day
of February.

If you do not qualify for presumptive eligibility for Medicaid,
what happens next?

You will get a notice from the hospital saying you were not approved. You cannot appeal the hospital’s decision. But
you can still apply for regular Medicaid or other health coverage using the Hawaii Application for Health Coverage &
Help Paying Costs.

TN No: 13-0007 MM7 Approval Date: November 18, 2015 Effective Date: January 1, 2014
Hawaii HPE Application - 5
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Hospital Presumptive Eligibility
in Hawaii

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



Overview

e What is Hospital Presumptive Eligibility (HPE)?

e How hospitals can participate in HPE

* Hospital staff eligible to make HPE determinations
e Who is eligible and what are the HPE benefits?

e How the HPE Process works

e Contact information

e

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014




ACA Coverage Changes

The Affordable Care Act (ACA) was signed into law in March
2010; it makes major changes to how people secure health
coverage in the U.S. Coverage changes include:

— Medicaid and CHIP expansion and improvements

— Health insurance marketplaces for individuals and small
businesses

— Private insurance market reforms

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



The New Vision for Medicaid and CHIP

e Maedicaid Coverage Expansion

— Covers adults 19-64 with incomes up to 133% FPL who are not eligible and enrolled in a
mandatory group

e Single, Streamlined Application

— Individuals can apply for Marketplace coverage and all insurance affordability programs
(Medicaid, CHIP, premium tax credits) on one application

* Simplified Eligibility and Enrollment Rules

— Modified Adjusted Gross Income (MAGI) is the new income methodology based on IRS-
defined concepts of income and household to determine Medicaid and CHIP eligibility for
children, pregnant women, parents and caretaker relatives, and adults 19-64

 Modernized Eligibility Systems

— Increases use of automated rules engines to enable real-time eligibility determinations;
individuals can apply for coverage online

e Children’s Coverage Improvements
— All children up to age 19 with family incomes up to 133% FPL are now Medicaid-eligible

* Hospital Presumptive Eligibility
— Hospitals can now determine individuals to be presumptively eligible for Medicaid

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



HPE Overview

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



What Is Hospital Presumptive
Eligibility (HPE)?

e AsofJanuary 1, 2014, hospitals can immediately determine

Medicaid eligibility for certain individuals who are likely to be
eligible.

e Eligibility under HPE is temporary but allows immediate access
to coverage for eligible individuals.

 The policies and procedures for determining HPE may differ
from the current policies and procedures for determining
regular Medicaid assistance.

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



Terms and Definitions

e Application Signature: The application must be signed by an adult
household member (age 18 or over) or by an authorized representative.

e Application Submission: Applications may be submitted in person, by
mail, or by fax.

e Certain Individuals Needing Treatment for Breast or Cervical Cancer: An
individual who has been screened by an authorized CDC approved facility
and requires treatment for breast or cervical cancer or a precancerous
condition of the breast or cervix.

e Dependent Child: A child from birth to age 19
* Eligibility Determination: An approval or denial of eligibility.

e Family Size Using Modified Adjusted Gross Income (MAGI) Methodology:
Means the number of persons counted as members of an individual’s
household. When determining the family size of individuals who have a
pregnant woman in their household, the pregnant woman is counted just
as herself.
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Terms and Definitions

* Former Foster Care Child: An individual who is 18 to 26 years of age, not
eligible for any other Medicaid coverage group, and was covered under
Medicaid and in foster care when they turned age 18 or out of foster care.

* Modified Adjusted Gross Income (MAGI): The methodology used to
determine financial eligibility.

* Non-Applicant: An individual who is not seeking an eligibility
determination for himself or herself and is included in an applicant’s or
client’s household to determine eligibility for such applicant or client.

* Non-Filer: Individuals who do not intend either to file taxes or to be
claimed as a tax dependent.
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Terms and Definitions

e Parent/Caretaker Relative: A relative of a dependent child by blood,
adoption, or marriage with whom the child is living, who assumes primary
responsibility for the child’s care, and who is one of the following:

** The child’s father, mother, grandfather, grandmother, brother, sister,
stepfather, stepmother, stepbrother, stepsister, uncle, aunt, first
cousin, nephew, or niece;

+** The spouse of such parent or relative including same sex marriage,
even after the marriage is terminated by death or divorce; or

** Another relative of the child based on blood, adoption, or marriage;
the domestic partner of the parent or caretaker relative; or an adult
with whom the child is living and who assumes primary responsibility
for the dependent child’s care.
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Terms and Definitions

 Pregnant Woman Hospital Presumptive Eligibility: Medical coverage for
an individual eligible in the Pregnant Women group is limited to prenatal
services that are provided on an outpatient basis. For coverage of full
Medicaid benefits, a pregnant woman must apply for regular Medicaid
assistance.

 Tax Dependent: An individual for whom another individual claims a
deduction for a personal exemption for a taxable year.

e Tax Filer: Individuals who intend to file a federal tax return for the
coverage year and who do not intend to be claimed as a tax dependent by
another taxpayer.
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How HPE Works to Get People Connected to
Coverage and Care

e HPE improves individuals’ access to Medicaid and necessary services by
providing another channel to apply for medical coverage.

* Hospitals will be reimbursed for services provided during the PE period.

e HPE is not about short-term coverage; it provides individuals with an
opportunity to get connected to longer-term coverage options.

g T T
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How Hospitals Can
Participate in HPE
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How Hospitals Can Participate in HPE

 Hospital participation in HPE is optional, but States must provide a
mechanism for a hospital to become qualified to offer the HPE program.

e To make HPE determinations, a hospital must:
¢ Participate in the Medicaid program;

L)

4

L)

* Notify the State of its election to make HPE determinations by
contacting the Program Administrator;

L)

<

L)

L)

» Designated staff must complete HPE training modules;

<

L)

» Agree to make HPE determinations consistent with policies and
procedures of the State by signing an attestation form;

L)

<

L)

* Maintain performance standards set by State; and

<,

<

L)

L)

» Have a sighed Memorandum of Agreement (MOA) with the
Department on file.
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Hospital Staff Eligible to Make HPE
Determinations

Once a hospital is a qualified entity:

s Any hospital employee who is properly trained and certified can make
HPE determinations.

Participating hospitals may not delegate HPE determinations to non-hospital
staff:

¢ Third party vendors or contractors may not make HPE determinations.
Eligibility determinations will be based on MAGI non-filer rules:

** The household’s size will be determined by counting the individual
plus their spouse and natural, adopted and step-children under age
19, or up to age 26 if a full time student, who are living together in the
same household and who are not expected to be claimed by another

tax-filer. Ellglb hth,
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How Will Hospitals Be Trained?

The Department will use a Medicaid training module consisting of:

e This powerpoint presentation, which provides an overview of the
Hospital Presumptive Eligibility (HPE) program and application for
full Medicaid requirements for participating hospital staff;

e HPE Workshop conducted by assigned DHS staff.

The Department will conduct additional training(s) to address hospital
deficiencies after initial implementation of HPE :

e Department staff will monitor hospital ability to meet
performance standards;

 Additional training will focus on areas that need improvement or
additional guidance.
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Workshop and Training will include:

e Overview of HPE and regular Medicaid programs;
 Roles and responsibilities for the Hospital and Eligibility branch;
e Explanation of performance standards and requirements;

e Eligibility requirements for HPE, Children, Pregnant Women,
Parent Caretaker Relatives, Adults, Former Foster Care Children
and Certain Individuals Needing Treatment for Breast or Cervical
Cancer * coverage groups;

* How to complete the HPE application form, DHS 1100, and other
applicable Medicaid forms;

e The HPE eligibility determination process using MAGI non-filer
rules for household composition and income eligibility;

e How to prepare and submit the HPE packet to EB for processing;

e All bases of coordination between hospital and Med-QUEST
required to process for HPE (assigned staff, contact numbers, etc).

* Hospital must be designated as a CDC approved screening site for BCCEDP
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Process for Staff Training and
Certification

* Hospitals must select staff for training and certification and provide
list of names for Department;

 Hospitals must coordinate with Med-QUEST to arrange for training of
staff;

e Selected staff must attend Department approved HPE/Medicaid
Workshop and Training;

e Staff must complete Department approved workshop and training and
become certified in order to make HPE determinations;

e Staff must sign agreement to comply with all MOA requirements for
participation in the HPE program;

e Certified hospital staff will be able to determine eligibility and issue
notice of approval for HPE coverage to eligible individuals.
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HPE Accuracy and Performance
Standards

Hospitals shall be required to maintain the following performance
standards to participate in the HPE program:

1) An 85% accuracy rate for correctly determined applications for
HPE. This will be determined analyzing the HPE applications
submitted by the hospital and evaluated for accuracy by EB staff;

2) 90% of individuals are offered help from hospital PE staff to
complete the full Medicaid application;

3) 90% of hospital PE applicants will either submit a DHS 1100
application or an attestation sheets (completed by hospital staff for
individuals who did not want to apply for regular Medicaid); and

4) 90% of hospital PE application packets shall be submitted timely
(within 5 days from submission of HPE application) by the
participating hospital to Med-QUEST Eligibility Branch.
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HPE Performance Standards

e The Department shall initially authorize a “Phase in “ period to help hospitals
reach required performance standards without penalty for initial 6-12 months of
HPE program implementation.

e The Department shall analyze initial performance standards and focus training on
areas that are not meeting requirements. Hospitals not meeting HPE program
requirements will complete additional training in deficient areas. If still unable to
meet standards after additional training, hospital will be subject to disqualification
from the HPE program.

e The Department has the authority to terminate hospital participation in the HPE
program for failure to meet Department policies and established standards,

including failure to participate in additional training when deficiencies are
identified.

=

<>
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Who is Eligible to Enroll in
Medicaid through HPE?

What are the Benefits?
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Populations Eligible for Medicaid via HPE
Determinations

e Individuals who fall into one of the following MAGI groups may be
determined for HPE:

Children, Pregnant Women, Parents and Caretaker relatives, Adults,
Former Foster Care Children and Certain Individuals Certain
Individuals Needing Treatment for Breast or Cervical Cancer who are:

e Not currently receiving Medicaid benefits and have not had a PE
period in the last 12 months or for the same pregnancy (for a
pregnant woman);

e A Hawaii resident; and

e A U.S. citizen or qualified non-citizen who meets Medicaid

citizenship status requirements. Am |
eligible;

\ Y
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Criteria for Determining HPE
Eligibility

The current MAGI rules are used to determine the following:

e Household Size;

e Coverage Group; and

e Financial Eligibility.

e The Department will use non-filer MAGI rules when determining
financial eligibility for the HPE program.
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TN N

HPE Income Eligibility Chart

2015 Standards of Assistance

Parents or

Caretaker Adults/ Children Pregnant Women/ SCHIP
HH . Children 6-19 Child <1 Children < 19
Relatives 1<6
Size
100% 105%* 133% 138%* 139% 144%* 191% 196%* 308% 313%*
1 $1,130 | $1,186 | $1,502 | $1,502 | $1,570 | $1,626 | $2,157 | $2,157 $3,478 $3,535
2 $1,528 | $1,528 | $2,032 | $2,032 | $2,124 | $2,200 | $2,918 | $2,918 $4,705 $4,782
3 $1,926 | $1,926 | $2,562 | $2,562 | $2,677 | $2,774 | $3.,679 | $3,679 $5,932 $6,028
4 $2,325 | $2,325 | $3,092 | $3,092 | $3,231 | $3,347 | $4,440 | $4,440 $7,159 $7,275
5 $2,723 | $2,723 | $3,621 | $3,621 | $3,785 | $3,921 | $5,200 | $5,200 $8,386 $8,522
6 $3,121 | $3,121 | $4,151 | $4,151 | $4,338 | $4,494 | $5961 | $5,961 $9,613 $9,769
7 $3,520 | $3,520 | $4,681 | $4,681 | $4,892 | $5,068 | $6,722 | $6,722 |$10,840| $11,015
8 $3,918 | $3,918 | $5,211 | $5,211 | $5,446 | $5,642 | $7,483 | $7,483 |$12,066| $12,262
9 $4,317 | $4,317 | $5,741 | $5,741 | $6,000 | $6,215 | $8,244 | $8,244 |$13,293| $13,509
10 $4,707 | $4,707 | $6,270 | $6,270 | $6,553 | $6,789 | $9.005 | $9,005 |$14,520| $14,756
Each
Add'l $399 $419 $530 $550 $554 $574 $761 $781 $1,227 $1,247
Person

* Maximum allowable income with 5% disregard applied to the income standard as applicable.

Note: 1) Former Foster Care Children have no income limit;

is not subject to Medicaid income limits.
D: 13-007-MM7
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Countable Income Includes:

e Wages, salaries, tips, etc. ;

* Taxable interest;

e Alimony;

e Business income;

e (Capital gains;

e Unemployment benefits;

e Rental real estate, royalties, partnerships, S corporations, etc. ;
e Other taxable income.

*ASSETS ARE NOT COUNTED FOR THE MAGI ELIGIBILITY
GROUPS
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Non-Tax Filer MAGI rules

Non-Tax filer MAGI rules will be used to determine financial eligibility for
HPE applicants, regardless of their actual tax filing status. To determine
household size, count the following household members:

a. Applicant (and if living with the applicant):
e Spouse
e Child(ren)* under age 19 years
b. If applicant is under age 19 (and if living with the applicant):
. Spouse
e Child(ren)* under age 19 years;
e Parent(s)*
e Sibling(s)* under age 19 years

*Includes natural or biological, adopted, or step (parent/child/sibling).

For sibling, includes half- sibling.
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Determination of Household size, Income and
Coverage Group

1) Evan (age 29) is applying for coverage for himself, his pregnant wife,
Keira (age 26), and their daughter, Lilly (age 3) who all live together.
Evan states he earns $1800 per month from his job. Keira does not
work. Although Evan and Keira intend to file jointly, MAGI non-filer
rules are applied to determine eligibility for HPE .

2) Evan and Keira have daughter Lily, so are first determined for
eligibility under the Parent/Caretaker Group. If not eligible in this
group, would be considered under another applicable coverage
group (i.e. Adults).

Lilly is under age 6, therefore, she is determined for eligibility under
the Childrens Group (Child 1<6).
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Determination of Household size, Income and
Coverage Group (Cont’d)

3) Using the HPE Income Eligibility chart:
e Evan and Keira’s income of $1,800 < $1,926 Parent/Caretaker
Group standard for a household size of 3, therefore, they are

eligible under this coverage group.

e Lilly’s income of $1,800 < $2,677 Children Group standard for a
household size of 3, therefore she is eligible under this group.

4) Tax household composition, size and coverage groups for Evan, Keira,
& Lilly are shown below:

HH Evan  Keira Lilly Family Size Income  Coverage Group
Evan X X X 3 $1,800 Parent/Caretaker
Keira X X X 3 S1,800 Parent/Caretaker
Lilly X X X 3 $ 1,800 Children
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What are the Benefits?

Individuals approved for presumptive eligibility receive the same
Medicaid services as the group they are approved for under the Medicaid
State Plan and 1115 Waiver as applicable. However, for individuals
eligible in the Pregnant Women group, presumptive eligibility is limited to
ambulatory prenatal care only.

Insurance
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Duration of Eligibility under HPE

e The HPE period begins with, and includes, the day on which the
hospital makes the HPE determination.

e The HPE period ends on:

** The day on which the eligibility site makes the eligibility
determination for full Medicaid; or

*» The last day of the month following the month in which the
hospital makes the HPE determination if the individual did not
apply for Medicaid.

e The HPE period is limited to one in a 12 month period and/or once per
pregnancy for a pregnant woman.
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How The HPE Process
Works
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Hospital PE Application

e The HPE application is a short application form for individuals to
apply for hospital presumptive eligibility. It requests minimal
information such as:

+¢* Contact information
** Household members
+** Total income for the household

e Forindividuals with no previous Medicaid ID number, a
temporary ID number will be created using the hospital’s
provider ID + the last 4 digits of the individual’s SSN until a
Medicaid ID number is generated by Med-QUEST staff;

* Hospital shall log all HPE applications and send monthly data to
Med-QUEST for monitoring purposes.
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Verification of Eligibility Criteria

* Hospital Presumptive Eligibility determinations will be based on self-
attestation of required information;

e Individual cannot be required to provide proof/documentation of any
HPE eligibility criteria (e.g., can’t require medical verification of
pregnancy);

* Hospital/Department must accept self-attestation of income,
citizenship/immigration status, State residency and household size.

=~71
~71

~N1
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The HPE Determination Process

At the individual’s initial visit, trained hospital staff shall:

Check for current Medicaid eligibility by contacting the Enrollment Call
Center for applicable information (Medicaid status, Medicaid ID
number, Health plan);

If already a Medicaid recipient, refer applicant to appropriate health
plan for assistance, not eligible for HPE;

If not a Medicaid recipient, determine if individual meets HPE eligibility
requirements for appropriate coverage group;

Self-attestation of previous or current Medicaid eligibility shall be
accepted during non-business hours;

If HPE requirements are met, help the individual complete the HPE
application form for HPE. If determined ineligible for HPE, explain
benefits of “regular” Medicaid and offer to help applicant complete
the DHS 1100, “Application for Health Coverage & Help Paying Costs”
form for submission to Med-QUEST if interested in applying;
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The HPE Determination Process
(cont’d)

Complete HPE eligibility determination and give applicant approval
notice verifying applicant’s HPE eligibility, coverage group and effective
date of HPE coverage;

Explain to applicant that the notice will serve as verification of eligibility
for applicant;

Offer assistance to applicant to apply for regular Medicaid by
completing the DHS 1100 form.

If applicant chooses not to apply for Medicaid, indicate this on the
“Attestation sheet for DHS 1100” and sign in the field indicated on the
bottom of the sheet.

If applicant wants to apply for regular Medicaid, assist with application
form and have HPE applicant sign and date the “Attestation sheet for
DHS 1100”; and

Submit with the HPE packet to the EB unit.

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



Create HPE packet to send to Med-
QUEST

Upon completion of the HPE determination, hospital staff shall:

1) Create HPE packet to fax to appropriate EB office consisting of:
e Completed and signed HPE packet cover sheet;

Completed HPE application

HPE decision notice;

Completed DHS 1100 if applicable; and

Completed Attestation sheet for DHS 1100

2) Record HPE application on hospital HPE log and date
information is faxed to EB;

3) Fax complete packet to the appropriate Med-QUEST office
within 5 days for HPMMIS input and determination of regular
Medicaid; and

4) Keep hard copies of HPE packets for future reference.
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Hospital PE Application

State of Hawail
Department of Human Services
Med-QUEST Division

Please use this form to apply if you are a patient
of the hospital, a patient's family member, or a
community member.

This is an important letter from the Department of Human Services. Please call the phone number lecated on the letter.
When you call, you will be asked what language you speak and your call will be put on hold for an interpreter. You can
also call 1-800-316-3005 for all DHS services.

Application for Presumptive Eligibility for Medicaid

ER-HE \BESFARLNEEES. RENCLNEERE. EFVEER FESEAERRIEET, SHEE
EESECHZEEERS. S6/ SEEEALES STAREE 1-800-316-5005.

Cantonese

Use this form to find out quickly if you qualify for presumptive eligibility for Medicaid
Presumptive eligibility offers you and your family immediate access to health care while you
apply for regular Medicaid or other health coverage.

To find out if you qualify for regular Medicaid or other health coverage, you must complete the
Hawaii Application for Health Coverage & Help Paying Costs. While you wait to learn if you
qualify for regular Medicaid or other health coverage, you can get your health services through
presumptive eligibility for Medicaid.

You can also apply for regular Medicaid and other health coverage online at
mybenefit.hawaii.gov, via telephone, in persen, or by mail.

Ei taropwre mi auchchea seni ewe putain tumwunun aramas (Depariment of Human Services). Kese mwochen kokkori
na nampan foon won na taropwe. Mupwen omw kokko, repwe eisinuk menni kkapas ke sine pwe repwe kkutta ngonuk
emaen choen chiaku. Ka pwan tongeni kokkori 1-800-316-8005 ren meinisin aninnis seni DHS.

Chuukese

Ceciestune letire imporiante du Department of Human Services (DHS). Silvous plait, faire un appel téléphenigus au numéra
de téléphone situé surla lettre. Lorsque vous téléphonez, quelgu'un vavous demander quelle langue vous parlez, etvotre
appel sera mis en attente pour uninterpréte. Vous pouvez aussi €kEphoner 1-800-316-8005 pour fous les services de DHS.

French

Dies ist ean wichtiger Brief von der Abtzilung Menschiicher Dienste (DHS). Bitle rufen Sie die Telefonnummer, die auf dem Brief
gefunden wurde. Wenn Sie rufen, werden Sie gefragh werden, welche Sprache Sie sprechen, und thr Anruf wird auf Warestellung
filr einen Dolmetscher geschattet werden. Sie kénnen 1-800-3168-8005 fir ale DHS Dienste zuch rufen

German

Who can You can qualify for presumptive eligibility for Medicaid if you meet
ualify for all of these rules:

qrestm tive « Your income is below the monthly limit.

pl' . p i + Youare a U.S. citizen, U.S. national, or eligible non-citizen.

elig _tyo I + You do not already have Medicaid.

Medicaid? « You have not had presumptive eligibility for Medicaid in the

past 12 months.

+ Ifyou are pregnant, you have not had presumptive
eligibility for Medicaid during this pregnancy

+ You are in one of the groups that qualifies for presumptive
eligibility for Medicaid:
¢ Children under 19 years of age

Parents and caretaker relatives

Pregnant women

Other adults age 19 — 64 years

People under age 26 who were in foster care

How can | get Askyour hospital representative or call us toll free at 1-800-316-
help with this B8005. Ifyou need help in a language other than E_nglish, call toll
application? free at 1-8[1_0—316-8005 and tell the customer services

' representative the language you need. We will get you help at no
cost toyou. TTY/TTD users call toll free at 1-800-603-1201

He leka ko'iko'i keia mai ka ‘Oihana Lawelawe Kanaka (D epartment of Human Services). E kelepona maii ka helu Hawaiian
kelepona ma luna o ka leka. Ke kelepona 'og, & ninau 'ia ana 'oe he aha kau ‘olelo "oiwi a laila € kali'os aloa'a ke E
kanaka mahele ‘olelo. Hiki pu ia ‘ce ke keleponai 1-800-318-8005 no na lawelawe a pau a ka 'Oihana Lawelawe —
Kanaka (DHS).

Daytoy ketimportante nga surat nga nagaapu it Depariment of Human Services. Pangaasi nga tawagan yo iti numero ititelepono | llocano
nga nakakshil ifi daytoy nga surat Nu umawag kayo, saludsuden danu anya il panagsasao yo ket urayen yo nga maiysliativ i

tawrag yo ifi intepreter. Mabalin kayo nga umawayg iti 1-500-316-8005 para kadag®i amin nga serbisyo i DHE.
NIAHAERSEENSOAYRSASETT. JOBRALSINTUEESCETE(EZV, EERENEE | Japanese
Ic. AN EDES ENTUBHERNNTT. BRCER INBETLES<ER/E (L. DHSNED
H-EACE, COEEFS 1-800-316-8005 TARVELET.

U7 HHA SHHH Sis Saf Ba| Yo o/ Bald T mHeteis Korean

= MSE stAle. B0 MM E 2@ F4lo|
HEds HHE ST 0L 1M SUYNH #EEH Uuch G2 DB A7 Hula RYCIHolRIHA) 82
27| #13 41-300-316-8005 = &3 £+ 8L

BEE-HMAZRSHIELNEEES. FRICLNSFSE. Shrads  mHeEERARHT 455, Mandarin
EHEENEEEENEAERRS. SRARESINNES HTHAEH 1-800-316-8005. -
Juonin kojela im elap an aurok im €j itok jen ra eo an department of human services. Jouij im call e nombain im ej bed | Marshallese
ilo pepa in ak lettain. Me koj call, renej kajitok ibbem kin kain kajin o am im elikin am ba renej ba kwon kottar bwe ren w
lewo] juon am ri okok. Kemaron call 1-800-316-8005 non aolepen ra ko kajojo ilo DHS services L~ |
0 sefa'zsilasilaga ta'ua lenei maile Ofiza o le Human Services. Fa'amolemale, vala'au maii le numeralea olo'oiluga | Samoan
o lenei tusi. A & vala'au mai, o le a fesili atu po'o le a le gagana e te mo'omia, ona tu'u sa'o lea o lau telefonii se tagata -

& mafai ona fesoascaniia oe. E mafai fo'i ona e vala'au i le number 1-800-316-8005 mo nisi "au'aunaga mai lenei

Ofisa.”

Esta es una carta impartante de la Seccién de Servicios Humanos (DHS). Por faver llame el nimero de teléfono Spanish
localizado en la carta. Cuando usted llama, usted se preguntara qué idioma usted habla y su llamada se pondrd l_
en espera para un intérprete. Usted también puede llamar 1-800-316-8005 para fodos los servicios de DHS. —
Ito ay mahalaga na sulat na galling sa Department of Human Services. Mangyaring tawagan ang numero na Tagalog
nakalagay sa sulat na ito. Kung kayo ay {atawag. tatanungin kung ano ang iyong wika at hintayin ninyo

hanggat may sumagot na tagasalin. Pwede ninyong tumawag sa 1-800-316-8005 para sa lahat ng serbisio sa

Ko & tohi mahu'inga eni mei he Potungaus Ngaue Ma'ae Kakai. Kataki'o telefoni ki he fika "oku ha i he tohini. 'E fehu'i | Tongan

atu pe ko e ha e fa'ahinga lea "oku ke lea'aki 'i he taimi fe ke ta mai ai pea tnitokoe ke tali kae "oua kuo ma'u ha toko taha
fakatonu lea. Te ke lava 'o ta ki he ki he ngaahi tokoni kotea 'a e DHS.

DHS

TN.NO: 13-007-MM7
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Dy 14 latho quang frong tir cae B& Phuc Vu Nhin Ddn (DHS). Lam on goixd didn thogi ndm trén lathe. Khiban goi, ban | Vietnamese
=& durge hdingdn ngiF ndo ban néiva cl dién thozi cla ban séchd ngudi thing dich. Bang théi ban cing cb thé goisd 1- Viét Nam
800-316-8005 cho cac phuc vu DHS.

Kiniimportante nga sulat gikan sa Department of Human Services (DHS). Palihug tawagi ang numero sa macng Visayan

telepono nga nahimuiang sa sulat. Saimong pagtawag, ikaw pangutan-on kun unsa ang imong pinulengan ug ang
imong tawag ilang ipahulat para sa usa ka taghubad sa pinulongan. Mahimo usab nga imeng tawagan ang 1-300-
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L 316-8005 para sa tanana moa serbisve sa DHS
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Hospital PE Application

1| Tell-us-about-yourself.y

We nead-one-adultinthe-family-to-be-the-contact-person-foryour-application. = =
T Fiet-Hame= -WTddle - names

~L[Eefname= —EomEs

T Home-addrese-[Leave DIank-N-you-don Lhave one. = S_-Aparment-orsulie-numbers g

= EEaE

[ ZIF codes [T Launny=

5.-Malling-address-(H-dlfferent-from-nome -address)= —Aparment-or-sulle NUMBDErs o

TIChy= BAEEEEE T2 L9 Code= [T3.-County= =

T4-Phone-numBen 75 -Ciherphons numben o

{ = = [ - =

15..Do-you-want-to-get-information-abaut-this-application-by-em ai?--[ Yes- MoT =
Emall-adaness: - =

17.-Whatds-your-prefered-spoken language (H-not-English) 7= |13.-4WnatIs-your-prefemed written-language-(-not-Englisnj= =

Tell-us-about-your-family.{
M

List-yourself-and-the-members of yourimmediste-family-who live-with-you. - Include-your-spouse, ‘your-children-underthe: o
age-of 18-years-if they-live-with-you-and-anyone-you-include on your-ta-retumn, -even-if they-don't-live-with-you.n

Name- Cateafoimn- | Relationship| Applying sor{ Alreacy-has-|
{fest, micdie, Jaste {POCOOKIO0O topous presumpiive| Medicald or-
eliglblify-for-| ather-madicaly or-eligible-
INSUrANCe?s | Non-chizen ]
[yasorMa)= | [YesorNoj=

Resident-of- | SociahSecunty-MumDer- -

| Hawam  |(SSN){Youdon'thavedo-

{fes-or-Naj=| provide-this-now, -but t-helps-
us-cetemine ligibilty-for-

requiar Medicald fzzzr]

m

Anzwer-for-family-members-who-are-applying. If-a-personis-not- o
applying. you-do-not-hawve to-answer-these-questions for-that-

persan=

(2ame-as ahoue)= a Saif= o

o o o o o
o

] ] ] ] ] ] ] ]
o

o o o o o o o o
o

] L] ] ] ] ] L] ]

e Section Break (Next Page)

TN NO: 13-007-MM7

Approval Date November 18, 2015

Other questions.

Answer these questions for yourself and your family members listed in Step 2. Your answers will make it easier fo find
out if you and any family member{s) qualify

Is anyene pragnant wha is pplying for presumptive eligibiity for Medicaid? Oes

O Mo
If yes, wha?, How many babies does she expact?

Is anyene who is applying for presumptive ligibility for Medicaid receiving Madicare or Sceial Sacurity Incoma (3517 Oves OMNo
If yes, wha?,

Is anyone who is applying for presumptive eligibility for Medicaid s parent or carstaker relative? OYes OMNo
Far example, & grandparent who is the main person taking care of 3 child.

If yes, wha?,

Was snyone who i spplying for presumptive eligibility for Medicsid in foster care st sge 187 OYes OMNo
If yes, wha?

Tell us about your family’s income.

Write the total income before taxes are taken for all family members listed in Step 2.

+ Jobincome: Forexample, wages, sslaries, and self-employment income.

Amount § How often? {check ons) [ Weekly [ Biweekly [JMonthly [ vearly

+ Otherincome forexample, unempioyment checks, alimony, or disability psyments from the Social Security Administration
{*58Dr). Do not include Supplemental Security Income [(“5SI payments”) or any child support you receive.

Amount How often? (check ang) D Weekly D Bweekly D Maonthly D Yearly

Effective Date: January 1, 2014




TN NO: 13-007-MM7

Hospital PE Application

Read-&-sign-this-application.y]

1

*— |'m-signing-this-application-under-penalty-of-perjury-which-means-I've-provided true-answers-to-all-questions-this- =
form-to-the-best-of-my-knowledgs. | -know that--may-be-subject to-penalties under-state-ar-faderal-law if- | -provide-
false-or-untrue-information. -]

#— |-understand that-under-federal law, discrimination-isn't-permitied-on-the-basis-of race, -color, -national-arigin, -sex.-
age,-secual-orientstion, -gender-identity, -or-disability. --|-canfile-s-compliant-of-discribmistion-by-visiting-
www. hhs . gowlocr/officeffile -]

#— The-person-whao filled-out-Step-1-should-sign-this-spplication.

o

Signaturey Date-(mm/dd/yyyy) =
1 1

o H

. 5ection Break (Continuous ).

If-you-qualify-for-presumptive-eligibility-for-Medicaid,-what-
happens-next?]

1
o— ou-will-get-a-notice-from-the-haspital-=aying you-were-approved | =

#*— You-can-start-using-your-presumptive-eligibility for-Medicaid-coverage right-away for-Medicaid-covered-
sernvices-such-as-doctorvisits, -hospital-care, -and-some-prescripfion-drugs. -Y'ou-can-go-to-any-health-care-provider-
who-accepts-Medicaid-starting-the-day-you-are-approved. - To-start-using-your-presumptive-eligibility-for- Medicaid, -
use-your-approval-notice from-the-hospital-ssying-you-are-approwved -

#— To-see-if yourqualify-for-regular-Medicaid-or-other-health-coverage, the-hospital-will-help-you fill-cut-the -Hawaii-
Applicstion-for-Health-Coverage-&-Help-Paying-Costs, -if you-choose.Vou-can-also-apply-for-regular-Medicaid-and-
ather-health-coverage-online-at-mybenefit hawsii.gov, via-telephone, ‘in-person, -or-by-mail -1

*— Your-presumptive-eligibility -will-end-on-the-date-your-application-for-Medicaid-is either-approved -or-denied. -
Ifyou-are-denied, you-will-be-refemred to-the-Connector for-other-affordable-insuranca-programs

a—s |f-you-do-not-fill-out-and-submit-the Hawaii-Application-for-Health-Coverage-&-Help-Paying Costs-to-see-if-
you-gualify-for-regular-Medicsid-or-other-heslth-coverage, your-presumptiee-eligibility-for-Medicaid coverage-will-=nd-
on-thelast-day-of the-month-after-the-month-you-are-approved. -

Far-example, iFyou-qualified for-presumptive eligibility-for- Medicaid-in-January, it-will-end-on the-azt-day-«
af-Febriary. o

Section Break (Continuous)

If-you-do-not-qualify-for-presumptive-eligibility-for-Medicaid, -
what-happens-next?q

1

¥ ou-will-gat-a-notice-from:-the- hospital-saying -y ou-were-not- spproved. - You-cannot-sppesl the-hospitsl's-decision. - But- =
you-can-still-apply-for-regular-Medicaid -or-other-health-coverage using the-Hawsii-Application-for Heslth-Coverage-&-
Help-Paying-Costs.-=

DHE- DO0CC] Approval Date NOVember 18, 2015

Effective Date: January 1, 2014



TN NO: 13-007-MM7

Sample Approval Letter

Statw of Faraai = Depl of Human Sasvices
Bl -DUIEST Divdwan

Striet abdoik

Henoiuly, HI 96813

Applicant name: Jane Doe

Thenk you for your Sospital Fresumptive Eligibility [<PE} application dated lanusry 2, 2013, ‘We
nimce reviewed the informetion you provided on the spplicstion and have made the following
=ligibiity determination:

Hame

0B M/ DD

i I R

Lpplication Status Approved

Coverage group PE: Pregnank Women sroup

Effective Date Janusry 2. 2013

Termination Date Jete of approved or denied eligibility for regular
sedicaid or February 28, 2013 if no D5 1100 is
completed snd submiitt=d

Household size z

Countable income 21,800

Lpplicable Income Standard | 32,137

Acditianai information:

ulse this letter to a5 proof of sigibiity for the spproved housshold member listed above. |fyou
completed the DHS 1100 “Application for Health Coverage & Help Faying Costs™ with help from
the hospitel steff, it will be s=nt to the Med-QUEST office to determine your sligibility far
regulsr Medicsid, even it your spplicetion for HFE mssistance was denied.

¥aur HFE will 2rd o tine date your spplication for regulsr Mediced is sither spproved or
denied by the Med-QUEST office. If you sre spprowved, you will recefves regulss Medicsid. (F you
are denied, youw will be refzrred to the Connectar for other sHordable insursnce programs.
‘g0 EST will send you & notios of the sligibiity determination for regular fMedimid
separately.

1 you did not complets the application for reguler Medicsid, your S°E wil end on the last day
aof the month sfter the month your HPE spplication was approved.

1 you hawe questions or need mors information contsct 1-800-316-2005.

surtority: HAR. 17-1711 1-30, 17-1714.1-2

If you are @ TTY user orneed help in @ lBnguage other than English, il the phone namber

jocated om the letter. We will get you kelp at mo oost.
P 1.8F 1

Approval Date November 18, 2015

Effective Date: January 1, 2014



Sample Denial Letter

State of Harwi i = Dept of Human Sandees
Pelbad-DUIEST Diwinan

Striet adidriis

Heonoiule, HI 96813

Applicant neme: Jane Doe

Thisnk you for your =ospital Fresumptive Eligibility [<PE)} application dated January 2, 2013, We
nimve revisywed the informetion you provided on the spplicetion and have made the following
whigibdity determination:

Hame

08 A DD Y

i R

Lppiscation Status Denied

Cowersge group =PE: Pragmsnt Women graup
Effective Date Jaruery 2. 2013

Cenial Reason Excess |noome

[ mold size 2

Counfable income ‘55.5!:-:{

Lppicable Income Standard | 32,137

Agditiongi informatian:

1 you completed the DHS 1100 “Application for Health Coversge & Help Paying Costs™ with
rielp trom the hospitsl sesfe, it will be sentto the Med-CUEST office to determine your sligiility
for regular Medicaid, swen if your applicetion for HPE mssistsnos was denied.

1 you are approved, you will receive regular Medimid. o you are denied, you will be referred to
the Comnectar far othar sffordsble insursnce programs. Med-QUEST will serd you s natios of
thee eligibility determination for regulss Medicaid separately.

1 you Fises quastions or need more information contsct 1-E00-316-8003.

susthority: HAR. 17-1711.4-30, 17-1714.9-2

If you are & TTY user or nesd help in @ snguage other than English, tall the phose number

located on the letter. W will get you help at mo cost.
Pagadefi

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



Attestation Sheet for DHS 1100

Attestation Sheet for DHS 1100

Mame of Hospital

This purposze of this form is to ensure the above hospital is meeting Department reguirements
for the Hospital Presumptive Eligibility (HPE) program. Signing this form is optional. However,
by signing this form, you help the Department to verify the hospital is in compliance with
program reguirements to continue participation in the HPE program. |

| certify that

MName of hospital staff member
helped me complete the DHS 1100 Application for Health Coverage B Help Paying
Costs form;

Cr

explained the purpose of the DHS 1100 Application for Health Coverage & Help
Paying Costs form and offered to help applicant to fill out the form, but applicant chosze not to
complete it at this time.

Print name of HPE applicant

Signature of HPE applicant or Hospital staff member Date
[if applicant chooses not to sign form)

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



Sample of Cover Letter

&3
/

\@

e
i

HPE PACKET COVER SHEET

Name of Hozpital

To: MQDVEE Unit
FAY Number:

From:
FAY Number:
Telaphons Mumber:

Data:

EEVIEW AND PROCESS FOR MEDICAID ELIGIBILITY:

[0 HPE Packet Cover Sheet

HPE Application with Approval Denial Notice

DHE 1100 “Application for Health Coverags &Help Payimg Costz™ and,"ori

DHE 1100 Attestation Sheet

OoOoo

Print name of hozpital staff member

Signatura of hozpital staff member Date

TN NO: 13-007-MM7 Approval Date November 18, 2015 Effective Date: January 1, 2014



DHS 1100 Application for Health Coverage
& Help Paying Costs

[State of Hawaii
Department of Human Services
Hawaii Health Connector

Application for Health Coverage & Help Paying Costs

Use this
application to see
what coverage
choices you
qualify for

Who can use this
application?

Apply faster online

What you may
need to apply

THINGS TO KNOW

Why do we ask for
this information?

What happens
next?

Get help with this
application

+ Affordable private health insurance plans that offer comprehensive
coverage to help you stay well

* A new tax credit that can immediately help pay your premiums for
health coverage

. Free or low-cost insurance from Medicaid or the Children’s Health
Insurance Program (CHIP)

. Use this application to apply for you or anyone in your family.

*  Apply even if you or your child already has health coverage. You could
be eligible for lower-cost or free coverage.

. Families that include immigrants can apply. You can apply for your
child even if you aren’t eligible for coverage. Applying won't affect your
immigration status or chances of becoming a permanent resident or
citizen.

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

*  Apply faster online at mybenefits.hawaii.gov
. If you want to purchase insurance without help, apply directly at
hawaiihealthconnector.com

* Social Security Numbers (or document numbers for any legal
immigrants whe need insurance)

. Employer and income information for everyone in your family (for
example, from paystubs, W-2 forms, or wage and fax statements)

. Policy numbers for any current health insurance

. Information about any job-related health insurance available to your
family

We ask about income and other information fo let you know what coverage
you gualify for and if you can get any help paying for it. We'll keep all the
information you provide private and secure, as required by law. To
view the Privacy Act Statement, go to mybenefits_ hawaii.gov.

Send your complete, signed application to the address on page 7. If you
don't have all the information we ask for, sign and submit your
application anyway. We'll follow-up with you within 1-2 weeks. You'll get
instructions on the next steps to complete your health coverage. If you den't
hear from ug, visit mybenefits.hawaii.gov or call 1-877-628-5076. Filling
out this application doesn’t mean you have to buy health coverage.

* Online: mybenefits.hawaii.gov

* Phone: Callthe Contact Center at 1-877-62&-5076 for assistance with
completing and submitting an application or getting informaticn on the
status of your application.

* In person: There may be counselors in your area who can help. Visit
our website or call 1-877-628-5076 for more information.

*+ Medicaid: For specific questions on Medicaid/CHIP eligibility, call
1-888-764-7586.

9 NiNlEIN'@IH %&Qﬁldmmwtm benefits hawaii gov or call us at 1-877-628-507| Mrrs'gva'n Datae

other than English, call 1-877-628-5076 and tell the customer service representative the language you ne

2’ll get you help at no

cost to you. TTYTDD users should call 1-855-858-8604

DHS 1100 (REV. 4)

This is an important letter from the Department of Human Services. Please call the phone number located on the letter. English
When you call, you will be asked what language you speak and your call will be put on hold for an interprefer. You can H—
also call 1-888 - 764-7586 for all DHS services

. = . EEIE W . Cantonese
%&fliuﬁl&ﬁﬁ%ﬁ& ;a.‘ﬁAﬁﬂi:KmmE& ﬁ"maua 1- B38 - 764-7586.
Ei tarepe mi auchehea seni ewe putain umwunun aramas (Department of Human Services). Kose mweochen kekkerl | Chuuksse
03 nampan.foan won na tarepye. Mupsen emw kakko, (epwe sisinuk menni kkapas ke sine pwe repwe kkutta nganuk ﬂ
emon cheon chiaku. Ka pwan tonaeni kekkori 1-358-764-7586 ren meinisin aninnis seni DHS.
Gesl estune lettre impaiante du Department of Human Services (DHS). Silvpus plait, faire un agpel E12phenigus aunumers | French
dewm;mmlam Lm@mtﬂmz, guelgu'un va vans demander guells langue yous parlsz, et vole I I

a, 2 WMo 0 noner 1-888 - T64-TE26 pour fous lesservices de DHS.

Dies kieon umugLBnnrvon der Abfziung Menschicher Dignsts (DHS). Bite rufen. Sie die Telfnnummer die auf dem. Brief German

agfunden wurds. Wenn, 3iemien, werdsn i gefragtwerden, welehs Spiache 3ig sprechen, und [hrAnrutwird auf Warsstelung,
filr gingn ) werden, Sikfnnen 1-838-T64-7536 il alle DHS Dignste auch.mifen

He lzka kolikoli keia mai ka "Qihana Lawslawes Kanaka (D epartment of Human Services). E keleponamaii ka helu
kglepona ma luna o ka leka. Ke kelepona’os, e ninal 1a ana 'ge he aha kay 'glgle 'oiwi 2 laila e kali'ge a lnaa ke
kanaka mahele'clelo. Hikipuia 'ee ke keleponal1-358-764-7536 no na lawelawe a pau a ka 'Qihana Lawelawe
Kanaka (DHS).

Dayioy ket mporants 094 suiat 194 1agARY i Depariment of Human Services. Pangaasi nga fawagan, ve i numero i ieleoans,
nga nakakabil fidayioy nga sual Nu wmawag kayo, saludsuden.da nu anya & yo ket wayen yo.nga maiyallativ, i
tawiag yo ifiinfenretsr Mapalin kayo nga umawava iti1-883-764-7586 para kadapdi amin nga serbisyo ifi DHS.

NIAMIENSHR)BOXNEEASETT. COEBELEMNTVZBSCEZTEC(REL EENEH

C. ERTEOSERTESNTLEHEENNT Y. EFRLEE EN3TTLES(EFs L=
F-tAlLn, COSEES 1-888-764-7586 CAELVEZLET.

DHSDED

2zt M~ 22U s o Ea YU oA 7IME Hede = HHE sAlR. Bolo BHE FO Talol
Agas AoE 2230ln TUHY SHAHH HZE udk FH2 25 A7 MHulA fClHoRHAd =28

27| Ua i 1-855-T64-7586 = M T2 2l

el S EHEER
ﬁ;u J;g & 3 1-885 - 764-7586-

Juon in kojela im glap an aurok im gj itek jen.ra €0 an depariment of human services. Joujiim call e nompa.in jm gj bed
o pepain ak lefta in. Ne koj call, tengj kalitok ibhem kin kain kajin eg.am im glikin am ba renej ba kwon kollar bwe ten
lewegi juon am rigkok. Kemaroncall 1-2558-T64-7556 non golepen 1a ko kaigig il DHS services.

0 se fa'zzilasiaga fa'va lenei maile Ofisa o le Human Services. Ealamolemels, vala'aw maiile numeralea o lo'ailuga
o leneitusi. & e vala'au mai. o le a fesiliatu po'o le a le gapana e i mo'amia, ona tu'u salo lea o lau felefonii se lagata
e mafai ona feseaseaniia og. E mafai fo'i ona e valalaui le number 1-588-764-7586 mp nisi ‘awaunaga mai lenei

Esta.gs una carta meertaniz de Ia Seccién de Servisios Humanes, (DHS). Bor favor lame o nimere de teléfons. Spanish
logalizadoen la cada. Cuando usted llama, usted se preguntaraqué idioma usted habla v su lamada se pondra —
en gspera para un intérprete. Usted también puede llamar, 1-888 - 764-7586 para todos los servicios de DHS. -2—
lte ay mahalaga na sulaina galling sa Depariment of Human Services. Mangyaling lawagan ang numere na nakalagay | Tagalog
sa sulat na ite. Kung kayo ay talawag., tatanungin kung ano ang iyang wika at hintayin ninyn banggat may sumagot na ,
tagasalin. Pwede ninvong tumawag sa 1-858-764-7586 para sa lahat ng serbisie sa DHS.

Ko e tohi mahwinga eni mei he Eotungaue. Maaue Ma'ae Kakal. Kataki ‘o telefoni ki he fika 'oku ha ‘ihe tghini. Efehui | Tongan
atupe ko e ha e faahinga lea 'oku ke lea‘aki i he taimi t2 ke ta mai al pea fnitokoe ke talikas 'oua kuo ma'y ha toko taha

fakatonu lea. Tg ke lava ‘o ta ki he ki he ngaahi tokoni ketog 'a e DHS.

24113 1A tho.quana tona t sac 83 Phus u Nndn Dan (DHS). Lim.on goixA din hazlnam tén lathe, Khiban gai, ban | Vietnamese
S8 duec hdingdn ngdnao ban ndiva gl dign thoai cla ban s8 ché nowdi indng.dich, dng thl ban clng g6 thé goi b 1- Vigt Nam
338-764-7586 cho gAcohug vy DHS.

Kiniimportanie nga sulatgikan sa Depariment of Human Services (DHS). Palihug tawagi ang numerg sa maong, Vigayan

telepnna nga nahimutang sa sulal Sa imong pagtawag, kaw pAnglian-on kun U0s3 ang imong pinulangan ug ang
imong tawag lang ipahulat para 3 ysa ka 1aghubad sa pinulongan. Mahimg usah naa imend tawagan.ang 1-888-764-
7556 para 33 lapanamaa serbisve sa DHS.

otherkhan call 1-877-628-5076 and tell the customer service representative the language you need
cost to you. TTYTDD users should call 1-855-858-8604

DHS 1100 (REV.

Novembe 1:8; 2015+ vous seeuicanon: v mu-Effiective-Daterdanuary-1;-2014o.

il getyou help atno




DHS 1100 Application for Health Coverage
& Help Paying Costs

STEP 2: PERSO (Start with yourself)

Completa Step 2 for yourself. your spouse/partner and children who live with you andior snyone on your same federal income tax return if you file
one. Sea psge 1 for more information sbout who to include. I you don't file = tax return, remamber to =till add family members wha live with you.

Last name |Sulﬁx

Tell us about yourself.

{We need one adult in the family to be the contact person for your application.) ‘ T Firetname Middle nama 2 Relstionship to you?

~First name Middie nams Last name Suffix SELF
3. Date of birth (mmidd? I " “l " M " " II I 4 Gender [Jmale [J Female
Z. Home address (Leave blank 1 you don't have one.) 3. Apariment or suite number ) (mm/ddyeey)
5. Sosiat Security Mumser sty ||| |- |4 JU )]
T ci 5. Siat @. Zip cad 7.
ity < e oode ounty We need this if you want health coverage and have an $5N. Froviding your SSM can be helpful if you don't want heslth coverage too since it
can spead up the application process. W use 55Ms to check income and other information to see whe's eligible for help with hesith coversge
8. Mailing address (if differant from home addrass) O, Apsriment or suite numbar costs. If someona wants help getting an S5M, call 1-800-772-1213 or visit socialsecurity gov. TTY users should call 1-800-325-0778.
8. Do you plan to file s federal income tax return NEXT YEAR?
10. City 1. Siate 12. Zip code 13. County (*rou can still apply for heslth insurance even if you don't file a federal income tax return.)
[ Yes. If yes, plessa answer quastions s-c [ Mo ¥ no, skip to question o
T4 Fhone number 75, Giher phone number
{ ) - { ) - a. Will you fil jointly with & spouse? L Yes £ No
I f
18. Do you want to get information sbout this spplication by email? [ Yes [ Mo yes. name af spouse
Emsil address b. Wil you claim any dependents on your tax return? O Yes O Mo
- - - - - - - If yes. list name(s) of ts:
17. What is your p d spoken langusge (if not Englizh)? 1. What is your preferred written | {if nat English)?
. Will you be clsimad as s depandent on someone's tex return? [ Yes [ e
If yes, please list th of the tax filer:
18. How many family members live with you? 20. Is any family member you usually ive with incarcerated (detained or yes. please listine name of fhe tax her
jailed) or residing in the Hawaii State Hospital? Haw sre you relsted fo the tax fler?
[ ves [ No
If yes. please list their name(s) 7. Are you pregnant? [0 Yes [J Mo Ifyes, how many babies are during this d Due Date
8. Da you need health coverage?
(Even if you have insurence, there might be & program with better coverage or lower costs.)
[ Yes If yes, answer all the quastians balow [ No_ I no, SKIPto the income questions an page 3 °
o Leave the rest of thiz page blank.
R 8. Do you have a disability that will last more than twelve {12} months? O yes [ Mo
Tell us about your famlIY' s Do you currently receive long term care nursing services: [] Yes, in s nursing facility ] Yes, in my home in the community £ ne
Who do you need to include on this application? b. Have you received long ferm care nursing services in the last three (3) months?  [] Yes. fyes, what date(z)? O we
. . o c. Do you think you need long term care nursing services now? [ ves [ o
Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax refum. (You d. Do you receive Supplementsl Security Income (SSN)? Oves [ ne
don't’ need to file taxes to get health coverage). 0. Did you receive any medical services in the past ten (10) calendar days immediately prior to the date of this application?
DO Include: You DON'T have to include: O ves. If yes, what date(=)? O Ne
* Yourself = Your unmarried pariner who doesn't need health coverage " - " -
» Your spouse « Your unmarried partner's children 11. Are you = US. cifizen or US. national? [[] Yes. If yes, skip to Question 13. [ e
* Your children under 19 who live with you = Your parents who live with you, but file their own tax return 12.If you aren't & U.S. citizen or U.S. national, please provide the information below.
= Your unmarried pariner who needs health coverage (if you're aver 19} : :_:n mlwsllodeocu;nenl typ=
« Anyone you include on our tax return, even if they don't live » Other adult relatives who file their own tax return - ) MR ——
ith you . When did you enter the U.5.7 D D
t ] _ d. Are you & citizen of the Federated State of Micronesis, the Republic of the Marshall |slands, and Ealsu. Yes Mo
+ Anyone else under 19 who you take care of and lives with you . Ara you, or your spouse or parent, a veteran or an active-duty member of the U.S. military? O ves [ we
The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes. This 13. Are you the primary or one of the primary person(s) teking care of a child under age 10 years that lives with you? [ Yes [ No

information helps us make sure everyone get the best coverage they can.
Complete Step 2 for each person in your family. Start with yourself, then add ofher adults and children. If you have more than two (2)

14. Were you in foster care at age 12 or okder in Hawsii? [] Yes [J No

people in your family, you'll need o make a copy of the pages and attach them. You don't need fo provide immigration status or a Social 18 Az you s fulltime studenez [ ves [ No
Security Mumber (SSN) for family members who don't need health coverage. We'll keep all the information you provide private and 18. If Hispanic/Latine, ethnicity (OFTIONAL—chack all that apply )
secure as required by law. We'll use personal information only to check if you're eligible for health coverage. [ Mexican [ MsesiganAmerican [ Ghicanoia  [J Puerio Rican [ Guban O Cther
17. Race (OPTIONAL — check all that spply.)
[ White [ Black or Afiican American O Filipine O Vietnsmese [ Guamanisn er Chamorra
[ asian Indian [ American Indian or Alaska Native O Japsnese [ Other Asian [ other Pacific Islznder
O Chinese [ Mative Hawsian O Korean [ samean O Cther

2015 Effective Date: January 1, 2014

EEDﬁELP WITH YOUR APPLICATION? visit mybenefits. hawaii.gov or call us at 1-877-628-5076. H you need helpina

sh, call 1-877-628-5076 and tell the customer service representative the language you nee language other than English, call 1-877-628-5076 and t customer service representative the language you need. We'll get
TTYITOD users should call 1-855-252-8604 you help at no cost to you. TTY/TDD users should call 1-855-858-8604.

10r14) Page 1 of 7 DHS 1100 (REV. 10/14)

@ TNNO: 13-007-MM7 Approv_al Date Novem&rN18

NEED HELP WITH YOUR APPLICATION? visit mybenefits hawaii.gov or call us at 1-877-628-5076. If you need hel,

language other than Er
you help at no cost to yo
DHS 1100




DHS 1100 Application for Health Coverage
& Help Paying Costs

LN S ST | NIl (Continue with yourself)

CURRENT Job & Income Information

O Employed O Self-employed O Notemployed
If you're currently employed, tell us Skip fo question 27. Skip to question 28.
about your income.  Start with
question 18,

CURRENT JOB 1:

18. Employer name and sddress

12. Employer phona number

() -

20. Wages/tips [befors taxes) 0 Hourly [0 weekly [ sysr 2 weeks [ Twice = month [ Monthiy

21 Average hours worked each WEEK

CURRENT JOB 2: (i you have mers jobs and nead maora space, attach ancther shaet of paper.)

22. Employer neme and sddress. 23. Employer phone number

24. Wages/tips [before taxes) [ Hourly [J Weekly [J Eysr 2 weeks [ Twice = month [0 Manthly

25. Average hours worked each WEEK

286. | the past year, did you [ change jebs [ stop working  [0] Startworking fewer hours  [[] Mone ofthese

27. If self-employed, answer the following questions:
& Type. of work b. How much netincome (prafit business expenses are paid) will you get
fmon this self-employment this month?

$

zz. OTHER INCOME THIS MONTH: cChacx all that apply, and giva the smount and how offen you get it.
NOTE: You don't need to tell us about child support or veteran's payment.

0 u 5 Haw often? 0 et i ing § How often?
[ Fensions s Haow often? [ Met rentaliroyalty § How often?
[ social Security 5 Haw often? O other income s How often?
[ Retirement sccounts § Haw often? Type:

[ Alimony received $ How aften?

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

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

NOTE: ‘ou shouldn't inclugde & cost that you siready considered in your snswer to net self-employment (question 27b).
[ alimony paid 5 How offen? O other i -3 How often?
[ Student loan interest  §. Haow often? Type:

30. NET YEARLY INCOME: Complete if your net income changes a lot frem maenth to month.
If you don’t expect changes to your monthly income, skip to the next person.
“Your total income this year ‘ Your total income next year (if you think it will be different)

$

THANKS! This is all we need to know about you.
If there is 2 or more people to include, please make a copy of STEP 2: PERSON 2 (Pages 4 and 5) and Complete

© TNNO: 13-007-MM7 Approval Date

NEED HELP WITH YOUR APPLICATION? visit mybenefits_hawaii.gov or call us at 1-877-628-5076. If you need helpina
language other than English, call 1-877-628-5076 and tell the customer service representative the language you need. We'll get
you help at no cost to you. TTY/TDD users should call 1-2855-852-8604.
DHS 1100 (REV. 10/14) Page 3 of 7

STEP 2: PERSON

Complete Step 2 for yourself. your spousa/partnar and children who live with you andior anyene on your same federal income tax return if you file
one. See page 1 for more information about whe to include. 1f you don't file  tax return. remember to still add family members wha live with you.
| 1. First name Suffix |2 Relstionship to PERSON 17

2. Date of birth (mm/ddiyyyy) DDIDDDDDD
5. Secial Security humber isst) L4 ]I

We need this if you want health coverage and have an S5N.

8. Does PERSON 2 live at the same address as you? O Yes [ No
If no. list address:

Middle name Last name

4 Gender [ mate [J Female

7. Does FERSOM 2 plan to file s federsl income tax return NEXT YEAR?
{¥ou can still apply for health insurance even if you don't file a feders| income tax retum.)

[ Yes. If yes, please answer questions a—c. [ Ma. If no, skip to question o
8 Will PERSON 2 file jeintly with a spouse? O Yes ] ne
If yes, name of spouse:
b. Wil PERSON 2 claim any dependents on his/her tax retum? [ ves O Mo
If yes. list name(s) of dependents:

<. Will PERSON 2 be clsimed as s dependent on someone’s taxretun? [ Yes [ No

If yes, please list the name of the tax filer:

How is FEREON 2 related to the tax filer?

2. Is PERSCON 2 pregnant? [ Yes [ No Ifyes, how many babies are expected during this preg > E d Due Date

8. Does PERSON 2 need heslth coversge?
(Evan if thay have insursnce, thare might be s program with better coverage or lower costs.)

[ Yes. i yes, answer all the questions below. 0 O] Mo. i no, SKIPto the income quesfions on page &. °

Lesve the rest of this page blank.

10. Doss PERSON 2 have s disability that will last more then tweive (12) months? O ves [ no
& Does PERSOMN 2 currently recaive long term care nursing sarvices: [ Yes, in  nursing faciity [0 Yes. in my home in the community [] No
b. Has PERSON 2 received long term care nursing services in the last three (3) months? [ Yes. If yes, what date(s)? [ ne
c. Does PERSON 2 need long term care nursing services now? O Yes [ No
d. Does PERSOM 2 receive Supplemantal Security Income (SS1)7 O ves [ no

11. Did PERSOM 2 receive any medical services in the past ten (10} calendar days immedistely prior to the date of this application?
[ vYes. I yes. what date(=)? [ Ne

12. 1s PERSOM 2 a U.S. cifizen or U.S. national? [ Yes. If yes. skip to Question 14 O ne

13. FPERSON Zisn't a U 5. citizen or U 5. national, please provide the informstion balow.
ion d t type

2. Immig
b. Document ID number,
. When did PERSOM 2 enter the U.S.7

d Is PERSON Z s citizen of the Federated State of Micronesia, the Republic of the Marshall Islands or Falau? D Yes D No
e Is FERSON 2. or their spouse or parent, s veteran or sn active-duty member of the U.S. military? O Yes [ ne

14. Is PERSON 2 the primsry or one of the primary parson(s) taking care of = child under sge 19 years thst lives with you? O ves [ mo

15 WWas PERSON 2 in foster care at age 15 or older in Hawsii? [] Yes O ne
16. Is PERSOM 2 a fulkime student? [ Yes [0 Mo
17. If Hispanic/Latine, ethnicity (OPTIONAL—check all that apply.)

[ Mexican [ MexisanAmerican [ Chicano/a [ Puerto Rican [ Guban [ Other.

5. Race (OPTIONAL — check all that appiy)
O White [ Black or African American [ Filipine [0 vistnamese [ Gusmanian or Chamorro
[ Asian Indian [ American Indian or Alaska Mative [ Jepanese [0 Cther Asian [ Gther Pacific Islander
[ Chinese [ Mative Hawaiian [ Korean [ Samean [ Gther

Novemé@er 18, 2015

Now, tell us about any income from PERSON 2 on the back.
Effective Date: January 1, 2014

NEED'HELP WITH YOUR APPLICATION? visit mybenefits hawaii.gov or call us at 1-877-628-5076. If you need help in a
language other than English, call 1-877-628-5076 and tell the customer service representative the language you need. We'll get

you help at no cost to you. TTY/TOD users should call 1-855-858-2604.

DHS 1100 /. 10M14) Paged of 7




DHS 1100 Application for Health Coverage
& Help Paying Costs

STEP 2: PERSON

CURRENT Job & Income Information

0 Employed O Self-employed [0 Mot employed
If you're currently employed, tell us about - - :
your income. Start with question 19, Skip to question 28. Skip to question 29.
CURRENT JOB 1:
18. Emplayer name and address 20. Employer phone number
21. Wagesitips (before taxes) [ Hourly [ Weekly [J Eygry 2 weeks [ Twise @ month [ Monthly

22, Aversge hours worked esch WEEK

CURRENT JOB 2: {If you have more jobs and need more space, attach another shest of paper.)

23. Employsr namea and sddress 24. Employer phone number

)y -

[

£ Wiagesitips [before taxes) [ Hourly [ weekly [ Exery 2 weeks [0 Twice 2 month [ Monthily

S

r

6. Average hours worked each WEEK

27.In,the past year, did PERSON 2 [ Chang=jebs [ Stop working [ Start werking fewer hours [ Mone ofthese
22. If self-employed, answer the following i
& Tups.of work b. How much netincome (profit oncs business expenses sre paid)

will you get farm this self-employment this menth?

z0. OTHER INCOME THIS MONTH: Check all that apply, and give the ameount and how often you get it.
NOTE: You den't need to tell us sbout child suppert or veteran’s payment.

O unemployment 5 Haw aften? [ et farming/fishing § How often?
O Fensions - Haow often? [ Met rentaliroyalty  § How often?
[ socisl Security § How often? O Sthsr income $ How cften?
[ Retirement sccounts  §, How aften? Type:

O Alimeny received S How aften?

30. DEDUCTIONS: Check all that 2pply. and give the amount and how often you get it

If PERSON 2 pays for certain things that can be deducted on a federsl inceme tax return, telling us sbout them could make the cost health
coverage s little lower.

NOTE: You shouldn't include = cast that you slready considered in your snswer to net seif-employment (question 286).

O atimeny psid s How often? [ Other deductions § How often?
[ student loan interest § How often? Type:
31. NET YEARLY INCOME: Complets if FERSON 2 net income changes a lof fram manth to month.

If you don't except changes to PERSON 2 monthly income, skip to the next section.

PERSON 2's totsl income this year PERSOMN X's total income naxt year (if you think it will be differant)

$ $

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

If there are no more people to include, skip to next page.

TN NO: 13-007-MM7

NEED HELP WITH YOUR APPLICATION? Visit mybenefits hawaii.gov or call us at 1-877-628-5076. If
language other than E sh, call 1-877-628-5076 and
you help at no cost to . TTYITDD users should
DHS 1100 (REV. 101

the customer service representative the language
1-855-858-8604.

Approval Date Novembér 18, 2015

DHS 1100

American Indian or Alaska Native (Al/AN) family member(s)

+. Are you or is anyone in your family American Indian or Alaska Native.

[ Yes. Iifyes, go to Appendix B
[ No. I No, skip Step 4.

Your Family’s Health Coverage

Answer these guestions for anyene wha need health coverage.

1. Does anyone hsve heslth coverage or heslth insurance other than Medicaid?
[ Yes. If yes, chack the typs of coverage and write the parson(s) nama(s) on the line provided snd additional informstion as sppropriste.

[ Employer insurance.

Mame of haslth

Palicy number.
I= this COBRA coverage? 0 ves O no
I= this @ ratiree health plan? [ Yes [ No

TRICARE.

{Don't check if you have dirsct care or Line of Duty)

A health care programs,

Peace Comp
Gher,

Oooo oo

MName of health &

Palicy number:

I= this = limited-benafit plan {like & school accident policy)? [ Yes [ No

[ no

2. Is enyone listed on this application offered health coverage from = job?
(Check YES even if the coverage is from someone else’s job, such as a parent or spouse.)

[ Yes. Ifyes, you'll nesd to complete and include Appandix A. |s this a stste employes benefitplan? [J Yes [ No
[ Mo. I no, continue to Step 5.

PRA Disclosurs Statement

Ageording to the Paper work Reduction Act of 1008, no persons are required to respond to a coliection of information unless it displays 2 valid OME control number. The valid OME
control number for this information callection & 0838-1181_ The bme requirad to complete this information callection is estmated by average [Insart Tima (hours of minutes)] par
esponse, incheding the time fo review instructions, search existing data resources. gather the data nesded. and completz and review the information collection. If you have comments
ancerning the sccuracy of the tme estimate(s) or suggestion for improving this srom. please writs bo: GMS, 7500 Sesurity Boulevard, Atin: PRA Reports Chearsnce Officer, Mail Stop
C4-28-05. Baltouare. Maryland 21244-1350

Effective Date: January 1, 2014

NEED HELP WITH YOUR APPLICATION? Visit mybenefits hawaii.gov or call us at 1-877-628-6076. Hyo
ish, call 1-877-628-5076 and tell the customer service representative the language
- TTYITDD users should 1-855-858-8604.

language other than E
you help at no cost to




DHS 1100 Application for Health Coverage
& Help Paying Costs

INSIGNATURE REQUIRED BELOV
APPENDIX A

Health Coverage from Jobs

You DON'T need to answer these questions unless semaans in the househeld is eligible for health coversge from & job. Attach a copy of this page

Read and sign this application

- I'msigning this application undar penalty of perjury which means |'ve provided frus answers to all the questions an this form to the bast of my
knawledge. | knaw that | mey ba subject to penalfies under state or federal law if | provide false sndlor untrue informstion.

+  lunderstsnd | must tell the Depariment of Human Services or the Hawsii Health Connector if anything changes (snd is differant than) what | wrote on far each job that offers coversge.
this spplication. | can visit mybenefits. hawaii.gov or csll 1277-628-5076 to report any changes. | understand that & change in my information could
sffect the eligibility for member(s) of my household. Tell us about the job that offers coverage

- lunderstend that under federal law, diserimination isn't permitted on the besis of race, color, national arigin, sex, age, sexuzl orientation gender Take the Employer Goversge Tool on the next page to the emplayer who offers coverage 1o help you snswer these questions. You only need to
identity, or disability. | can file a int of imination by visiting www.hh: locriofficelfile. include this page when you send in your application, not the Employer Coversga Tool

| understand the Department of Human services and the Hawaii Heslth Connector will obtain information to verify eligibility with electronic databases,

to include but not limited to. the Intemal Revenue Services (IRS), Social Security Administration (S54), Department of Homeland Security (DHS) or a i

consumer reporting agency. If the information doesn’t match, we may ask to you send us proof. EM PLOYEE Informatlon
The employee needs to fill out this section

1. Employ=e name (First, Middle, Lest)

Renewal of coverage in future years 2. Emplayae Social Security Numbar
To make it easier to determine my eligibility for help paying for health coverage in future years, | agree fo allow the Hawaii Health Connector to use I I " II I - II II I
income dats, including information from tax retuns. The Hawaii Health Connector will send me a notice, let me make any changes, and | can opt out at

any time. EMPLOYER Information

Yes. renew my eligibiity automatically for the next . .
[ = years cmye mgallmwum number Dr";‘ears allowsd), or for & shortar number of yesrs: Ask the employer for this section. —
O 4 yesrs O 2vyears O 2 years O 1years [0 Dont use information from tax retums to renew my coversge 3. Employer name 4. Employer ldentificstion Number (EIN)
If anyone on this application is eligible for Medicaid. 5. Employer address (nofic= will be sent to this sadrass) 5. Employer phone number
= | am assigning the Department of Human Services, my rights to payments for medical care from any third party. which may include but not limited to. i -

other health or legal I am alsa the Dep: of Human Services, my rights to pursus and get medical suppart from a

spouse or parent. | will cooperate in obtsining third party paymants. 7. Gity &. State ©. Zip Code
- Does any child on this application have a parent living outside of the home? [[J Yes [ Mg.Jf yes. | understand | will be asked to cooperate with

the Depariment of Human Services and the sgency that collects medical support form an absent parent. If | think that coopersting to collect medical m—
support will harm me or my children, | can tell Medicaid =nd | may not have to cocperste. 10. Who ean we contzct about employes hesith at this job?
«  Isgres to cooperste with the Department of Human Services, Federal Quslity Control reviewers or auditors if my csse is selected for 8 review.

- 11. Phone number (if different from above) 12. Email address
My right to appeal [ ) -
If | think the Department of Human Services or the Hawail Health Connector has made & mistske. | can appeal ifs decision. To appeal means fo tell
somaone at the Department of Human Services or the Hawail Heslth Connector that | think the action is wrong. and ask for a fair review of the action. | _ _ _ E— _
know that | can find out how to sppesl by contacting someaone at 1-877-628-5076. | know that | can be represented in the process by someone other than 13. Are you currently eligible for coverage offered by this employer, or will you become eligible in the next three (3) months?
myself. My eligibility and ather information will be explained to me [ es (continue)
13a. lf you're in & waiting or probationary period, when can you enroll in coverage?

. . . . rad vy
Sign this application. The person whe filed cut Step 1 should sign this spplication. If you're an autherized rep e you may sign here List the names of anyane else who is eligible for coverage fram this job /e
with your name, az long as you have provided the information required in Appendix C. Mame Mame: Mame:

Signature Date (mm/dd/yyyy)
g ( ) | | Mo (STOF and go to Stap § in the spplication)
Tell us about the health plan offered by this employer.
14. Does the employer offer & health plan that meets the minimum value standsrd*?
o = . . [ ves One
Mail your 5|gned appllcatlon to: 5. For the lowest-cost plan that meets the minimum value standard- offered only (o the employee (don't include family plans). If the employer has

wellness programs. provide the premium that the employee would pay if he/she received the maximum discount for any tobscoco cessation
programs. and did not receive any other discounts based on wellness programs.

MQD/EB MaQD/EB MQD/EB MGQD/EB 5. How much would the employes have to pay in premiums for this plan? §,
Oahu Section Kapolei Unit East Hawaii Section West Hawaii Section b How often? [ Weesty [ Every 2 wesks [7] Twice s month [[] Once s month [ Quartery [ vearly
P.O. Box 3430 P.0. Box 29920 1404 Kilauea Avenue Lanihay Professional Center 18. What change will the employer make for the new year (if known)?
Honolulu, HI 96811-3450 Honolulu, HI 96820-2320 Hilo, HI 96720 75-5591 PalaniRoad, Suite 3004 [ Employer won't offer health coverage.
Kailua-Kona HI 36740-2633 [l Employer will start offering health caverage to employees or change the premium for the lowest-cost plan available only to the employes that
meets the minimum value standard.*(Premium should reflect the discount for wellness programs. See question 15)
MQD/EB MGQD/EB MQD/EB MGQD/EB a. How much will the employes have fo pay in premiums for thatplan?s
Lanai Unit Maui Section Molokai Unit Kauai Section b. How often? [ Weekly [[] Every 2 weeks [ Twice smonth [ Once a month  [J Quartery [ vesrly
P.O. Box 621374 Millyard. Plaza P.O. Box 1613 4473 Pahge Street, Suite A
Lanai City, HI 56793-0737 210 Imi Kala Street, Suite 101 Kaunakakai, HI 86748-1619 Lihue, HI 96766

Honolulu, HI S96820-2320

o wan(bfﬁgﬁ‘g;ouféfﬁlﬁyiﬁm# [ DKIFE)";bvaI Date November 18, 2015 Effective Date: January 1, 2014

NEED HELP WITH YOUR APPLICATION? visit mybenefits hawaii.gov or call us at 1-877-628-5076. If you need help in a

NEED HELP WITH YOUR APPLICATION? visit mybenefits.hawaii.gov or call us at 1-877-628-5076. If you need helpina ! : X ’
language other than English, call 1-877-628-5076 and tell the customer service representative the language you need. We'll get language other than English, call 1-877-628-5076 and tell the customer service representative the language you need. We’ll get
you help at no cost to you. TTYTDD users should call 1-855-858-8604.

you help at no cost to you. TTY/TDD users should call 1-855-858-2604.
DHS 1100 (REV. 10/14)

Page 7 of 7 DHS 11 V. 10/14)




DHS 1100 Application for Health Coverage
& Help Paving Costs

EMPLOYER COVERAGE TOOL

Use this tool to help answer questions in Appendix A about any employer healih coverage that you're eligible for (even if it's from
another person's job, like a parent or spouse). The information in the numbered boxes below match the baxes on Appendix A For
example, the answer to gquestion 14 on this page should match guestion 14 on Appendi< A.

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one
tool for each employer that offers health coverage.

EMPLOYEE Information

The employee needs to fill out this section.

APPENDIX B

2. Social Security Mumber

1. Employ== name (First, Middle, Last)

EMPLOYER Information

Ask the employer for this section.

3. Employer name 4. Employer [dentification Number (EIM)

5. Employer address (nofice will be sant to this address) & Employar phone number

( ) -

7. City B State 0. Zip Code

0. Wha can we contact abeut employae health at fhis job7

11. Phone number {if different from above) 12. Email address

13 Iz the emplay=e curmently eligible for coverage offerad by this employer, or will the employes be eligible in the next thres (3) months?
[ Yes (continue)
13a. If the employee is not eligible today. including as & result of a waiting or probationsry period, when is the employee eligible for coverage?

mmidsdfsyyy (Continue)

[0 Ho (STOP and return this form to employee)

Tell us about the health plan offered by this employer.
Does the employer offer a health plan thst covers an employee’s spouse or dependent?
E Yes Which peopla? Spouse [ pependentis)

No

(Gu to question 14)

14. Does the employer offer 2 heslth plan that mests the minimum value standard™?
[ Yes (Go to question 15) [ Mo (STOP and retum form to employee)

15 For the lowest-cost plan that meets the minimum vslug standsrd* offered only to the employee (don't include family plans): If tha employer has
wellness programs, provide the premium that the employee would pay if he/she received the maximum discount far any tobacco cessetion programs,
and did not receive any other discounts based on wellness programs.

& How much would the employee have to pay in premiums for this plan? 5,
b. How often? 7] Weekly [ Every 2 weeks [] Twice s month [[] Once a month [ Querterty [ Yearly

[ the plan year will end soon and you knaw the health plans offered will change, go ta question 1. [f you don't know, STOP and raturm form o
amployea
1. What change will the employer make for fhe new plan year?
Employer wan't offer haalth covarags
[ Employer will start offering health coverage to emplayees or changs the pramium for the lowest-cost plan available only to the employee that
mests the minimum value standsrd.*(Premium should reflect the discount for wellness programs. See guestion 15)
2. How much will the employes have to pay in premiumes for that plan? §,
b. How cften? [] Weekly [ Every 2weeks [ Twice s month [ Onc= a menth [ Quarterly [0 Yearly

Dste of change (mmi; :
Er-EponE0red NEa plan mests the “minimum value standard ¥ ihe DlEn's snare of e totl alawed Denet Gosl Cowered by he plan |5 NG less Ban G0 percent of such cosis [Section
) Of ME MMMl REvenue Code of 1558)

NEED HELP WITH YOUR APPLICATION? visit mybenefits hawaii.gov or call us at 1-877-628-5076. I you need helpin a
language other than English, call 1-277-628-5076 and tell the customer service representative the language you need. We'll get

e cﬁlef. Dc;nstigu_OTd’?E mrma?ﬂ call 1-855-858-8604.

American Indian or Alaska Native Family Member (Al/AN)

Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your Application for Health
sis.

Coverage & Help Paying Cosis.

Tell us about your American Indian or Alaska Native family member(s)
American Indians and Alaska Matives can get services from the Indian Health Services, tribal health program, or urban Indian health
programs. They also may not have to pay cost sharing and may get special monthly enrollment periods. Answer the following

questions to make sure your family gets the most help possible.

NOTE: If you have more people to include, make a copy of this page and attach

AAN PERSON 1

AUAN PERSOMN 2

1 MName (First nsme, Middle name, Last name)

First Middle

First Middle

Last

Last

2 Member of a federally recognized triba?

[ Yes Ifyes. trine name is

Ol ne

[ Yes If yes. tribe name is:

[m L]

3. Ha= this person ever goften & service from
the Indian Health Sarvice, a tribal health
program, or urben Indian health program, or
through a referral from one of these
programs?

L] Yes

[0 No. If no, is this persan eligible to get
services from the Indian Health services,
tribal health programs, or urban Indian
health programs, or through a referral fram
one of these programs?

] Yes

[ Ne. If no, is this person eligible to get
senvices from the Indian Heslth services,
tribal health programs, or urban Indian
heslth programs, or through a referral from
one of these programs?

O Yes QMo Oves OMo
4. Certain money received may not be counted
for Medicsid or the Children’s Heslth 3 5
Insurance Fragram (CHIF). List any income
{amount and how often) reparted on your How often?. How often?,

spplication that includes maney from these

sources:

»  Per capita psyments from a fribe that
come from naturs resources, usage
rights, leases, or royalties.

+  Payments from natural resources,
farming. ranching, fishing, leases. or
royslties from Isnd designated ss Indisn
trust land by the Department of Interior
(including reservations and former
resarvations).

»  Money from selling things that have
cultursl si

NEED HELP WITH YOUR APPLICATION? Visit mybenefits. hawaii.gov

or call us at 1-877-628-5076. If you need helpina

language other than English, call 1-877-628-507€ and tell the customer service representative the language you need. We'll get

ApprovalDate. November 38,2015 " = 'Efféctive Date: January 1, 2014,




DHS 1100 Application for Health Coverage

TN NO: 13-007-MM7

& Help Paying Costs

APPENDIX C

Assistance with Completing this Application

You can choose an authorized representative.

You can give a trusted person permission fo falk about this application with us, see your information, and act for you on matters
related to this application, including getting information about your application and signing your application on your behalf. This
person is called an “authorized representative.” If you ever need to change your authorized representative, call 1-877-628-5076. If
you're a legally appointed representative for someone on this application, submit proof with the application.

1. Neme of authorized representstive (First nama, Middle name, Last name}

2. Address 3. Apsrtment or suite number

T Ciy £ CState B Zip cod=

7. Phone number

{ ) -

B Organization nams 0. 1D number {if applicable)

By signing, you allow this person to sign your application, get official information about this application, and act for you on all future
matters with this agency.

10, Your signaturs T Date (mmidayy)

Authorized Representative

As the Authorized Repl ive, | agree to maintain the confidentiality of any information provided to me by the
Department or ji's designee and | can be released as the Authorized Representative by signing below:

Signature of zed Representat: Telephone Date
Street Addrazs Tty State Tip Code
As applicable, | .am a provider or staff member or velunteer

PRINT Name of Individual
of an organization:

PRINT Name of ProvideriOrganization

| understand and agree, as a condition of serving as the Authorized Representative, will adhere to the regulations relating to
confidentiality of information and the prohibition against reassignment of provider claims as appropriate for a health facility
or an organization acting on the facility's behalf, as well other relevant State and Federal laws covering conflicts of interest
and confidentiality of information.

For certified application counselors, navigators, agents, and brokers only.

Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for someone else.

7. Application start date (mmiadyay)

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

3. Grganization name 21D number (7 applicable)

NEED HELP WITH YOUR APPLICATION? Visit mybenefits hawaii.gov or call us at 1-877-628-5076. If you need help in a
O Lo AP BT DAL SNOVeber 18,2015 "
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Med-QUEST Responsibilities

Upon receipt of the HPE packet sent by the participating hospital, the Med-QUEST
office shall:

* Log receipt of HPE packet and input information from HPE application and
decision notice into the KOLEA system within 48 hours of receipt;

e Review DHS 1100 and determine eligibility for regular Medicaid or pend for
verifications if needed;

 Upon receipt of required verifications, complete eligibility determination for
regular Medicaid.

e Send appropriate Medicaid approval or denial notice to HPE beneficiary and a
copy to HPE hospital staff who submitted the HPE packet

e Terminate HPE benefits pursuant to hospital PE period from date the eligibility
determination for regular Medicaid is determined.

e |f an HPE application is received with no DHS 1100 attached, input
information in KOLEA, and terminate HPE effective the last day of the month
following the month of HPE application.
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Connecting to Full Medicaid
Coverage Outside the Hospital

Individuals can also apply for full Medicaid coverage as follows:

* Online at mybenefits.Hawaii.gov or by calling 1-877-628-5076;
* In-person at the nearest Med-QUEST Eligibility Branch office;

* By mailing the paper application to the Med-QUEST Eligibility Branch
office closest to their home;

e By faxing the paper application to 587-3543; or

e By calling Medicaid customer service on Oahu: 524-3370, TDD: 692-
7182, Neighbor Islands : 1-800-316-8005, TDD: 1-800-603-1201
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Contact Information

For questions or more information on Hawaii’s Hospital
Presumptive Eligibility policies, providers may contact:

Policy and Program Development Office
Phone: 808-692-8058, Fax: 808-692-8173

Information is also available on the Department’s
website:
Program information

TN NO: 13-007-MM7 Approval Date  November 18, 2015 Effective Date: January 1, 2014


http://www.med-quest.us-/

	DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS



