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

JFK Federal Building, Government Center

Room 2275

Boston, Massachusetts 02203

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Division of Medicaid and Children’s Health Operations / Boston Regional Office

March 11,2014

Nicholas A. Toumpas, Commissioner
Department of Health and Human Services
State of New Hampshire

129 Pleasant Street

Concord, NH 03301

Re: New Hampshire SPA TN 13-0018-MM2

Dear Commissioner Toumpas,

Enclosed is an approved copy of New Hampshire’s (NH) State Plan Amendment (SPA) 13-0018-MM2,
which was submitted to CMS on December 31, 2013. SPA 13-0018-MM2 incorporates a single
streamlined application into NH’s Medicaid State Plan in accordance with the Affordable Care Act. The
effective date of this SPA is October I, 2013.

Transmittal # 13-0018-MM2 --Eligibility Process
Enclosed is a copy of the new State Plan pages to be incorporated within a separate section at the back of

NH’s approved State Plan:
e 594, Pages S94-1 and S94-2

In addition, enclosed is a summary of State Plan pages that are superseded by NH 13-0018-MM2: this
document should be incorporated into a separate section in the front of the State Plan.

e Superseding pages of state plan material, SPA 13-0018-MM?2
CMS appreciates the significant amount of work your staff dedicated to preparing this state plan

amendment. If there are questions, please contact Joyce Butterworth at (617) 565-1220 or by e-mail at
Joyce.Butterworth{@cms.hhs.gov.

Sincerely,

/s/

Richard R. McGreal
Associate Regional Administrator
Enclosure/s

cc: Kathleen Dunn, State Medicaid Director
Diane Peterson, Medicaid Business and Policy
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State/Territory name: New Hampshire
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.

NH-13-018

Proposed Effective Date
10/01/2013 (mm/dd/yyyy)

Federal Statute/Regulation Citation
42 CFR 435.10; 42 CFR 435, Subpart J and Subpart M

Federal Budget Impact

Federal Fiscal Year Amount
First Year 2014 $0.00
Second Year 2015 $0.00

Subject of Amendment
This plan page is used to indicate the application forms and methods for individuals to apply for and renew
Medicaid coverage. In addition, the page is used to indicate the frequency of Medicaid renewals and to document
agreements for the coordination of eligibility and enrollment with other agencies administering insurance
affordability programs.

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:
Comments, if any,will follow.

Signature of State Agency Official

Submitted By: Dawn Landry
Last Revision Date: Mar 6, 2014
Submit Date: Dec 31, 2013
Date Received: 12/31/2013 Plan Approved - One Copy Attached Date Approved: 03/11/2014
Signatuge of Regional Officig)
Effective Date of Approved Material: 10/01/2013 -s-
Typed Name: Richard R. McGreal Division of Medicaid & Children's Health Op€érations

Boston, MA
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SUPERSEDING PAGES OF
STATE PLAN MATERIAL

TRANSMITTAL NUMBER:

NH-13-0018-MM2

STATE:

New Hampshire

PAGE NUMBER OF THE PLAN SECTION OR
ATTACHMENT:

S94 - Eligibility Process

PAGE NUMBER OF THE SUPERSEDED PLAN
SECTION OR ATTACHMENT (If Applicable):

Section 2, Page 10, TN 91-23

Effective date: 11/01/91, approved: 11/27/92
Section 2, Page 11a, TN 91-25

Effective date: 12/01/91, approved: 03/88/92
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

General Eligibility Requirements
Eligibility Process J D2t

42 CFR 435, Subpart J and Subpart M

Eligibility Process

The state meets all the requirements of 42 CFR 435. Subpart J for processing applications, determining and verifying eligibility, and
furnishing Medicaid.

Application Processing

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

= The single, streamlined application for all insurance affordability programs. developed by the Secretary in accordance with
section T413(bY )(A) of the AlTordable Care Act

An alternative single. streamlined application developed by the state in accordance with section 1413(b)(1)(B) of the
B4 Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application
developed by the Secretary.

An attachment is submitted.

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

An attachment is submitted.

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

The single, streamlined application developed by the Secretary or one of the alternate forms developed by the state and
B approved by the Secretary, and supplemental forms to collect additional information needed to determine eligibility on such
other basis. submitted to the Secretary.

An attachment is submitted.

[ An application designed specifically to determine eligibility on a basis other than the applicable MAGI standard which
H &, . . .
* minimizes the burden on applicants. submiited to the Secretary.

An attachment is submitted.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual. to submit an application via the
internet website described in 42 CFR 433.1200(f). by telephone. via mail. and in person.

The agency also accepts applications by other electronic means:

(& Yes ( No

Page 1 of 2
NH 13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire S94-1
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Indicate the other electronic means below:

Name of Method Description

St Fax Applications can also be submitted through facsimile

X

The agency has procedures to take applications. assist applicants and perform initial processing of applications for the eligibility
eroups listed below at locations other than those used for the receipt and processing of applications for the title IV-A program,
including Federally-qualified health centers and disproportionate share hospitals.
Parents and Other Caretaker Relatives
Pregnant Women
Infants and Children under Age 19

Redetermination Processing

Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross
income standard are performed as lollows, consistent with 42 CFR 433.916:

[®] Once every 12 months

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

If the agency cannot determine cligibility solely on the basis of the information available to it. or otherwise needs additional
(@] information to complete the redetermination. it provides the individual with a pre-populated renewal form containing the
information already available.

O Redeterminations of eligibility for individuals whose financial eligibility is not based on the applicable modified adjusted gross
income standard are performed. consistent with 42 CFR 435.916 (check all that apply):

Once every 12 months

<] Once every 6 months

[T] Other. more often than once every 12 months
Coordination of Eligibility and Enrollment

The state meets all the requirements of 42 CFR 435, Subpart M relative to coordination of eligibility and enrollment between
Medicaid. CHIP. Exchanges and other insurance affordability programs. The single state agency has entered into agreements
with the Exchange and with other agencies administering insurance affordability programs.

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. scarch 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.

Page 2 of 2
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New Hampshire S594-2



NH Department of Health and Human Services (DHHS) VAT &rm 800MA
Division of Family Assistance (DFA) e e T 01114

Application for Health Coverage & Help Paying Costs

- to see what coverage

Use this applicaiioh

- choices you qualify

- Why do we ask for
" this information?

THINGS TO KNOW

for

“ Who can use this
application?

Apply faster online

What you may need
to apply

What happens
next?

Get help with this

: application.

" You can apply for
- additional programs
by completing a few

;, Did you know that

more questions

* we offer other forms

. application, or call us at 1-800-852-3345 ext. 9700.

of assistance?

Affordable private health insura‘ncev plans that offer 6ofnpféhensive coverage to hélp 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)

You may qualify for a free or low-cost program even if you earn as much as $94,000 a year (for a
family of 4).

o o ¢ o

Use this application to apply for 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.

o If you're single, you may be able to use a short form. Visit HealthCare.gov.

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

e Ifsomeone 'is helping you fill out this application, you may need to complete Appendix C.

Qp to HealthCare.gov or nheasy.nh.gov.
e  Social Security numbers (or document numbers for any legal immigrants who need insurance)

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

¢  Policy numbers for any current health insurance

_+_ Information about any job-related health insurance available o your family

We ask about income and other information to let you know what coverage you qualify foﬂr "and if you can
get any help paying for it. We'll keep all the information you provide private and secure, as required

bylaw.

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 don't hear from us,
visit HealthCare.qov or call 1-800- 852-3345 ext. 9700. Filling out this application doesn’'t mean you
have to buy health coverage.

e Online: HealthCare.gov
[ ]

Phone: Call Client Services at 1-800- 852-3345 ext. 9700.
¢ In person: There may be counselors in your area who can help. Call 1-800- 852-3345 ext. 9700 for
more information.

~*  EnEspanol: Llame a nuestro centro de ayuda gratis al 1-800- 852-3345 ext. 9700.

You can apply for these additional programs by filling out DFA Form 8C0MA Insert, included with this
application. To apply for these programs, you must return all pages of this application, including the
insert, to your local District Office.
e State Supplement Program (SSP) Medical Assistance: Aid to the Needy Blind (ANB), Aid to the
Permanently and Totally Disabled (APTD), and Old Age Assistance (OAA).
« Long Term Care Services: If you are living in a Nursing Facility, or you require Home Care services,
we may be able to help pay for some of those costs.
Medicaid for Employed Adults with Disabilities, otherwise known as the MEAD program.
Medicare Savings Programs (MSP) to help with your Medicare premiums.

You may be able to get the following help from us:

o Food Stamps: The Food Stamp Program helps thousands of people buy healthy food.

o Cash: If you are having trouble paying your bills, we offer cash assistance for qualifying adults and
families.

o Child Care: If you are having trouble paying for child care while you are working, looking for work, or
going to school, we may be able to help pay for some of your child care costs.

YOU CANNOT USE THIS APPLICATION TO APPLY FOR THESE OTHER FORMS OF ASSISTANCE. If you want to apply for any of these
other forms of assistance, go to www.nheasy.nh.gov to apply online, visit our website at www.dhhs.nh.qov/dfa/apply.htm to download an

, lf ybu ONLY want to apply for Medicaid or federal payment as;sisténce to help buy t;éalth coVerégé fill out éli béges as bést yod can Ddy hof fill out
any questions you do not understand. If you have questions, call Client Services at 1-800-852-3345 ext. 9700 OR ask the person helping you with this

plication.
""" NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-345-3345 ext. 9700. Para obtener una copia de este
formulario en Espaiiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 8760 and tell
¥ the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.

13-0018MM2
New Hampshire

Approval Date: 03/11/2014 Effective Date: 10/01/2013
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NH Department of Health and Human Services (DHHS) Sy NI § & g ; DFA Form 800MA
Division of Family Assistance (DFA)” N ‘ - - Q 3 j_‘ ;I_Q - o . 0n4

STEP-1 _ 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 have an email address? []Yes []No

If so, what is your Email address:
17. Would you like to get your notices online instead of getting them in the mail? [] Yes [] No

If you select “yes” above, a letter will be sent to you in the mail. This letter will contain the following:

¢ information about New Hampshire's online eligibility web portal, NH EASY,;

o steps on how to establish a NH EASY account; and

¢ atime-sensitive PIN, which is needed to create a NH EASY account.

You must create a NH EASY account to receive your notices online. You can also check your application status and report
changes through NH EASY!

18. Preferred spoken or written language (if not English).

STEP2 Tell us about your fémiiy.

Who do you need to include on this application?

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

DO Include: You DON’T have to include:

* Yourself e Your unmarried partner who doesn't need health

e Your spouse coverage if you have no children in common

e Your children under 21 who live with you e Your unmarried partner’s children

e Your unmarried partner if you have children in common or if e Your parents who live with you, but file their own
he or she needs health coverage tax return (if you're over 21)

¢ Anyone you include on your tax return, even if they don't live e Other adult relatives who file their own tax return
with you

¢ Anyone else under 21 who you take care of and lives with you

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

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

BT NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este

»+ formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.

Page 1 of 9
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NH Department of Health and Human Services (DHHS) ARENRN M
Division of Family Assistance (DFA) QFEIC L oA Fom B

_STEP 2: PERSON 1 (Start with yourself)
Complete Step 2 for yourself, your spouse/partner and children who live with you and/or anyone on your same federal income tax return if you file one.
_See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live with you.
1. First name, Middie name, Last name, & suffix: | 2.Relationship toyou?
SELF
3. Date of birth (mm/dd/yyyy) 4. Sex: [IMale [JFemale

5. Social Security number(SSN): T/ T
We need this if you yvant health coverage and have an SSN. Providing your SSN can be helpful if you don't want health coverage too since it can
speed up the appllcatloq process. We use SSNs to check income and other information to see who's eligible for help with health coverage costs. If
someone wants help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-800-325-0778.
6. Do you plan to file a federal income tax return NEXT YEAR? - '
(You can still apply for health insurance even if you don't file a federal income tax return.)
[JYES. If yes, please answer questions a—e. CINO. If no, skip to question d.
a. Will you file jointly with a spouse? [JYes [JNo
If yes, name of spouse:
b. Will you claim any dependents on your tax return? [JYes [INo
If yes, list name(s) of dependents:
c. Do any of these dependents live with someone else? [1Yes [JNo
If yes, list name(s) of dependents:
d. Are you required to file a federal income tax return next year? [JYes [INo
e. Will you be claimed as a dependent on someone's tax retun? []Yes [INo

If yes, please list the name of the tax filer:
How are you related to the tax filer?

7. Are you pregnant? [JYes [No If yes, a. how many babies are expected during this pregnancy? b. due date:

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

OYes. If yes, answer all the questions below 11 [CINo. If no, skip to the income questions on page 3.

o ~ U T leavetherestofthispageblank. =

9. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily chores,
etc) or live in a medical facility or nursing home? O vYes O No

10. Are you a U.S. citizen or U.S. national? [] Yes [J No

11. If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status?
OYes. Fill in your document type and ID number below.
a. Immigration document type b. Document ID number

c. Have you lived in the U.S. since 19967 OYes [INo d. Are you, or your spouse or parent a veteran or an active-duty member
of the U.s. military? [IYes [INo

12. Do you want help paying for medical bills from the last 3 months? COYes [No

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

14. Are you a full-time student? [JYes [JNo 15. Were you in foster care at age 18 or older? OYes [No
16. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)

[OMexican [IMexican American [JChicano/a [JPuerto Rican []Cuban CJother

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

[COwhite [CJKorean [JJapanese [CINative Hawaiian [JGuamanian or Chamorro
Ovietnamese [CJAsian Indian OFilipino [IBlack or African American [CJother Pacific Islander
(OChinese Oother Asian ~ []Samoan [CJAmerican Indian or Alaska native [CJother

... . NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este

N ¢ * formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell

% the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.
Page 2 of 9
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NH Department of Health and Human Services (DHHS) o - DFA Form 800MA
Division of Family Assistance (DFA) 0114
I'STEP 2: PERSON1- - (Continue with yourself)
Current Job & Income Information
[JEmployed [CINot employed [OSelf-employed
If you're currently employed, tell us about Skip to question 28. Skip to question 27.
your income. Start with question 18.
_CURRENTJOB1: = | | | o
18. Employer name and address 19. Emﬁloyef phdne number
« )y -
20. Wagesttips (before taxes) [JHourly [JWeekly [JEvery 2 weeks [JTwice a month [JMonthly [1Yearly
$
21. Average hours worked each WEEK
_CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper)
22. Employer name and address 23. Employer phone number
( ) -
24. Wagesttips (before taxes) [JHourly [JWeekly [JEvery 2 weeks [JTwice a month [JMonthly [IYearly
$
25. Average hours worked each WEEK
26. In the past year, did you: [JChange jobs [JStop working []Start wofkihg fewer hours [jNone”of these
27. If self-employed, answer the following questions: o
a. Type of work b. How much net income (profits once business expenses are paid)
will you get from this self-employment this month?
$
28. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it. )
NOTE: You don't need to tell us about child support, veteran’s payment, or supplemental security income (SSI).
[CINone
Ounemployment $ How Often? [Net farmingfishing $__ How Often?
OPensions $ How Often? ORentalfroyalty $ HowOften?
OSocial security $ HowOften? __  [Annuity/trust $  HowOften?
[JRetirement $ HowOften? __ [JOther income $ How Often?
OAlimony $ How Often? Type:

29. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.
If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net seif-employment (question 27b).
OAlimony paid $ How Often? Oother deductions  $ How Often?
[OJstudent loan interest  $ "~ _How Often? Type:

30. YEARLY Income: Complete only if your income changes from month to month.
If you don't expect changes to your monthly income, skip to the next person. —)
Your total income this year Your total income next year (if you think it will be different)

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

| NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-862-3345 ext. 9700 . Para obtener una copia de este
- formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell

- the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-736-2864 or 711.
Page 3 of 9
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NH Department of Health and Human Services (DHHS) 1 M
HD _ . 7 Y f ; DFA Form 8C0MA
Division of Family Assistance (DFA) {j By ?KC‘E ; 0114
'STEP2: PERSON2

Complete Step gfor you(self, your spouse/partner and children who live with you and/or 'anyorie on ybuf same federal income tax return if you file one. See
_Page 1 for more information about who to include. If you don't ile a tax retum, remember to still add family members who five with you.

1. First riéme. Middl'e"ﬁé‘;ﬁéﬂ;_l'.mafgf‘naAm'e,‘&'sufﬁ‘x: |2 'Rélati_ohshib to you?
3. Date of birth (mm/dd/yyyy) ' 4. Sex: [[JMale [JFemale

5. Social Security number (SSN): T T
We need this if you want health coverage and have an SSN.
6. Does PERSON 2 live at the same address as you? []Yes [INo

If no, list address:

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

[JYES. If yes, please answer questions a—e. CINO. If no, skip to question d.
a. Will PERSON 2 file jointly with a spouse? [JYes [JNo

If yes, name of spouse:

b. Will PERSON 2 claim any dependents on your tax return? [JYes [JNo

If yes, list name(s) of dependents:

c. Do any of these dependents live with someone else? [JYes [INo

If yes, list name(s) of dependents:
d. Are you required to file a federal income tax return next year? [JYes [JNo

e. Will PERSON 2 be claimed as a dependent on someone’s tax return? [JYes [JNo
If yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer?

8. Is PERSON 2 pregnant? [JYes [INo If yes, a. how many babies are expected during this pregnancy? b. due date:

9. Does PERSON 2 need health coverage? (Even if they have insurance, there might be a program with better coverage or lower costs.)
OvYes If yes, answer all the questions below [CINo If no, skip to the income questions on page 5. =
... N~  |leaetherestofthispageblank. e
10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing,
daily chores, etc) or live in a medical facility or nursing home? [JYes [INo
11.1s PERSON 2 a U.S. citizen or U.S. national? [JYes [JNo
12. If PERSON 2 isn’t a U.S. citizen or U.S. national, do they have eligible immigration status?
OYes. Fill in their document type and ID number below.
a. Document type b. Document ID number

¢. Has PERSON 2 lived in the U.S. since 19967 [JYes [INo d. Is PERSON 2, or their spouse or parent a veteran or an active-
duty member of the U.S. military? [JYes [INo

14. Does PERSON 2 live with at least one child under the age | 15. Were you in foster
medical bills from the last 3 months? of 19, and are they the main person taking care of this child? care at age 18 or older?

_ OvesONo | OveslNo | Dves [INo.

Please answer the following questions if PERSON 2 is 22 or younger:
16. Did PERSON 2 have insurance through a job and lose it within the past 3 months? Oyes [INo
a. If yes, end date: b. Reason the insurance ended:

13. Does PERSON 2 want help paying for

17.1sPERSON 2 a fullime student? (JYes CINo
18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
OMexican [IMexican American [JChicano/a [JPuerto Rican [JCuban [JOther

19. Race (OPTIONAL—check all that apply.)
Cwhite (CJKorean [Japanese [INative Hawaiian [OGuamanian or Chamorro
[Ovietnamese [JAsian Indian CJFilipino [JBlack or African American [OJother Pacific Islander

[Chinese [JOther Asian [Jsamoan OAmerican Indian or Alaska native [Jother

Now, tell us about any income from PERSON 2 on the back.
NEED HELP WITH YOUR APPLICATION? Visit HealthCare.qov or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este
formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.
13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire
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Current Job & Income Information

[CJEmployed {ONot employed [OSelf-employed

If you're currently employed, tell us about Skip to question 30. Skip to question 29.
your income. Start with question 20.

CURRENTJOB1:

20. Employer name and address - 21, Erhployer phone number

( ) -

22. Wagesttips (before taxes) [[JHourly [JWeekly [JEvery 2 weeks [JTwice a month [JMonthly []Yearly

$

23. Average hours worked each WEEK
_CURRENT JOB 2: (If you have more jobs and need more space, attach another sheet of paper.) .

24, Employer name and address 25. Employer phone number

() -

26. Wagesttips (before taxes) [JHourly [JWeekly [JEvery 2 weeks [JTwice a month [IMonthly [JYearly

$

27. Average hours worked each WEEK

28. In the past year, did PERSON 2: [JChange jobs [JStop working [JStart working fewer hours I:INone ofthese

29. If self-employed, answérthewfdllgﬁiwhﬁvtvjuéét'i‘bhs:“ e

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

30. OTHER INCOME THIS MONTH: Check all that apply and gi\)e the amount and how often youget it.
NOTE: You don’t need to tell us about child support, veteran’s payment, or supplemental security income (SSI).
[ONone

OUnemployment $ How Often? [ONet farmingffishing  $ How Often?
[Pensions $ How Often? [CJRental/royalty $ How Often?
[OSocial security $ How Often? CAnnuity/Trust $ How Often?
ORetirement $ How Often? [CJOther income $ How Often?
OAlimony $ How Often? Type:

31. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.
If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of
health coverage a little lower.
NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).

OAlimony paid $ How Often? [Jother deductions ~ $ How Often?

[JStudent loan interest  $ How Often? Type:

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

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

" 2”1 NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este
formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2864 or 711.
Page 5 of 9
13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire




NH Department of Health and Human Services (DHHS) DFA Form 800MA
Division of Family Assistance (DFA) 01/14

\

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire



NH Department of Health and Human Services (DHHS) Y‘ﬁr F f J&\l DFA Form 8C0MA
Division of Family Assistance (DFA) ‘~’ - 0114
. STEP 2; PERSON 3

Complete Step 2 for yourself your spouse/partner and chtldren who hve with you andlor anyone on your same federal mcome tax retum if y0u file one.
See page 1 for more mfon'natron ‘about who to include. If you don't file a tax return, remember to still add famlly members who live with you.

1. First name, Middle name, Last name & suffix: 2. Relatlonshlp to you‘7

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

5. Social Security number (SSN):
We need this if you want health coverage and have an SSN.

6. Does PERSON 3 live at the same address as you? [JYes [JNo
If no, list address:

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

JYES. If yes, please answer questions a—e. [CINO. If no, skip to question d.
a. Will PERSON 3 file jointly with a spouse? [1Yes [INo

If yes, name of spouse:

b. Will PERSON 3 claim any dependents on your tax return? [JYes [INo

c. Do any of these dependents live with someone else? [JYes [INo

If yes, list name(s) of dependents:
d. Are you required to file a federal income tax return next year? [JYes [INo

If yes, list name(s) of dependents:

e. Wil PERSON 3 be claimed as a dependent on someone’s tax return? [JYes [INo
If yes, please list the name of the tax filer:

How is PERSON 3 related to the tax filer?

8.1s PERSON 3 pregnant? [JYes [INo If yes, a. how many babies are expected during this pregnancy?  b. due date:

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

[dYes If yes, answer all the questions below [CNo If no, skip to the income questions on page 7.

A  Leave the rest of this page blank. =

10 ‘Does PERSON 3 have a physrcal mental or emotional health condition that causes Irmrtatrons in activities (llke bathrng. dressrng,
daily chores, etc) or live in a medical facility or nursing home? [JYes [[INo

11. 1s PERSON 3 a U.S. citizen or U.S. national? [JYes [JNo

12. If PERSON 3 isn’t a U.S. citizen or U.S. national, do they have eligible immigration status?
OYes. Fill in their document type and 1D number below.

a. Document type b. Document ID number
c. Has PERSON 3 lived in the U.S. since 19967 [JYes [INo d. Is PERSON 3, or their spouse or parent a veteran or an active-
duty member of the U.S. military? [ 1Yes [INo
13. Does PERSON 3 want help paying for | 14. Does PERSON 3 live with at least one child under 15. Was PERSON 3 in foster
medical bills from the last 3 months? the age of 19, and are they the main person taking care at age 18 or older?
‘OYes [INo care of this child? Oves CINo Oyes [CINo

Please answer the followmg questrons rf PERSON 3 is 22 or younger:
16. Did PERSON 3 have insurance through a job and lose it within the past 3 months? OYes CNo
a. If yes, end date: b. Reason the insurance ended:

17. 1 PERSON 3 a full-time student? (TYes [INo
18. If HlspamclLatmo, ethmcrty (OPTIONAL—check all that apply )
[OMexican [JMexican American [JChicano/a [JPuerto Rican [JCuban [JOther

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

CIwhite [CJKorean [JJapanese [INative Hawaiian [OJGuamanian or Chamorro
Cvietnamese [CJAsian indian OJFilipino [JBlack or African American [Jother Pacific Islander
[IChinese [JOther Asian [OJSamoan  [JAmerican Indian or Alaska native [Jother

B " Now, tell us about any income from PERSON 3 on the back. =)
.. NEED HELP WITH YOUR APPLICATION? Visit HealthCare. gov or call us at 1-800-852-3345 ext. 9700. Para obtener una copia de este formulario
' en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-8652-3345 ext. 9700 and tell the customer
" : service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
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- Page 6 of 9
Current Job & Income Information
CJEmployed [CINot employed [(Jself-employed
If you're currently employed, tell us about Skip to question 30. Skip to question 29.
your income. Start with question 20.
.CURRENT JOB 1: e .
20. Employer name and address 21. Employer phone number
« )y -

22. Wagesttips (before taxes) [JHourly [JWeekly [JEvery 2 weeks [JTwice a month [JMonthly [JYearly
$

23. Average hours worked each WEEK

‘CURRENT JOB 2: (if you have more jobs and need more space, attach another sheet of paper.)

24. Employer name and address 25. Ei’?iployer phone number

() -
26. Wagesttips (before taxes) [JHourly [JWeekly [JEvery 2 weeks [JTwice a month [JMonthly [JYearly
$

27. Average hours worked each WEEK

28 In the past year, dld PERSON 3 I]Change ]obs I:IStop worklng I:IStart workmg fewer hours I:INone of these
29. If self—employed ‘answer the followmg questlons

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

$

'30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it
NOTE: You don't need to tell us about child support, veteran's payment, or supplemental security income (SSI).
CINone

Ounemployment $ How Often? OINet farmingffishing  $ How Often?
OpPensions $ How Often? CJRental/royalty $ How Often?
[JSocial security $ How Often? CJAnnuity/Trust $ How Often?
[JRetirement $ How Often? [Jother income $ How Often?
CJAlimony $ How Often? Type:

31. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.
If PERSON 3 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of
health coverage a little lower.
NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).

OAlimony paid $ How Often? [(Jother deductions ~ $ How Often?

[OStudent loan interest  $ How Often? Type:

32 YEARLY Income Complete only if PERSON 3’s income changes from month to month.
If you don’t expect changes to PERSON 3's monthly income, move to step 3.

PERSON 3's total income this year PERSON 3's total income next year (if you think it will be different)
$ $
THANKS! This is all we need to know about PERSON 3.

If you have more than three people to include, make a copy of Step 2: Person 3 (pages 6 and 7) and complete the questions for those people.

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire
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NH Department of Health and Human Services (DHHS) DFA Form 800MA
Division of Family Assistance (DFA) 01114
) NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700. Para obtener una copia de este formulario
? . en Espariol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell the customer
ST service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2864 or 711.

Page 7 of 9

'STEP3 . American Indian or Alaska Native (AVAN) family member(s)

1. Are you or is anyone in your family American Indian or Alaska Native?
[Jif No, skip to Step 4.

[Yes. If yes, go to Appendix B.

STEP4 Your Family’éﬂHealth Coverége

Answer these questions for anyone who needs health coverage.
1. Is anyone enrolled in health coverage now from the following?
CJYES. If yes, check the type of coverage and write the person(s)’ name(s) next to the coverage they have. [JNO.

OOMedicaid JEmployer insurance
CcHIP Name of the health insurance:
CMedicare Policy number:
[TRICARE (don't check if you have direct care of Line of Duty) Is this COBRA coverage? [JYes [JNo
Is this a retiree health plan? [(JYes [JNo
VA health care programs [Jother
OPeace Corps Name of health insurance:
Policy number:

Is this a limited-benefit plan (like a school accident policy)?
Ovyes [No
2 Is \ainyc;n‘e‘ I|sted on this;“pvpklica‘t’io;ovﬁ”er;d ﬁe;lth cd;lérége frc;n; é job? 6He¢k yeg evéﬁn-if th'é‘c;ové’rage ’i’s”fr’om s&hébﬁe ;Iée"s job,
such as a parent or spouse.
CJYES. If yes, you'll need to complete and include Appendix A. Is this a state employee benefit plan? [JYes [JNo
[INO. If no, continue to Step 5.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-XXXX. The time required to complete this information collection is estimated to
average [insert time (hours or minutes)] per response, including the time to review instructions, search existing data resources, gather the data needed, and
complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form,
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail stop C4-26-05, Baltimore, Maryland 21244-1850.

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire



NH Department of Health and Human Services (DHHS) DFA Form 800MA
Division of Family Assistance (DFA) 01/14
NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este
? formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.
Page 8 of 9
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Division of Family Assistance (DFA) o v 01/14

.STEP.5. . Read & sign this application.

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

e |know that'l must.tell.the Health Insurance Marketplace or the Medicaid agency if anything changes (and is different than) what |
wrote on this application. | can visit HealthCare.qov or call 1-877-464-2447 to report any changes. | understand that a change in my
information could affect the eligibility for member(s) of my household.

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

e | confirm that no one applying for health insurance on this application is incarcerated (detained or jailed). If | have included an
individual who is incarcerated, | understand this person will not be eligible for health benefits until they are released.

The following person is incarcerated and will be released

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

Renewal of coverage in future years

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

Yes, renew my eligibility automatically for the next

[J5 years (the maximum number of years allowed), or for a shorter number of years:

(4 years [13 years [ 12 years [J1 year [] Don't use information from tax returns to renew my coverage.
If anyone on this application is eligible for Medicaid

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

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

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

e | understand that, if | am in a nursing home, DHHS must be able to exchange eligibility information with the nursing home to best
administer the program. My signature below authorizes that exchange and remains in effect for as long as | receive DHHS
assistance for my nursing home care.

o | understand that for long-term care services (Nursing Facility or Home and Community-Based Care), | am required to disclose to
DHHS any interest that my spouse or | have in any annuity.

o | understand that if either my spouse or | are requesting long-term care services, any annuity purchased or modified by my spouse or
me on or after February 8, 2006 will be considered a transfer of assets for less than fair market value unless the State is named the
beneficiary for at least the amount of Medicaid paid for long-term care services.

+ | understand that the information | have provided will be verified by collateral contacts and/or Federal, State, and local officials and
that if any information is found to be incorrect or false, or if | have deliberately withheld information related to my receipt of
assistance, now or in the future, | may lose my benefits and may be prosecuted for fraud.

o | understand that my signature below and/or on the application authorizes DHHS to obtain verification that | or anyone in my
assistance group (AG) meet the eligibility requirements for assistance, and authorizes release of such information to DHHS. My
authorization to release information to DHHS remains in effect for as long as | or anyone in my AG receives any kind of DHHS
assistance.

o | understand that my signature below and/or on the application permits DHHS and any contracted third party entity to verify my
income, identity, and assets, and the income, identity, and assets of any other person whose income, identity, and assets are
required to determine eligibility for the assistance | am requesting. Failure to give permission to conduct these verifications or
revoking permission to conduct these verifications will result in denial or termination of assistance.

My right to appeal

If 1 think the Health Insurance Marketplace or DHHS has made a mistake, | can appeal its decision. To appeal means to tell someone at the
Health Insurance Marketplace or DHHS that | think the action is wrong, and ask for an administrative appeal of the action. | know that | can
find out how to appeal by contacting the Marketplace at 1-800-318-2596 or DHHS at (603) 271-4292. | know that 1 can be represented in the
process by someone other than myself. My eligibility and other important information will be explained to me.

Sign this application. The person who filled out Step 1 should sign this application. If you're an authorized representative you may sign
here, as long as you have provided the information required in Appendix C. Your signature below certifies, under penalty of perjury, that you

have reviewed the information on this application, including any information indicated on the appendixes and insert, and it is true and
complete to the best of my knowledge.

Signature Date (mm/dd/yyyy)

Page 9 of 9
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STEP:6 - Mail completed application.

Mail your signed application to CMU: Fax your signed application to CMU:  Call in your application to Client Services:

Central Medicaid Unit (CMU)

129 Pleasant Street (603) 271-8604 {603) 271-9700 or toli free

Concord NH 03301 1-800-852-3345 ext. 9700

If you would like to follow up on an application that has been mailed or faxed to If you are filling out DFA FO".“ 8OPMA Iqsert. you must
CMU, you can call them at (603) 271-9729 or toll free at 1-877-464-2447. send all pages of this application, including the insert, to

AP PEN le A N your local District Office.

Health Coverage from Jobs

You DON'T need to answer these questions unless someone in the household is eligible for health coverage from a job.
Attach a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.

Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer these questions. You
only need to include this page when you send in your application, not the Employer Coverage Tool.

EMPLOYEE Information

1. Employee name (First, Middle, Last) 2. Employee Social Security number
EMPLOYER Information

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address ’ 6. Employer phone number
7. City: 8. State: ( ) -9-.-ZIP code:

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

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

"13. Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?
OYes (Continue)

13a. If you're in a waiting or probationary period, when can you enroll in coverage?
List the names of anyone else who is eligible for coverage from this job.

(mm/dd/yyyy)

Name: Name: Name:
[CINo (Stop here and go to Step 5 in the application)
Tell us about the health plan offered by this employer.
14. Does the employer offer a health plan that meets the minimum value standard*?[]] Yes [INo
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans):

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

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [JWeekly [JEvery 2 weeks [JTwice a month [JQuarterly [ IYearly

16. What change will the employer make for the new plan year (if known)?

[JEmployer won't offer health coverage

[JEmployer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15))

a. How much will the employee have to pay in premiums for that plan? $
b. How often? [JWeekly [JEvery 2 weeks [JTwice a month [JQuarterly [Yearly
Date of change (mm/dd/yyyy):

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

13-6018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire ’
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EMPLOYER COVERAGE TOOL L

Coopier s O Y e _—

'’

Use thls tool to help answer questions in Appendix A about any employer health coverage that you re ellglble for (even lf it's from another
person’s job, like a parent or spouse). The information in the numbered boxes below match the boxes on Appendix A. For example, the
answer to question 14 on this page should match question 14 on Appendix 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 teol for each employer that offers health coverage.

EMPLOYEE Information

The employee needs to fill out this section.

1. Employee name (First, Middle, Last) 2. Employee Social Security number
EMPLOYER Information

Ask the employer for this information.

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number

7. City: 8. State: 9. ZIP code:

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

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

() -

' 13.1s the employee currently eligible for coverage offered by this employer, or will the employee become eligible in the next 3
months?
O Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible
for coverage?
(mm/dd/yyyy)

O ‘No (Stop and return this form to employee)

Tell us about the health plan offered by this employer
Does the employer offer a health plan that covers an employee’s spouse or dependent?
[CJyes. Which people? [JSpouse [JDependent(s)
ONo
(Go to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?
OYes (Go to question 15) [[JNo (STOP and return form to employee)

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

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [JWeekly [Every 2 weeks [Twice a month [JQuarterly [JYearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know, STOP and
return form to employee.

16. What change will the employer make for the new plan year?
[JEmployer won't offer health coverage
[CJEmployer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.)
a. How much will the employee have to pay in premiums for that plan? $
b. How often? [JWeekly [JEvery 2 weeks [JTwice a month [JQuarterly [JYearly
Date of change (mm/dd/yyyy):

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

. NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este
! formulario en Espafiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
. the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
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APPENDIX B wr

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
Coverage & Help Paying Costs.

Tell us about your American Indian or Alaska Native family member(s).

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian heaith
programs. They also may not have to pay cost sharing and may get special monthly enroliment 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.

1. Name | First Middle First Middle
(First name, Middle name, Last name) B ‘
Last Last
2. Member of a federally recognized tribe? | [Yes ' | OYes . ’
If yes, tribe name ‘ If yes, tribe name
[CINo | [INo
3. Has this person ever gotten a service [Yes [IYes
from the Indian Health Service, a tribal N N
health program, or urban Indian health ¥ . . . : 2 i ) .
program, or through a referral from one of If no, is this person etlglble to get If no, is this person ellglbie to get
these programs? services from the Indian Health services from the Indian Health
Service, tribal health programs, or Service, fribal health programs, or
urban Indian health programs, or | urban Indian health programs, or
through a referral from one of these through a referral from one of these
i programs? i programs?
| ClYes [INo | Oyes [No

4. Certain money received may not be

counted for Medicaid or the Children’s ‘ $ $

Health Insurance Program (CHIP). List any o T -

income (amount and how often) reported

on your application that includes money .~ Howoften? Howoften?

from these sources:

»  Per capita payments from a tribe that
come from natural resources, usage
rights, leases, or royalties

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

¢ Money from selling things that have
cultural significance

NEED HELP WITH YOUR APPLICATION? Visit HealthCare.qov or or call us at 1-800-852-3345 ext. 9700 . Para obtener una copia de este
? formulario en Espariol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire
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Authorized Representative Declaration

You may choose an authorized representative to help you with some or all of the requirements of applying for or getting
Medical Assistance. An authorized representative is a friend, relative or other person who has a concern for your well-being.
An authorized representative is a person you choose. We will not choose one for you. The person you choose must agree to

help you. An agency cannot act as an authorized representative, but an individual at an agency can. An authorized
representative must be an individual person.

An authorized representative may fill out an application form and other paperwork for you. They may also report changes in
your income, resources, and other changes for you. They may receive your medical assistance ID card, and other mail from
us. You get to choose what you would like them to do for you or on your behalf by checking the boxes below.

AUTHORIZED REPRESENTATIVE DUTIES
Check off the things that you want the authorized representative to do for you:
[ Get my application, forms and other Department paperwork, and fill these forms out for me.

[ Provide the Department with proof of my income, resources, and other case information, and report and verify
changes in my case circumstances to the Department for me.

] Receive my notices from the Department.

[ Receive my medical assistance ID card for me.
[] Go to my eligibility interviews for me.

[ other:

CLIENT’S SIGNATURE

Please read the following statements carefully. Your signature below means you have read and understand these
statements.

¢ | certify that | have read and understand the information on this form.

o | understand that | am responsible for any errors, omissions, or inaccurate information that my authorized representative
reports to the District Office.

o | understand that if my authorized representative uses my benefits without my permission, these benefits will not be
replaced or reissued by the Department of Health and Human Services.

o | understand that the person | named as my authorized representative will continue to act for me unless | tell the
Department in writing of a change.

Client's Signature Date

Client's Printed Name

“! NEED HELP WITH YOUR APPLICATION? Visit HealthCare.gov or call us at 1-800-852-3345 ext. 9700. Para obtener una copia de este
¢ formulario en Espaiiol, llame 1-800-852-3345 ext. 9700. If you need help in a language other than English, call 1-800-852-3345 ext. 9700 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-800-735-2964 or 711.

13-6018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire
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AUTHORIZED REPRESENTATIVE INFORMATION
Tell us your authorized representative’s name, address, and telephone number. Please print clearly.

1. Name of authorized representative (First name, Middle name, Last name)

2. Address 3. Apartment or suite number

4. City: 5. State: 6. ZIP code:

7. Phone number

() -

8. Describe your relationship to the authorized representative. 9. Date of Birth (Optional)

10. Agency name (if applicable)

AUTHORIZED REPRESENTATIVE’S SIGNATURE

| certify that | have read and understand the information on this form. | agree to accept the duties noted on this form and
understand the following:

¢ | understand that | must give proof of my identity to act as an Authorized Representative.

¢ | understand that if | have been disqualified for a program violation, | cannot act as an Authorized Representative unless
there is no one else suitable to represent this individual.

¢ | understand that the Department has the authority to discontinue my ability to act as an Authorized Representative if it is
determined that | am not acting in the best interest of the household | am assisting.

Authorized Representative's Signature Date

Authorized Representative's Printed Name

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
somebody else.

1. Application start date (mm/dd/yyyy)

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

3. Organization name 4. ID number (if applicable)

13-0018MM2 Approval Date: 03/11/2014 Effective Date: 10/01/2013
New Hampshire
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APPLICATION FOR ASSISTANCE

Welcome to the Department of Health & Human Services (DHHS),
Division of Family Assistance (DFA)

To apply for the programs and services we offer, you must fill out this Application for Assistance, have an
interview, and give us proof of your household circumstances. Please read all of the information given to you,
and answer all of the questions as best as you can. Do not answer anything that you do not understand. If
you need help in filling out this Application, tell us. We will accept your Application even if you only fill in
your name, address, and signature. However, we will be able to figure out if you can get benefits much
quicker if you complete the entire Application. DFA assistance is based on your income. Some DFA programs
may also look at the cash value of things that you own, your “assets,” when figuring out if you qualify for a

program DFA offers.

Food Stamp (FS) Benefits

The Food Stamp Program helps low-income people
buy the food they need for good health. You will
need to have an interview with a DHHS worker to
see if you are eligible for this program. Your FS
benefits are based on the date of application.

With identification, you may get emergency FS

benefits within 7 calendar days if:

* you have less than $150 in monthly gross
income and no more than 3$100 in liquid
resources;

= you have shelter costs that are higher than your
gross income and liquid resources; or

= you are a migrant or seasonal farm worker who
is destitute as defined in 7 CFR 273.10(e)(3).

Social Security Numbers (SSN)

The Federal Privacy Act of 1974 as amended,
requires that we tell you the laws that allow us to
ask for the SSN of each person requesting
assistance, whether you are required to give them
to us, and what we will do with them. SSNs are
required for the following programs. After each
program is the law or regulation that requires us to
ask for these SSNs, or why we need it:

= FANF: 42 USC 405(c)(2), 45 CFR 205.52, RSA
167:4-c, & RSA 167:79,iii(h).

* Food Stamps:,\ RSA 167:4-c, Food Stamp Act
of 1977, as amended, 7 USC 2011-2036, 7
CFR 273.2(b)(4), & 7 CFR 273.6.

= Medical Assistance and other financial
assistance: RSA 167:4-c, Section 2651 of PL
98-369, 42 CFR 435.910, 42 CFR 435.920, &
42 USC 1320b-7.

Each person who wants assistance from the above
programs must provide an SSN or apply for a
number at the Social Security Administration (SSA).

13-0018MM2
New Hampshire

Approval Date: 03/11/2014

If you are applying only for some members of your
family, such as a parent applying for Medical
Assistance just for a child, you only have to give us
the child’s number or apply for one for your child.
Your child's eligibility for medical coverage will not
be affected if you don't give us your SSN.

If an SSN is not provided for each person who is
applying for the listed programs, your application
may be denied or you may get less benefits. If
someone wants help getting an SSN, call 1-800-
772-1213 or visit socialsecurity.gov. TTY users
should call 1-800-325-0778.

Applicants for NH Child Care Scholarship only do
not have to provide an SSN but if SSNs are
provided it may help shorten the eligibility
verification process.

We ask for SSNs so we can verify identity, earned
and unearned income, and resource information
you give us. It will be shared with:

= federal, state, and local entities;

= various offices within DHHS as allowed by
federal law;

employment and unemployment databases;

the Internal Revenue Service and SSA;
financial entities; and

other computer matching programs.

The information will be used:

= to figure out if your household is eligible or
continues to be eligible for the assistance you
requested;

= to figure out the amount of your benefits or
errors in your eligibility or benefits; and

* in an investigation of suspected abuse of
program law or rules.

This information may be disclosed to other Federal
and State agencies for official examination, and to
law enforcement officials for the purpose of
apprehending persons fleeing to avoid the law. If a

Effective Date: 10/01/2013




Food Stamp claim arises against your household,
the information on this application, including all
SSNs, may be referred to Federal and State
agencies, as well as private claims collection
agencies, for claims collection action.

We do not give SSNs or any other information
regarding non-applicants to the US Citizenship and
Immigration Services (USCIS), formerly known as
INS, or any other agency not directly connected
with programs and/or services offered by DHHS.

received in error if we made a mistake in
processing your case.

Financial or Medical Child Support

Emergency Medicaid for Non-Citizens

Emergency Medicaid may be available to certain
non-citizens, regardless of their immigration status,
to cover some emergency services, including labor
and delivery. Social Security Numbers are not
needed to apply for Emergency Medicaid.

Citizenship & Identity

You must declare and prove the citizenship or non-
citizenship status of each household member
applying for assistance. Non-citizens applying for
assistance, except Emergency Medicaid, must
provide USCIS documentation of qualified alien
status. USCIS documentation will be verified.

Third Party Insurance or Medical Payments

If you are applying for Medical Assistance, receipt
of such assistance is an assignment to DHHS of
your rights to all third party insurance or medical
payments without anyone having to sign any other
form. All available parties must be billed and all
resulting payments must be applied to the cost of
medical care before DHHS will pay. Also, if you
receive a settlement or an award from a liable third
party, you must pay DHHS back for related medical
services we paid. RSA 167:14-a

Benefits Received in Error

If you are applying for TANF cash payments, your
receipt of such assistance is an assignment to
DHHS of your rights to financial child support.
Without signing any other form, you give DHHS the
right to collect and keep financial child support
payments made on behalf of your children who
receive assistance. RSA 161-C:22

DHHS collects and keeps the support to partially
offset the amount of cash assistance paid to you. If
support payments are equal to or more than the
amount we give you, your cash assistance case will
be closed and the support payments sent to you.

Receipt of Children’s Medicaid is an assignment of
medical child support rights. This means that you
must cooperate with DHHS to establish and
enforce medical child support for your children.
Medical child support usually means health
insurance provided by the absent parent, but can
also be an ongoing dollar amount paid by the other
parent to allow you to buy health insurance for your
children.

If you receive money to purchase medical
insurance, this money will be kept by the State if
you receive Medicaid for your child and will be used
to pay back the state and federal governments. If
paternity is not established for any of your children
who are getting Medicaid, you must also cooperate
with DHHS to legally establish paternity.

The assignment of support rights is a requirement.
Your rights and responsibilities and the penalty for
refusal without a good reason, will be explained to
you when you meet with your District Office worker.

You are required to pay back any benefits or
services received in error, regardless of whether
you made a mistake in the information you
provided, or failed to provide, to us. If you get Food
Stamps, you must also pay back any benefits you

Begin Date for Medicaid Eligibility

Your Medicaid eligibility generally begins on the
day that you meet all the requirements for the
program you applied for, including the resource
limit.

This is your record of application and will be filled out by a Department of Health and Human Services worker and returned to you. DFA has received

a completed application for : from on

District Office Signature of Worker
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APPLICATION FOR ASSISTANCE

A. Please tell us about who you are and where you live.

Name: Primary Language:

Current Place of Residence: [ ] Own home [] Nursing Facility =[] Adult Family Home [] Assisted Living
[J] Congregate Housing [ ] Homeless [] Hospital [ Hotel/Motel [] Residential Care Facility [ ] Other

Street Address: Mailing Address:

(if different)

City/State/Zip:
Home Phone: Work Phone: CelllMessage:
E-Mail Address: [] 1do not have an E-Mail address

Does anyone in your family have Medicare Part AorB? []Y [N

Why do you need our help?

Information Supplier:

(if different from applicant) Name Address Phone #

B. Please tell us about the people you live with. Start with yourself and list ALL of the people living with you.
_You do not have to give the Social Security Number or citizenship status of any individual who is not applying for assistance.

Name SSN DOB | Relation toyou | U.S. Citizen? | Student (YesorNo. | gip (pea yse oniy)

If Yes, put grade too)
SELF CJYLIN

[JY[IN

YN

LIJYLIN

LJYLIN

L ol e L

CIYLIN

C. | want to apply for: (TYPES OF ASSISTANCE REQUESTED)

[] ALL PROGRAMS [] cash [] Food Stamps [] Child Care
[] Home and Community-Based Care (HCBC) [] Medicare Savings Programs (MSP) [QMB/QWDI/SLMB/SLMB135]
] Nursing Facility (NF) Services - Facility Name:

[ ] Medical Assistance — if you need Medical Assistance for a child, pregnant women, or parent/caretaker relative of a child, you must also
complete the insert entitled Medical Assistance for Children, Pregnant Women, and Parent/Caretaker Relatives Insert

D. The following information is collected to be sure that everyone is served fairly. Your answers are voluntary. The
information provided will not affect your eligibility or benefit amount.

Are you Hispanic or Latino? [ ]Yes []No

Areyou: White? (JY [N Asian? [JY [N Native Hawaiian or Other Pacific Islander? [ ]Y []N
Black or African American? [ ]Y [N American Indian or Alaskan Native? (1Y [N

AGENCY USE ONLY:

RFA# Case # Forms Given: 725 177
Cash OPEN CLOSE DENY DATE: DO:

Food Stamps OPEN CLOSE DENY DATE: DO:

MA OPEN CLOSE DENY DATE: DO:

CM/MCPW OPEN CLOSE DENY DATE: DO:

Child Care OPEN CLOSE DENY DATE: DO:

DFA SR 14-08
PLEASE SIGN YOUR APPLICATION ON THE BACK! (3YC)



| EBT Card Status: None Active Deactivated Cancelled |
E. Please tell us about all income for everyone in your home. | G. Your Expenses: '
Your Wages: $ ] Weekly [] Bi-Weekly [] Monthly | Rent (monthly):  $
Other Wages: % 1 Weekly [] Bi-Weekly [] Monthly | Mortgage (monthly):  $
Other Wages  $ ] Weekly [] Bi-Weekly [] Monthly | Lot Rent/Condo Fee (monthly): $
Has anyone recently lostajob? [ ]Yes [No Taxes (yearly): $
If yes, who? When? / / Dependent Care;  $
SSA/SSDI: § Spousal Support. $ Medical Expenses: $
SSl: § Unemployment: $
VA: § Child Support: $ .
Pension: $ Other: $ Do you pay for the following

F. Please tell us about all assets for everyone in your home.

utilities separate from your rent or
mortgage?

Checking/Savings: $ Other Chk/Save: $ Heat: []Yes [JNo
Stocks/Bonds/CD's: $ IRA: $ Phone: []Yes []No
Spougggr:r:nt?tl; $ Other Assets: $ Electric: []Yes [JNo
Trusts: $ Life Insurance: $ Other: []Yes []No
Vehicle (Yr/Mdl): Vehicle (Yr/MdI):
H. Potential Eligibility Questionnaire
1. Are you a migrant or seasonal farm worker? []Yes [INo
2. Have you or anyone in your household received Food Stamp assistance for this month? []Yes []No
3. Are you currently living in a shelter for battered individuals? []Yes [INo
4. Is anyone in your household blind or disabled? []Yes [INo
5. Have you sold or transferred property in the last 5 years? [J Yes [ No
6. Is anyone in your household currently receiving assistance from another State? ] Yes []No
If yes, which State? What kind of assistance?
7. Is anyone in your household pregnant or has anyone given birth in the last 3 months? [J Yes [JNo

8. Do you have any unpaid medical bills from the past 3 months that you would like help paying? []Yes []No
9. If you are applying for Financial Assistance to Needy Families (FANF), is the father's name blank or [ Yes []No

“not stated” on the birth certificate for any of your children?
10. If applying for FANF, how many absent parents?

11. Do you or any other household member have health insurance other than Medicaid? [Jyes [1No

If yes, name of Insurer? Policy Number:

l. Signatures

| CERTIFY, UNDER PENALTY OF PERJURY, THAT | HAVE REVIEWED THIS INFORMATION ON THIS APPLICATION, INCLUDING ANY
INFORMATION INDICATED ON THE INSERT; IT IS TRUE AND COMPLETE To THE BEST OF MY KNOWLEDGE, INCLUDING THE
INFORMATION CONCERNING CITIZENSHIP AND ALIEN STATUS. | UNDERSTAND A FULL FINANCIAL AND MEDICAL ELIGIBILITY
INTERVIEW MAY NEED TO BE CONDUCTED BEFORE MY ELIGIBILITY CAN BE DETERMINED.

Applicant Signature Date

Signature of Person Helping the Applicant Date

| withdraw my application for:  [] Cash [] Medical Assistance [] Food Stamps

Relationship to Applicant

] Child Care [JHCBCINF []MSP

Signature Date

| certify that | have given the above individual(s) the opportunity to review this application. | also certify that | have provided a

copy of this form, if one was requested.



Printed Name & Signature Title/Agency Date
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APPLICATION: YOUR RIGHTS AND RESPONSIBILITIES

Time‘ Limits

You can only receive Financial Assistance to Needy Families for 60-months in your lifetime. Months you received this
assistance while you were a child do not count towards the lifetime limit. Your time limit begins when you receive benefits
as an adult. There is no time limit on State Supplement Programs, Medical Assistance, Food Stamp benefits, or

child care assistance.

Nondiscrimination Notice

Reporting Changes

In accordance with Federal law and U.S. Department of
Agriculture (USDA) and U.S. Department of Health and
Human Services (HHS) policy, this institution is
prohibited from discriminating on the basis of race, color,
national origin, sex, age, or disability. Under the Food
Stamp Act and USDA policy, discrimination is also
prohibited on the basis of religion or political beliefs.

To file a complaint of discrimination, contact USDA or
HHS. Write USDA, Director, Office of Civil Rights, Room
326-W, Whitten Building, 1400 Independence Avenue,
S.W., Washington, D.C. 20250-9410 or call (202) 720-
5964 (voice & TDD). Write HHS, Director, Office of Civil
Rights, Room 506-F, 200 Independence Avenue, S.W.,
Washington, D.C. 20201 or call (202) 619-0403 (voice)
or (202) 619-3257 (TTY). USDA and HHS are equal
opportunity providers and employers. Or you may also
write Ombudsman, NH DHHS, 129 Pleasant St
Concord, NH 03301-3857 or call (603) 271-6941 or 1-
800-852-3345 ext 6941. TDD Access: Relay NH 1-800-
735-2964 or 711.

Administrative Appeai

You or someone representing you may request an
Administrative Appeal if you are not satisfied with any
decision regarding eligibility made by DHHS. You may
be represented by an attorney, yourself, or another
person, such as a relative or friend, at an Administrative
Appeal. DHHS will not pay for the cost of any legal
services, but there are free and reduced cost legal
services available in NH. An Administrative Appeal may
be requested either verbally or in writing by contacting a
District Office or DHHS, 105 Pleasant Street, Concord,
NH 03301-6521. Telephone (603) 271-4292 or 1-800-
852-3345 ext 4292, TDD Access: Relay NH 1-800-735-
2964 or 711.

You will be required to periodically complete a review of

your circumstances. Your cash, child care, and Food

Stamp case could be closed, and/or your eligibility for

Medical Assistance may be affected, if you do not

completely fill out the form and return it by the due date

and participate in a personal interview, if required.

If you only get Food Stamp benefits and you have a 4, 5,

or 6-month eligibility period, you only need to report

those changes in household circumstances that would

place your household’s income above 130% of the

poverty level.

If you receive cash, child care, Medical Assistance, or if

your Food Stamp eligibility period is not 4, 5, or 6

months, then you must notify the Department within 10

calendar days after the change happens for changes in

factors that affect eligibility, such as:

source of income;

hours worked by a household member;

amount of income of any member in your household;

all household changes, such as marriage, divorce,

new baby, child leaves, etc.;

child care provider;

e resources (e.g., cash, stocks, bonds, or money in a
bank or savings account);

o receipt of any lump sum payment or settlement;

e residence, or shelter costs; or

e dependent care costs, child support payments or
medical deductions, or other changes that may
affect the amount of your household’s benefits.

Protection of Medical Assistance for
Social Security Beneficiaries

Quality Control

Your case may be selected for a quality control or other
governmental review. Such a review entails an in-depth
investigation into your household’s financial or medical
situation, living arrangements and other circumstances.
We may be contacting banks, employers, companies,
merchants, child care providers, and other appropriate
sources, concerning your household and statements you
made to DHHS. Failure to cooperate in these reviews
could result in the loss of your benefits.

If you are receiving cash assistance under the OAA,
ANB, or APTD program, and a Social Security cost-of-
living increase or this increase combined with an
increase in other income makes you ineligible for
financial assistance, you may still be entitled to Medical
Assistance under the Pickle Amendment policy.

Once you begin receiving Medical Assistance under the
Pickle Amendment, future Social Security cost-of-living
increases will not affect your eligibility. However, other
changes in your circumstances can still make you
ineligible for Medical Assistance.

If you are eligible to receive money payments under one
of the above programs, but choose not to receive a
payment, you will NOT be entitled to this protection of
your Medical Assistance under the Pickle Amendment.

DFA SR 14-06
(NA)




ATTENTION! B S
Anything you tell or give to us will be verified:
= at the federal, state and local levels; and also

* through collateral contacts and/or computer matching with other electronic verification tools such as, but
not limited to, USCIS, IEVS, Vital Records, SSA, financial institutions, & employment databases.

We do this to confirm your eligibility for our programs and determine your benefits. If any information we get
from using these sources doesn’t match the information you provided to us, you may be denied assistance,
your benefits may change, and you may be subject to criminal prosecution for knowingly providing false
information. Any member of your household who breaks any of these rules on purpose can be prohibited from
participating in the cash assistance, child care assistance, and Food Stamp programs for periods ranging from
one year to permanently. In the Food Stamp Program, you can also be fined up to $250,000, imprisoned up to 20
years, or both, and will be subject to prosecution under the applicable state and federal laws for violations of
the Food Stamp Act.

Notice to Immigrant Families

If you get help with health care or Food Stamps, it will not affect your immigration status. If you or members of your family
used or received Medicaid or Food Stamps, it will not affect your or your family members’ ability to become U.S. citizens.

However, if you get cash assistance such as TANF or help with the cost of nursing home care, it might create problems
with becoming a U.S. citizen, especially if the benefits are your family’s only income. Before you apply, you may want to
talk with an agency that helps immigrants with legal questions or contact the US Citizenship and Immigration Services

(USCIS).

~ DO NOT

e Do not give false information or hide information to get or
continue to get benefits.

o Do not trade or sell Food Stamp benefits to anyone who is
not authorized to use them for your household.

« Do not use Food Stamp benefits to buy ineligible items,
such as alcoholic drinks and tobacco.

e Do not use any benefits your household was not entitled
to receive.

¢ Do not give your EBT Card PIN out to anyone.

e Do not use child care services paid for by DHHS, for
employment-related activities not approved by DHHS.

e Do not use your EBT card or cash from your EBT card at

liquor stores, gaming establishments, or businesses which
provide adult-oriented entertainment.

~ Medical Assistance Fraud

Identity & Residence

Anyone convicted of making a fraudulent statement or
representation with respect to identity or residence in
order to receive benefits in two locations at the same
time will be ineligible for financial assistance and Food
Stamp benefits for 10 years.

Section 1128B of the Social Security Act provides
federal penalties for fraudulent acts and false reporting
in connection with your application for or receipt of
Medical Assistance benefits.

A person may be prosecuted in Federal Court for
deliberate statements that are known to be false and
which affect eligibility for any benefit or payment under
the Medical Assistance program.

A person may also be prosecuted for concealing or
failing to disclose any event that affects their right to any
benefit or payment, or its conversion to a use other than
intended. The law also provides a penalty for a kickback,
bribe, or rebate in connection with the furnishing of
Medical Assistance.

Conviction of an offense could result in loss of Medical
Assistance benefits for a period not to exceed 1 year.
Penalties are fines up to $25,000 or imprisonment for not
more than 5 years, or both.

Intentional False Siatements

Trafficking Food Stamp Benefits

Any person who is found guilty in a court of law for
buying or selling illegal drugs or certain prescription
drugs in exchange for Food Stamp benefits, will be
prohibited from participating in the Food Stamp Program
for 24 months for the first offense and permanently for
the second offense. Any person who is found guilty in a
court of law for buying or selling ammunition, firearms or
explosives in exchange for Food Stamp benefits, or of
any trafficking in Food Stamp benefits of more than
$500, will become permanently ineligible for Food Stamp
benefits.

Any person who intentionally makes a false statement or
misrepresents his or her circumstances or intentionally
fails to disclose the receipt of property, wages, income or
resources or any change in circumstances that would
affect his or her initial or continued eligibility for
assistance may be found guilty of violating state law.
The penalties are: a class A felony where the value of
the monetary award or goods or services exceeds
$1,000; a class B felony where the value exceeds $100;
and a misdemeanor where the value does not exceed
$100. RSA 167:17-b and 17-c.
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APPLICATION: STATEMENTS OF UNDERSTANDING INITIALS
All Programs e |
| certify that | have read “Your Rights and Responsibilities,” and | understand them.

| understand that DHHS will keep my eligibility and case information confidential and only persons
involved in administering DHHS’ programs or as otherwise permitted by Federal regulations or State
law will review it.

| understand that despite other rules of confidentiality, names of children in Food Stamp and/or FANF
households are required to be released to schools so that they may be determined automatically
eligible for Free School Meals.

I understand that | must provide proof of: my household situation, what | have written on the
application, and what | have told DHHS.

| understand that the information | have provided will be verified by collateral contacts and/or Federal,
State, and local officials and that if any information is found to be incorrect or false, or if | have
deliberately withheld information related to my receipt of assistance, now or in the future, | may lose
my benefits and may be prosecuted for fraud.

| understand that my signature below and/or on the application authorizes DHHS to obtain verification
that | or anyone in my assistance group (AG) meet the eligibility requirements for assistance, and
authorizes release of such information to DHHS. My authorization to release information to DHHS
remains in effect for as long as | or anyone in my AG receives any kind of DHHS assistance.

| understand that my signature below and/or on the application permits DHHS and any contracted
third party entity to verify my income, identity, and assets, and the income, identity, and assets of any
other person whose income, identity, and assets are required to determine eligibility for the assistance
| am requesting. Failure to give permission to conduct these verifications or revoking permission to
conduct these verifications will result in denial or termination of assistance.

] Cash & Food Stamp Programs

| certify that if | applied for FANF, the Domestic Violence Option has been explained to me, and |
understand it.

| certify that if | applied for FANF, | got written information about the treatment of lump sum income.

| understand that my receipt of TANF cash assistance is an assignment to DHHS of each recipient's
rights to child and spousal support.

| understand that if | get cash assistance from DHHS, the cash | get could cause my Food Stamp
benefits to end or be reduced. | also understand that if this happens, | will not get advance notice of
this change.

| understand that to get a cash payment from any DFA program, | must be eligible to get that cash
every day of the entire payment period. If | am not eligible for cash at any time during that payment
period, | understand that a cash payment will not be issued to me.

I understand that in NH, if anyone in my household is fleeing to avoid prosecution of a felony crime,
or is violating conditions of probation or parole, that person will be ineligible to get cash or Food Stamp
benefits until that individual has satisfied his/her legal obligations with respect to the felony crime or
probation or parole violations. My signature below is my sworn statement that no one in my household
at this time is fleeing felony prosecution or violating conditions of probation or parole.

| understand that the use of my Electronic Benefits Transfer (EBT) card for Food Stamp or cash
benefits is controlled by my 4-digit Personal Identification Number (PIN), that | am responsible for the
security of my EBT card and PIN, and that EBT benefits will not be replaced if someone else uses my
card after | have activated it.

| understand that if | do not use my Food Stamp benefits on my EBT card for 365 days in a row, | will
lose those benefits and not get them back. If | do not use my cash benefits for 90 days in a row, | will
lose those benefits and not get them back. | understand that | will be disqualified from the Food Stamp
Program and may be prosecuted if | use my EBT card for illegal purposes. These illegal activities
include selling my card and my PIN for cash, drugs, or other items, or exchanging Food Stamp
benefits for cash at a retailer.

DFA SR 14-05
PLEASE INITIAL AND SIGN THE BACK! (3YC)



Cash & Food Stamp Programs Con’t e INITIALS

| understand that for Food Stamp benefits, to get a deduction for child care expenses, rent or
mortgage payments, utility or other shelter expenses, child support paid to a non-household member,
or medical expenses (only for the elderly or disabled), | must tell DHHS about these expenses and
then provide proof of them. Failure to report or verify any of the above listed expenses, or of receipt of
fuel assistance, could mean that | will get less Food Stamp benefits each month, and will be seen as
my statement that my household does not want to get a deduction for the unreported or unverified
expense.

| understand that my EBT card or cash from my EBT card cannot be used at liquor stores, gaming
establishments, or businesses which provide adult-oriented entertainment, and that if | use my EBT
card or cash from my EBT card at one of these places, | will be sanctioned with a cash penalty, per
RSA 167:7-b.

Medical Assistance

I understand that my receipt of medical assistance is an assignment to DHHS of my rights to all third
party medical insurance or payments, including medical child support.

| understand that my receipt of medical assistance means DHHS must be able to obtain medical
records from medical providers. My signature below and/or on the application authorizes my family’s
medical providers to release any records to DHHS.

| understand that, if | am in a nursing home, DHHS must be able to exchange eligibility information
with the nursing home to best administer the program. My signature below and/or on the application
authorizes that exchange and remains in effect for as long as | receive DHHS assistance for my
nursing home care.

| understand that for long-term care services (Nursing Facility or Home and Community-Based Care),
| am required to disclose to DHHS any interest that my spouse or | have in any annuity.

| understand that if either my spouse or | are requesting long-term care services, any annuity
purchased or modified by my spouse or me on or after February 8, 2006 will be considered a transfer
of assets for less than fair market value unless the State is named the beneficiary for at least the
amount of Medicaid paid for long-term care services.

NH Child Care Scholarship

| understand that | must only use child care services paid for by DHHS for those employment-related
activities approved by DHHS. | may have to reimburse DHHS for those payments made for times |
was involved in other, non-approved activities.

Signatures | !

| certify, under penalty of perjury, that | have reviewed the above information and the information summariz(irﬁg
my interview, and it is true and complete to the best of my knowledge.

Applicant Signature Date

Signature of Person Helping the Applicant Date Relationship to Applicant

| certify that | have given the above signed individual(s) the opportunity to review this document, and that |
have completely explained and given them a copy of the Rights and Responsibilities Notice. | also certify that |
have given them a copy of this page, if it was requested.

Printed Name & Signature Title/Agency Date
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1 Introduction

1.1 Background

As part of the Affordable Care Act (ACA) implementation for New Hampshire EASY, the Centers for Medicare and
Medicaid Services (CMS) mandate all applicants have a specialized, streamlined application when applying for
medical coverage. New Hampshire has an integrated eligibility system for government benefits, medical coverage
included. Becaus:. of this, there are questions that are asked — even when an applicant only requests medical
coverage — that may not be required for medical benefit eligibility determination. In order to comply with the CMS
requirement for a streamlined medical coverage application, there are certain questions that need to be made
optional, or removed altogether.

1.2 Scope

This document will outline the following:

e Streamlined application field changes to NH EASY

1.3 References

The following references were leveraged to guide decision making regarding requirements and design for all items
in the Scope section of this document.

Document Title Publishing Organization
Guidance on State Alternative June 2013 | Centers for Medicare and -
Applications for Health Coverage Medicaid Services (Federal CMS)
Application for Health Coverage and Help | September | Centers for Medicare and 3.0
Paying Costs (Short Form) 2013 Medicaid Services (Federal CMS)
Application for Health Coverage and Help | September | Centers for Medicare and 3.0
Paying Costs (Family Attachment) 2013 Medicaid Services (Federal CMS)
Single Streamlined Application for the September | Centers for Medicare and 3.0
Health Insurance Marketplace (Online 2013 Medicaid Services (Federal CMS)
Application)

Table 1-1: List of References
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2 NH EASY Streamlined Application Changes

The following details all field changes that will be implemented for NH EASY. Modifications that are made to
show/hide individual fields when certain programs are requested at the case level will require looping through all
individuals in the case if programs requested subsequently change.

2.1 Start Module - Getting Started

"~ Getting Started
+Select the =ssistance program(s) below for which at least one person in the household is applying:

Cash Assistance
Medical Coverage
¥ Medical Coverage for Children, Pregnant Women and Non-Disabled Adults Age 18-64
_1 Food Stamps
Child Care Assistance
Medicare Beneficiary Assistance (QMB/SLMB)
Medical Coverage and Medicare Beneficiary Assistance for Past Months

1f you are applying for Medical Coverage (including Children, Pregnant Women and Non-Disabled Adults Age 18-64) and/or
Medicare Beneficiary Assistance, you can also apply for these benefits for the last 1,2, or 3 months. For example, if you are
applying in March, you can also apply for December, January, and February.

You can apply for Medical Coverage for up to 3 months back. If you want this back 0 iz]
coverage, enter the number of months you want (1, 2, or 3)

Assisting Person Information
Are you completing this application an behalf of someone else? | E]

9 NH.gov | privacy palicy | accessibility policy | non-discrimination policy | contact us

Figure 2-1: Getting Started

The following field changes will be implemented:
e “Please select the reason why you are applying for assistance:”

o This field will be removed from the front-end in all cases, regardless of what program is being requested.
e “Are you completing this application on behalf of someone else?”

o This field will be changed from always required to always optional

o It will continue to default as blank per existing functionality

o All conditionally dependent fields will remain required/optional as per existing functionality

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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Application

Applicant 6

*First Name: MI: o  Suffix:

John i1 . B
Primary Language

*Wwhat is the language most commonly spoken in the household? [ English &
Address Where You Live

Do you consider yourself to be homeless? :N_o E!

House Number: Direction: *Street Name: _ Street Type:

153 i | Main | Ist >

dditional Address Information:

*State: N *Zip:

[=] [New Hampshire  [-] [03301 &

[Concord

Mailing Address Information
*Do you have a mailing address that is different from the address where you live? [no =]

Phone Contact Information
_____ G e e &If you provide a phane number (home or cell) we may be able to conduct your
Home: fa fe eligibility interview over the phone.

Celis

work: - - Ext: |

* Email Contact Information

Do you have an email address? | [4] ‘ : X

G NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us
Figure 2-2: Household Information
The following field changes will be implemented:
e “Do you have an email address?”
o This field will be changed from always required to always optional.
o It will continue to default as blank per existing functionality.

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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2.3 People Module - People Details

Department of Health and Human Services

John Doe | Logoul

Application =: 800122787

15% Complete .

People Details

*First Name:
Pane

Programs Requested
*What is Jane Doe applying for:
Einone

Personal Details

*Gender:

*Date of Birth:

Number?

*What is Jane Doe's marital status?

Hispanic Origin:

Race {select all that apply):
I American IndianfAlaska Native
[Z slack/African American
[ white

Has Jane Doe ever applied for benefits in New Hampshire under any other [No
name (e.g., maiden name, nickname, etc.)? '

@Medica! Coverage for Children, Pregnant Women and Non-Disabled Adults Age 18-64

*Does this person have a Social Security Number?

*What is the reason for not having a Social Security

*Which of these best describes where Jane Doe is living:

W“w

1=

[Femaie [=]

o1 Jsles 171995
f NO B & If you give us an SSN right now, it will help us process your
application quicker. Providing your SSN is protected by the
Federal Privacy Act of 1974 as Amended.
Applied ) E{]

Never Married

| |
(InApartment, House, etc.

=]

I Asian
[T Native Hawaiian/Pacific Islander
i Other

=1

Figure 2-3: People Details (pictured: 18 year old applicant)

13-0018MM2
New Hampshire

=
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*Is Jane Doe a US Citizen? (No |

AR A AT

Immigration Information

*Does Jane Doe have an eligible immigration status? 2 a

*Has Jane Doe lived in the US since 19967 Yes [v]

Does Jane Doe have an Alien/USCIS Number? No

Does Jane Doe have an 1-94 Number? Yes !_:—l

*1-94 Number (24344353452

*Supporting Document: other =

*Document Description: 1-94 Machine Readable R i
Pregnancy F
Is Jane Doe pregnant or has she been pregnant recently? E]
Education
*What is Jane Doe's current enrollment status? Full-time [+ i
Disability
1s Jane Doe permanently disabled or blind? ) E,] E

Tax Filer Information
*Is Jane Doe planning to file a federal income tax return next year? [No. i:,:i

*1s Jane Doe a tax dependent claimed by a parent not living in the household? no  [=

Household Relationships

*Jane Doe is the [Daughter o of John Doe.
*1s Jane Doe a tax dependent of John Doe N0  [+]
“I5 John Doe a tax dependent of Jane Doe [No [+

e NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us

Figure 2-4: People Details (pictured: 19 year old applicant)
The following field changes will be implemented:

e “Has <Name> ever applied for benefits in New Hampshire under any other name (e.g., maiden name,
nickname, etc.)?”

o This field will be changed from always required to always optional
o It will continue to default as ‘No’ per existing functionality

e A new orange header, “Programs Requested”, will be added above the “Personal Details” orange header and
will include the Programs Requested question.

e “What is <Name> applying for:”

o The existing Programs Requested question will be moved below the “Programs Requested” orange
header.

o The following text will be added below this field that will dynamically appear if the individual in context
selects “None” for Programs Requested:

= “You have indicated you are not applying for benefits. You are only required to answer questions in
this application that have an orange asterisk.”

e “Does <Name> have a Social Security Number?”

o If at least one program is requested for the individual in context, this field will be required. This includes
dynamically changing the label to include a leading asterisk.

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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o If the individual in context selects “None” for Programs Requested, this field will be optional and visible.
This includes dynamically changing the label to omit a leading asterisk.

It will continue to default as blank per existing functionality

The current SSN text (“If you give us an SSN right now...”) below the SSN free form text box will be moved
such that it will now only be displayed with the high level SSN question

e “Social Security Number:”
o As per existing functionality this is only shown when a user enters ‘Yes’ to the high level SSN question.
o Ifdisplayed, this field will never be required for all individuals.

e “What is the reason for not having a Social Security Number?”
o As per existing functionality this is only shown when a user enters ‘No’ to the high level SSN question.

o If displayed, this field will be required for individuals who have selected at least one program for Programs
Requested. For non-applicants, it will be optional. :

o If displayed, it will continue to default as blank per existing functionality.
e “Is <Name> a US Citizen?”
o It will always be mandatory for applicants (clients requesting a program).
o This field will not be visible when the individual in context chooses “None” for the “What is <Name>
applying for:" question.
o It will continue to default as blank per existing functionality.
The following immigration information fields will show when the field “Is <Name a US Citizen?” is populated as
“No”.
e “US Entry Date”
o If MAGI Only is requested at the case level, this field will not be visible. Else, this field will be visible and
will always be required per existing functionality.
e “Immigration Status”
o This field will be removed entirely from the front-end for all programs requested at the case level.
¢ “Does <Name> have an eligible immigration status?”

o This will be a new mandatory question that will be visible for all programs requested (when US Citizen is
“No”). There will be a checkbox next to this field; if checked, the other immigration information fields will
be revealed (see specific logic for each question below).

If the checkbox is not populated, no other alien fields will be visible.
o A blue question mark icon will appear next to this field and will include the policies for declaring an
eligible immigration status, when selected by the user.
o “Has <Name> lived in the US since 1996?"

o This will be a new Yes/No field, only visible when MAG! Only has been requested at the case level and the
“Does <Name> have an eligible immigration status” checkbox is checked.
o If this field is visible, it will be required. g
o This field will default to blank.
e “Alien Status”

o If anything other than MAGI Only is requested at the case level, this field will be visible and required when
a user populates “Does <Name> have an eligible immigration status?” as “Yes”. Else, this field will not be
visible.

¢ “Does <Name> have an Alien/USCIS Number?”
o If the “Does <Name> have an eligible immigration status?” checkbox is checked, this field will be visible.

o If MAGI Only is requested at the case level, this field will always be optional if visible. Else, this field will
remain required per existing functionality.

13-0018MM?2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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¢ “Does <Name> have an |-94 Number?”

o Ifthe field “Does <Name> have an Alien/USCIS Number?” is populated as “No”, this field will be visible per
existing functionality.

o If MAGI Only is requested at the case level, this field will always be optional if visible. Else, this field will
remain required per existing functionality.

e For all Alien fields: “US Entry Date”, “Does <Name> have an eligible immigration status”, “Has <Name> lived in
the US since 1996?”, “Alien Status”, “Does <Name> have an Alien Registration Number”, “Alien Registration
Number”, “Does <Name have an 1-94 Number?”, “I-94 Number”, “Supporting Document” and “Document
Description”

o For all application types, if the user does not fill out all possible Immigration Information questions and
that individual is requesting at least one program, upon selecting the “Next” button for that individual a
Yes/No popup will appear before validation errors occur as well as before calling the Hub, that will read:
“we will be able to process your application more quickly if you provide your citizenship information.
Would you like to input the information now?”

»  If “Yes” is selected, the user will stay on the People Details page. If “No” is selected, validation errors
will appear if applicable, otherwise the user will be brought to the People Summary page per existing
driver functionality.

= ThisPJopup will only show once while the user is on the People Details page. If the user does not fill
in the applicable information and navigates back to the People Details page from a future page, the
user will see the same popup if the applicable information is not populated and the “Next” button is
selected. . y

e “What is <Name>'s current enroliment status?”
o This field will be moved up to be the first question in the “Education” section

o If at least one program is requested for the individual in context, and the individual is 19 — 20 years of age,
this field will be required. Else, this field will not be visible.

o This change will be implemented for applications where MAGI-Only is requested at the case level.
¢ “What is <Name>'s highest level of education?”

o This field will not be visible for MAGI-Only applications. For all other applications where MAGI is not
requested at the case level, this field will be visible and optional per existing functionality.

e “Is <Name> on active duty in the armed forces?”

o This field will not be visible for MAGI-Only applications. For all other applications where MAGI is not
requested at the case level, this field will be visible and optional per existing functionality.

e “Is <Name> a veteran?”

o This field will not be visible for MAGI-Only applications. For all other applications where MAGI is not
requested at the case level, this field will be visible and optional per existing functionality.

e “Is<Name> required to file a federal tax return next year?”
o This field will be removed entirely from the front-end.
e “Do <Name> and <Name> buy and prepare meals together?”

o This field will not be visible for MAG!-Only applications. For all other applications where MAGI is not
requested at the case level, this field will be visible and required, per existing functionality.

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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2.4 People Module - People Summary

Application #: 800122787

People Details

; rRelationship
z % : sow/E PP
Name/SSN Date of Birth to Applicant Student Status Pregnant View/Edit  Remove
= John Doe
2 10/1980 Appli
T & 000-00-0000 a0/ PpRcan et
= Jane Doe
01/05/1995 Daughte Full-Ti
# A o00-00-0000 i b gl [ E3i— QY Rerove |
*Are there any other people in your household that are applying for assistance or are a parent of a child El

under 18 that is applying for assistance?
Note: If you are applying for medical coverage, also be sure to include any tax dependents living with you.

e NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us

s Figure 2-5: People Summary
The following changes will be implemented:

e “Student Status”
o For MAGI Only applications, the first line will be blank if the questior:_“What is <Name>'s current
enrollment status?” is not displayed for that particuiar individual during appiication entry.
o For MAGI Only applications, the second line will always be left blank (i.e. the value for Highest Level
Completed).

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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2.5 Income Module - Employment Details

22 New Hampshire gz

Department of Health and Human Services

DHHS | My Account | Changetextsize: A A A
20% Complete Bl

I
- )

- Employment r AR il =2 T e B T -

*Is anyone in your household currently working at a job or has anyone lost a job in the last 30 days?  ves E

Application #: 360273234

*Wwho has or had the job? [Johnboe =

Employer Information
*Employer name: :9@0‘—" S!:_omre_

Employer Telephone Number: -0 -
Employer Address Information

Would you like to add the Employer Address? ‘No =]

Employment Details

*Date the job started: 10 /f__l_q__ j\;qgo

Job Title: _ “ *‘

*Do you still have this job? Yes B

Wage/Salary Information

*How often is John Doe paid? s *Average pay before taxes, including tips? *' . rage hours worked per pay period:
| Bi-Weekly = 400 . 3u |

Q NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us

Figure 2-6: Employment Details
The following field changes will be implemented:

e “Job Title”
o This field will be changed from always required to always optional
o It will continue to default as blank per existing functionality

13-0018MM2 Approval Date: 03/11/201 Eficctive Date: 10/01/2013
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2.6 Income Module - Self-Employment Details

NHeasy

DHHS | My Account | Change text size: A A A

Application #£: 360273234

|

" Self-Employment |

*Is anyone in your household self-employed? [ves [+]

*Who is self-employed? 'j(i_h_ﬁ_ﬁ_pg i 7 ’ - :7 =
Self-Employment Information

*what kind of self-employment is this? [child Care Provider  [+]

*What is the average monthly profit/loss after deducting expenses $132 o

(do not include monthly deprecation here)?
it

What is the monthly depreciation?

a NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us
Figure 2-7: Self-Employment Details
The following field changes will be implemented:

e “What is the monthly depreciation?”
o This field will be changed from always required to always optional

o It will continue to default as blank per existing functionality
e “What are the.average monthly hours worked?”
o This field will be removed from the page.

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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2.7 Income Module - Other Income Details

Other Income §

*Does anyone in your household get any other money? Yes E}

*Who gets any other money? John Doe ) [~]

Other Income Details

*Other income type: (Soc. Security Disabilty _[+]
*How often is he/she paid? [Bi-weekly [+]

*How much does John Doe receive, Bi-Weekly? sleoz

SS1/SSA/VA/RR Information
What is the Claim Number?

What is the Entitlement Date? mm |/ldd [/ yyyy

iy

@ NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us

Figure 2-8: Other Income Details
The following field changes will be implemented:

e “Other income type” :

o If MAGI Only is requested at the case level, the reference table TAUI that populates this field will be
restricted to display only MAGI countable income types.

o If a user proceeds past the screen, and then changes the Programs Requested at the case level, this field
will still show the initial filtered/unfiltered reference table. For example, if a user requests MAGI Only,
proceeds past this screen, and subsequently changes the Programs Requested at the case level, the initial
values populated in this “Other income type” change will not change if the user returns to this screen.

e “What is the Claim Number?”
o If displayed, this field will be changed from always required to always optional

o It will continue to default as blank per existing functionality

13-0018MM2 - Approval Date: 03/11/201 Effective Date: 10/01/2013

New Hampshire



2.8 Income Module - Yearly Income Details

Department of Health and Human Services

_ John Doe | Logout

*Does anyone in your household have income that changes from month to month? ' ] E]

o NH.gov | privacy policy | accessibility policy | non-discrimination policy | contact us

Figure 2-9: Yearly Income Details (No

{ ‘

*Does anyone in your household have income that changes from month to month? Yes_z

Yearly Income Information

*Who has income that changes from month to month? | John Doe E]
*What will be John Doe’s total income this year? $34s8

What will b2 John Doe's total income next year (if it is expected to be different)? Si

(oo

© NH.gov | privacy pdiicy | accessibility policy | non-discrimination policy | contact us

Figure 2-10: Yearly Income Details (Yes)
A new details page “Yearly Income” will be added in the Income Module and will always be displayed as the last
tab in the Income Module. If MA or MAGI-Only is requested at the case level, this tab will be scheduled in the
driver. Else, this tab will not be scheduled or visible to the client.

13-0018MM2 Approval Date: 03/11/201 Effective Date: 10/01/2013
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The following headers and fields will be added:
e Gateway Question 4
o “Does anyone in your household have income that changes from month to month?”
= This will be a mandatory, Yes/No question and will default to blank.
= |f Yes, the Yearly Income Information section will become visible.

= If arecord already exists and a user selects to add another record, this question will be hidden and all
subsequent questions will be shown per NH EASY standard.

e Yearly Income Information
o “Who has income that changes from month to month?”
= This will be a mandatory dropdown that will include all household members on the application.

= Household members will not show in the dropdown if he/she has already been associated with a
record in this screen.

o “What will be <Name>'s total income this year?”
= This will be a mandatory freeform text field and will default to blank.

= This will use the standard NH EASY money field and validation(s), and will require a value greater than
0 to be entered.

o “What will be <Name>'s total income next year (if it is expected to be different)?”
= This will be an optional freeform text field and will default to blank.
= This will use the standard NH EASY money field and validation(s).

2.9 Income Module - Yearly Income Summary

imrin mme e e
o r'm._

Name Income This Year Income Next Year View [ Edit Remave

John Doe _ $3,458.00 soc0o QEN D

*Does anyone else earn income that changes month to month? 5]

G

Close
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Figure 2-11: Yearly Income Summary
A new summary page “Yearly Income” will be added in the Income Module.
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The following columns will be added and populated with values from the Yearly Income Details page:
e Name
o This field will be populated with the value of “Who has income that changes from month to month?”
e Income This Year
o This field will be populated with the value of “What will be <Name>'s total income this year?”
e Income Next Year

o This field will be populated with the value of “What will be <Name>'s total income next year (if it is
expected to be different)?”

e The trailing question will be “Does anyone else earn income that changes month to month?”

o If Yes, the user will be taken to the Details page upon selecting the Next button where he/she can add
another person’s income.

o If No, the user will be taken to the Expense Module if applicable or the Finish Module upon selecting the
Next button.

2.10 Expense Module - Dependent Care Details

Department of Health and Human Services

e e L o ivscTtonst

. w

Depandant Care

*Does anyone in your household pay for child care or adult day care to be employed?

*Who pays for the care? [Dan J Lilly 5r

Dependent Care Information

*who needs this care? wife Q Lilly . - ) EJ
*Who is providing the care? [some Place

Expense Payment Information

*How often? | Bi-weekly =]

*How much does Dan 1 Lilly Sr pay? s213
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Figure 2-12: Dependent Care Details
The Dependent Care tab will be visible in the driver until December 31%, 2013 for all MAGI Only applications, in
order to accommodate the Healthy Kids program and MAGI in the same switch. Starting January 1%, 2014, this tab
will never show for MAGI Only applications.
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2.11 Expense Module - Child/Spousal Support Details

rrirrent webisite

Department of Health and Human Services

John Doe | Logout

Expense

s

“Does anyone in your household make support payments? _jr_és_ <]

*Who makes support payments? [lohnpoe [

*What kind of support is being paid: 'Spousal support  [+]
Actual Pay":i-lent Information

*How often? 'Bir-wréeki-;;ﬁ' =

*How much does John Doe pay? i ¢l32a |

* Are the support payments court ordered? Yes E}

How often? &

ifr

How much is John Doe ordered to pay? | B I, |
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Figure 2-13: Child/Spousal Support Details
The following field changes will be implemented:

e The tab label will be changed to “Support Payments”.
s “What kind of support is being paid”
o If MAGI Only is being requested at the case level, the only value that will be displayed/selectable in this
field will be “Spousal Support”. Else, both values will be selectable.
o The field order will be changed to be as follows:
Who makes support payments?
What kind of support is being paid:
How often?
How much does <Name> pay?

o 0 0O O

Are the support payments court ordered?

=  How often?

= How much is <Name> ordered to pay?

o “How often?” {Court ordered value)
o If displayed, this field will be changed from always required to alwavs optional
o |If displayed, It will continue to default as b!gnk per existing functionality

e “How much is <Name> ordered to pay?” (Court ordered value)
o |If displayed, this field will be changed from always required to always optional
o If displayed, It will continue to default as blank per existing functionality
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e A new validation will be added such that if the court ordered amount is > 0, then the opposite field not
populated will also be required.

2.12 Expense Module - Other Expenses Details

NHIPESY ——— oo

DHHS | My Account | Change text size: A A A
Application #: 960237496

Expense Information
*Who has the expense?

*what kind of expense is it? ,Sl_'uder_at Loan l‘ntere'ét' ) [g
payment Information

*How Often? (Monthly — [x]

*How much does this person pay? $1123.00
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Figure 2-14: Other Expenses Details
The following field changes will be implemented:

e “What kind of expense is it?” — For the dropdown option, “Student Loan Interest Pd,” change this value in the
reference table TDDT to “Student Loan Interest”.
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2.13 Other Module - Other State Assistance Details

Application #: 800122787

‘Oll‘wr State Assistance

*Has anyone in the household received benefits from another state? [ves [=]
*Who received benefits while living in another state? lio'hnj Doe ) =]
*Which state? j@ééﬁu_sé;‘tj:;:; El
Medicaid Benefit Details
*Did John Doe receive Madicaid in any other state? ves [l

*When did the assistance end? 10 /110 |/2000
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Figure 2-15: Other State Assistance Details
The following field changes will be implemented:

e “Did <Name> receive Cash benefits in any other state?”

o If MAGI Only is requested at the case level, this field (as well as its child fields) will not be visible.
e “Did <Name> receive Food Stamps in any other state?”

o If MAGI Only is requested at the case level, this field (as well as its child fields) will not be visible.
e “Did <Name> receive Child Care in any other state?”

o If MAGI Only is requested at the case level, this field (as well as its child fields) will not be visible.

e For this screen, the existing validation to have at least one of the above questions populated as “Yes” when the
gateway question “Has anyone in the household received benefits from another state?” is “Yes” will be
removed for MAGI Only applications.
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2.14 Other Module - Other State Assistance Summary

DHHS | My Account | Change text size: A A A

Application £: 800122787

'Other State Assistance

Name State Medicaid View/ Edit Remaove

John Doe Massachusetts Yes ﬁ %

*Has anyone else in your household received assistance from another state? [ =
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Figure 2-16: Other State Assistance Summary
The following changes will be implemented:

e “Cash”, “Food Stamps”, “Child Care”
o For MAGI Only applications, these columns will never be displayed.
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