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DEPARTMENT OF....A\LTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

150 S. Independence Mall West

Suite 216, The Public Ledger Building

Philadelphia, Pennsylvar ~ 19106-3499

CENTERS FOR MEDICARE & MEDICAID SERVICES

Region TI/Division of Medicaid and Children’s Health Operations

SWIFT #102220134027

APR 30 2014

Cynthia B. Jones, Director

Department of Medical Assistance Services
600 East Broad Street, Suite 1300
Richmond, VA 23219

Dear Ms. Jones:

Enclosed is an approved copy of Virginia’s State Plan Amendment (SPA) 13-0010-MM2, which
was submitted to CMS on October 4, 2013. SPA 13-0010-MM?2 incorporates the MAGI-based
eligibility process requirements, including the single streamlined application, into Virginia’s
Medicaid State Plan in accordance with the Affordable Care Act. The effective date of this SPA
is October 1, 2013.

The approval of SPA 13-0010-MM2 includes full approval of your State’s alternative single
streamlined paper application. The State is using an interim alternative single streamlined online
application used to apply for multiple human service programs. By December 31, 2014, Virginia
will implement a revised alternative online application that addresses CMS concerns outlined in
the companion letter issued with this SPA approval.

Enclosed is a copy of the Summary Page (CMS-179), the following S94 State Plan pages and
attachments to be incorporated within a separate section at the end of Virginia’s approved State
Plan:

e S94, pages S94-1 and S94-2
Attachment 1 —Alternative single streamlined paper application
o Standard Application for web
o Additional Person Supplemental Application
e Attachment 2 — Statement of use with respect to the alternative single, streamlined online
application
e Attachment 3- Statement related to the coordination of eligibility and enrollment

In addition, enclosed is a summary of State Plan pages which are superseded by SPA 13-0010-
MM2, which should also be incorporated into a separate section in the front of the State Plan.

¢ Superseding Pages of State Plan Material, 13-0010-MM2



P~ 2- Cynthia B. Jones

CMS appreciates the significant amount of work your staff dedicated to preparing this State Plan
Amendment. If you have any questions concerning this SPA, please contact Margaret
Kosherzenko at (215) 861- 4288 or Margaret. Kosherzenko(@cms.hhs.gov.

Sincerely,

IS/

WCullohgﬁ
Associate Regional Admindstrator
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~’ARTMENTOF.._ALT & HUMAN __../ICES
nters for M. & Medicaid ¢ ices
150 S. Independence Mall West

Suite 216, The Public Ledger Bui” = 3 -
Philadelphia, Pennsylvania 19106-3499 '

CENTERS FOR MEDICARE & MEDICAID SERVICES

Regior "/Division of Medicaid and Children’s Health Operations

SWIFT #102220134027

APR 30 2014

Cynthia B. Jones, Director

Department of Medical Assistance Services
600 East Broad Street, Suite 1300
Richmond, VA 23219

Dear Ms. Jones:

This letter is being sent as a companion to Centers for Medicare & Medicaid Services (CMS)
approval of Virginia’s (VA) State Plan Amendment (SPA) 13-0010-MM2. CMS is granting
approval for Form S94-Eligibility Process VA SPA 13-0010-MM2, which was submitted to
CMS on October 4, 2014. Our review of this submission included a review of the alternative
single streamlined paper and online applications developed by the State.

Until December 31, 2014, the State is using an interim, alternative single streamlined online
application used to apply for multiple human service programs. This interim application needs
to be revised to reflect the following changes.

Completion
Necessary changes Da tep
1. The following questions will not appear for household members not seeking any
benefits: December
31,2014
e Residency questions (other than information needed to determine whether
household members live together)
e All citizenship and immigration questions
e Non-MAGTI screening questions related to blindness, disability, and
Medicare
e MCO Selection
o The attestation which states "I understand that my signature on this
application certifies, under penalty of perjury, that I am a U.S. Citizen or
alien in lawful immigration status (unless applying for emergency services
only.).
2. The following questions will not appear on application for health coverage only. | December
e Questions regarding roomer/boarder 31,2014
¢ Questions regarding income not countable under MAGI, such as SSI and




child support income {INote: S>1 rﬁg be asked as—ﬁesmgauestion of
applicants only as a non-MAGI screening question)

e Questions regarding dependent care bills

e Questions regarding school enrollment status and grade completed, except
for 18-22 year-olds as needed.

3. Questions about the cost of the employer-sponsored coverage premium will be December
moved to follow the question regarding the name of the lowest cost plan. 31,2014

Please submit the revised alternative online application to CMS for review no later than
December 1, 2014 to ensure approval by December 31, 2014. We continue to be available to
provide technical assistance. If you have any questions about your application, please contact
Dena Greenblum at Dena.Gree—*"-n@cms.hhs.gov or (410) 786-8684. If you have any
questions about this letter or need any additional information, please contact Margaret
Kosherzenko of my  staff at  either 215-861-4288 or by email at
Marg~-~*.Kosherzenko@gc— - hhs.gov.

Sincerely,

1S/

%I;C;S)Wc&ﬂlﬂhgh T
fate Regional AKdl}hinistrator

Enclosures
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VA.0380.R00.00 - Oct 01, 2013 Page 1 of 2

Medicaid Qtata Plan Eljgibility: Summary Page (CMS 179)

State/Territory name: Virginia

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.

VA-13-0010

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

Federal Statute/Regulation Citation
Section 1902(e)(14) of the Social Security Act

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

Subject of Amendment
S94 —Eligibility Process: Submission of the alternative single, streamlined Medicaid/CHIP application
developed by Virginia, the eligibility redetermination process, and confirmation of coordination of eligibility and
enrollment between Medicaid, CHIP, Exchanges and other 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:
Secretary of Health and Human Services

Signature of State Agency Official

Submitted By: Brian McCormick
Last Revision Date: Mar 24, 2014
Submit Date: Oct 4, 2013

http://157.199.113.99/MMDL /faces/protected/mac/c01/print/Pri... 04/08/2014
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The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility
groups 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 follows, consistent with 42 CFR 435.916:

{H] Once every 12 months

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

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

— 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

] 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, 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
Ofticer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

_ Page 2 of 2
TN No. 13-0010-MM2 Approval Date: 04/15/2014 Effective Date: 10/01/2013

Virginia S94-2
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Application for Health Coverage & Help Paying Costs

Use this application
to see what

coverage choices
you qualify for

@ Who can use this
application?

=
© Apply faster
¥ S online
O
|_..
et What you may
ng need to apply
T
|_..
Why do we ask for

this information?

What happens next?

Get help with this
application

© 0 @

*  Free or low-cost insurance from Medicaid, FAMIS or Plan First

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

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

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

« 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.

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

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

+ If you are disabled and/or need assistance with nursing home or
community based care, you may need to complete Appendix D.

Apply faster online at commonhelp.virginia.gov.

For more information about Medicaid, FAMIS and Plan First visit
coverva.org.

» Social Security Numbers (or document numbers for any legal immigrants
who need insurance)

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

»  Policy numbers for any current health insurance
 Information about any job-related health insurance available to your family

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

If you use this paper application, send your complete, signed application
to the local Department of Social Services in the city or county where

you live. They will follow up with you to obtain additional information.
Your application should be pracessed within 45 days from the date it was
received.

* Phone: Call Cover Virginia at 1-855-242-8282.

+ In person: There may be application assisters in your area who can help.
Visit our website at caverva.org or call 1-855-242-8282 for more
information.

» En Espafiol: Llame a nuestro centro de ayuda gratis al
1-855-242-8282.

NEED HELP WITH YOUR APPLICATION? Visit coverva,org or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.

10/1/2013
TN No. 13-0010-MM2

Cover Page
Appoval Date: 04/15/2014 Effective Date: 10/01/2013

Virginia Alternative Singie Streamlined Paper Application-1
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Tell us anout 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 K. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number
1y, City 11. State 12. ZIP code 13. County

14. Phone number 15. Other phone number

( )y - ( )y -

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

Email address:

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

Tell us about your family.

Who do you need to include on this application?

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

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

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

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

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una

copia de este formulario en Espafol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the

customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.

10/1/2013 Page 1 of 8
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
Virginia Altemative Single Streamlined Paper Application-2






N 1 iR 2 18(0] NIk IR (Continue with yourself)

Current Job & ...:0...2 Information

(O Employed (0 Not employed ] Self-employed
If you're currently employed, tell us Skip to question 29. Skip to question 28.
about your income. Start with question
19.

CIPDENT JOB 1:
14. employer name and address

20. Employer phone number

cy -

21. Wages/tips (before taxes) [JHourly [Jweekly [Jevery 2 weeks {Twiceamonth [IMonthly [JYearly
$

22. Average hours worked each WEEK

FURRENT INR 2: (If uni have mere inhs and need more space, attach another sheet of paper.)

<3. employer name and auauress }24. Employer phone number
25. Wages/tips (before taxes) [ JHourly [Jweekly [JEvery2 weeks []Twiceamonth []Monthly []Yearly
L

<o. Average hours worked each WEEK

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

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

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

$

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

s Jnemployment $ How often? __ [ Net farming/fishing $__ _ How often?
[J pensions s How often? [} Net rental/royalty $___ How often?
[ sociat Security $ How often? [ other income $ _ __ Howoften?
[JRetirement accounts ~ $ How often? Type:

[ Alimony received s How often?

30. 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 littte lower,

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).
[ Alimony paid $ __  Howoften? [CJother deductions $ _  Howoften?
[dstudent loaninterest $______ Howoften? Typer =~

31. 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 the Cover Virginia website at coverva,org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espariol, lame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
10/1/2013 Page3of 8
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
Virginia Altemmative Single Streamlined Paper Application-4
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Current Job & Income Information

J Employed [J Not employed [] Self-employed
If PERSON 2 is currently employed, Skip to question 30. Skip to question 29.
tell us about their income. Start with
question 20.

CURRFNT INR 1
20. Empnoye; narme and address

21. Employer phone number

() -

22. wages/tips (before taxes) [JHourly [1wWeekly [JEvery2weeks [Twiceamonth [IMontnly []Yearly -
$

23. Average hours worked each WEEK

CURRENT JOB 2: (If PERSON 2 has more jobs and needs more space, attach another sheet of paper.)
24. Employer name and address

25. Employer phone number

() -

26. Wages/tips (before taxes) [JHourly [JWeekly []Every 2weeks []Twice amonth [IMonthly []Yearly
$ _

27. Average hours worked each WEEK

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

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

a. Type of work b. How much net income (profits once business expenses are
paid) will PERSON 2 get from this self-employment this month?

$

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often they get it.
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security income (SS1).

O None

] Unemployment $ How often? [INet farming/fishing $ __ How often?
O rensions s Howoften? L] Net rental/royalty $_ How often?
[ social Security $ Howoften? [J other income $ _ Howoften?
[ Retirement accounts ~ $ How often? ____ o Type: — — —

[ Atimony received S How often?

31. DEDUCTIONS: Check all that apply, and give the amount and how often they 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 the answer to net self-employment (question 29b).

(Jalimony paid $  Howoften? [Jother deductions $___ Howoften?
[Jstudent ioaninterest $____ Howoften? Type:

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

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

$ $

THANKS! This is all we need to know about PERSON 2.
If you have more than two people to include, complete the Additional Person single page supplement form.

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, llame 1-855-242-8282. if you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
10/1/2013 Page5of 8
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
Virginia Altemative Single Streamiined Paper Application-6



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

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

w:f No, skip to Step 4.
v fes. If yes, go to Appendix B.

Your Family’s Health Coverage

Answer these questions for anyone who needs health coverage.

1. Is anyone enrolled in health coverage now from the following?
[ ¥Es. 1f yes, check the type of coverage and write the person(s) name(s) next to the coverage they have. [] NO.

" Medicad O Employer insurance
] ramis Name of health insurance:
] Plan First Policy number:

Is this COBRA coverage? [ 1Yes [[INo

Is this a retiree health plan? []Yes [INo
{1 TRiCARE {Don't check if you have direct care or Line of Duty) {1 other

Name of health insurance:

1 Medicare

Policy number:

1 veterans Administration health care programs
is this a limited-benefit plan (like a school accident policy)?

[Jves [INo

[ peace Corps

Ol marketplace

2. is anyone listed on this application offered health coverage from a job? Check yes even if the coverage is from someone else’s job,
such as a parent or spouse.

[C1YEs. if yes, you'll need to complete and include Appendix A. s this a state employee benefit plan? [} yes [ INo
[CINoO. If no, continue to Step 5.

* REASONS CHILD'S HEALTH INSURANCE ENDED: 1 Parent or stepparent changed jobs or stopped employment and no other employer
contributes to the cost of family coverage. 2 Parent or stepparent’s employer stopped contributing to the cost of family coverage and no other
employer contributes to the cost of family coverage. 3 insurance company discontinued coverage because child is uninsurable. 4 Cost of
insurance exceeded 10% of monthly income (before taxes). 5 Insurance stopped/dropped by someone other than parent or stepparent living
with child. 6 Stopped/dropped a COBRA policy. 7 Other.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1191. The time required to complete this information collection is estimated to average {Insert
Time (hours or minutes)] per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review
the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850.

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva,org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, llame 1-855-242-8282. if you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
10/1/2013 Page 6 of 8
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
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@ 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.

* lunderstand that for individuals enrolled in managed care, a premium is paid each month to the MCO for the person’s
coverage. If the child or pregnant woman is not eligible for FAMIS, FAMIS Plus, FAMIS MOMS, or Medicaid because | did not
report truthful information or failed to report required changes in my family size or income, | may have to repay the monthly
premiums paid to the MCO. I may have to repay these premiums even if no medical services were received during those
months.

I know that | must tell the local Department of Social Services if anything changes and is different than what | wrote on this

application. [ can visit www,commonhelp to report any changes. | understand that a change in my information could affect
the eligibility for member(s) of my household.

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

* | confirm that no one applying for health insurance on this application is incarcerated {detained or jailed). If not,

is incarcerated.

(name of person)

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

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 Medicaid or
FAMIS programs or the Marketplace to use income data, including information from tax returns. | understand that | will receive
notification of the outcome of my renewal. | understand that | can opt out at any time.

Yes, renew my eligibility automatically for the next

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

O4years [3years [J2years [J1year [JDon'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.

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

* Ifyes, | 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.

My right to appeal
If I think Medicaid, FAMIS or Plan First has made a mistake | can contact them at www.coverva.org or call 1-855-242-8282.
Instructions for filing an appeal will be included on my notice and are also available on the coverva.org website.

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

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

Signature Date (mm/dd/yyyy)

—1 m—
Ei!:g' Mail completed application.

Mail your signed application to:
The local Department of Social Services in the city or county in which you live

As a citizen of the Commonwealth of Virginia, we are required to provide you with the opportunity to register to vote when
applying for benefits. If you are not already registered and you want to register to vote, you can complete a voter registration
form at www.sbe.virginia.gov.

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at cOvVerva.org or call us at 1-855-242-8282. Para obtener una

copia de este formulario en Espariol, lame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the

customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.

10/1/2013 Page 7 of 8
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hlm Consent to Share User Profile Information

The Virginia Department of Social Services (VDSS) would like to use some of the personal information that you have provided on
your application about you and your dependents to create your User Profile. VDSS is asking for permission to share your User
Profile electronically with the state agencies listed below. Each agency will be told when you make a change to the infarmation in
your User Profile. This will allow you to save time by only providing User Profile information once when visiting these agencies.

Legal notice

The data being shared

Your User Profile will only be created if you agree to share it and you are eligible for assistance. Your User Profile will contain
first name, last name, middle initial, suffix (Jr., Sr., etc.), current home address, date of birth, Social Security Number and
Medicaid identification number (if applicable), email address, home phone, driver's license ID and cell phone number. However,
you can share your User Profile without sharing your Social Security number; this will not affect your eligibility. Your Medicaid
identification number will only be shared with VDSS and your local department of social services. Because the User Profile is
based on your application for assistance, the agencies named below also will know that you are receiving assistance.

Agencies Included and Allowed Use

Below are the agencies that will get your information. The reasons they have requested your User Profile and what they will be
allowed to do with your User Profile are listed.

Sharing your User Profile will allow them to update the information in their computers, saving taxpayer dollars. It may save you a
visit to one of these agencies because your information has been changed electronicatly.

The Department of Motor Vehicles (DMV) would like a copy of your User Profile when it changes. DMV can change your address
for cars you own or driver’s license/identification card information they have for you. They will send you a card automatically
through the mail to complete this update.

The Virginia Information Technologies Agency (VITA) operates an electronic system known as Enterprise Data Management
(EDM). EDM contains data that you have already provided to DMV for your driver’s license or identification card. If you give
permission to share your User Profile, EDM will match the DMV data and your User Profile, and share this information with your
local department of social services and DMV. If the data does not match, DMV or your local department of social services may
contact you to confirm the information. Email address, home phone number, cell phone number and Medicaid identification
number may be reviewed by a local department of social services worker inside EDM to identify possible duplicate User Profiles.

If you choose not to share your User Profile

Your information will remain only with the Department of Social Services. Choosing not to share your User Profile will not affect
your eligibilityfor assistance.

Social Security Number

Including your Social Security Number {SSN) in your User Profile is your choice. The SSN is used to match your User Profile with
DMV data in EDM easily. Your SSN is kept confidential.

Dependents

This request is for your own User Profile and for the User Profile of any person who is your lega!l dependent, including your
children under age 18, any person for whom you serve as legal guardian, or any other person for whom you have the authority
to agree to share information.

To stop sharing of your User Profile

You can stop sharing your User Profile at any time by going to www.commonhelp.virginia.gov and changing your decision to
share. You can also change your decision to share your User Profile by visiting your local department of social services.

How long consent to share lasts

Your permission to share your User Profile will remain active for one (1) year from the date you approve, uniess you change
your decision to share sooner. Your agreement for any minor child who turns 18 will be stopped on the date of the child's 18th
birthday. That individual then will be asked to agree to share his information.

You will be asked to share your information every time you make a change to the information that is used in your User Profile.

Giving Consent

1 have reviewed the Consent language contained here and hereby authorize the Commonwealth to:

[1 share my User Profile with the specified agencies. Include Social Security Number when creating my User Profile.

[1 My User Profile can be shared with the specified agencies, but do not include Social Security Number when creating my User
Profile.

[J Do not allow my User Profile to be shared.

NEED HELP WITH YOUR APPLICATION? visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una

copia de este formutario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the

customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.

10/1/2013 Page 8of 8
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
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APPENDIYX A i

il
COVER VIRGINWA
- -

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 Iinformation

1. Employee name (First, Middle, Last) 2. Employee Social Security number
EMPLOYER Information
E_Empnuyer name 4. Employer |dentification Number (EIN)
5. Employer address 6. Employer phone number

() -
7. City 8. State 9. ZIP code

10. Who can we contact about ermpioyee 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, ar will you become eligible in the next 3 months?
[ves (Continue)

13a. If you're in a waiting or probationary period, when can you enrolt in coverage?

mm/dd/
List the names of anyone else who is eligible for coverage from this job. ( YY)

Name: Name: Name:

Ono (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 heaith plan that meets the minimum value standard*? [Jves [JNo

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? (I weekly [ Every 2 weeks [JTwice amonth [Jonce amonth [ Quarterly [Jvearly

16. What change will the employer make for the new plan year (if known)?
M employer won't offer health coverage

« Jmployer 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? [J Weekly O Every 2 weeks 1wice amonth  [donce amonth O Quarterly d Yearly

Date of change (mm/dd/yyyy):

*An employer-sponsored health ptan 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)(CXii) of the Internal Revenue Code of 1986)

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una copia de este
formulario en Espafiol, ilame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.

10/1/2013

TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
Virginia Altemative Single Streamlined Paper Application-10



EMPIOYFR COVERACE TOOL G

| L]
UsE LII> WU W Nelp answer questions in Appendix A about any employer health coverage that you're eligible for (even if it's from
another person’s job, like a parent or spouse). The information in the numbered boxes below match the 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
tool for each employer that offers health coverage.

EMPLOYEE Information

The employee needs to fill out this section.
1. Employee name (First, Middle, Last) 2. Social Security Number

@ EMPLOYER Information

Ask the emblayer for this information.

3. Employer name 4. Employer Identification Number (EIN)
5. Employer address (the Marketplace will send notices to this 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. Phonie nurnber (if different from above)  [12. Email address

() -

13.1s tm;nployee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
[JYes (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) (Continue}

[One (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?
[ Yes. Which people? []Spouse [] Dependent(s)
CNo

(Go to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?
[Jves (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 didn't 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? [ Weekly [ &very 2weeks [JTwicea month [JOnce amonth [ Quarterly [ vearly

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?
d Employer won't offer health coverage

O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.

* (Premium should reflect the discount for wellness programs. See question 15.)
a, How much will the employee have to pay in premiums for that plan? $

b. How often? [1weekly [JEvery 2weeks [JTwice a month [1Once a month [JQuarterty [1vearly
Date of change (mm/dd/yyyy):

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

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.arg or call us at 1-855-242-8282. Para obtener una copia de este
formulario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
10/1/2013

TN No. 13-0010-MM2 Appovali Date: 04/15/2014 Effective Date: 10/01/2013
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APPENDIX R @gmm

reme s e v ruaona ative 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
health 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.

Al/AN PERSON 1 ; Al/AN PERSON 2

1. Name First Middle First Middle
(First name, Middle name, Last name)
Last Last
2. Member of a federally recognized tribe? [dves [dves
if yes, tribe name If yes, tribe name
Ono [CONo
3. Has this person ever gotten a service fromthe | [ ves Cyes
Indian Health Service, a tribal health program,
or urban Indian health program, or through a [ONo [INo
referral from one of these programs? If no, is this person eligible to get If no, is this person eligible to get
services from the Indian Health Service, services from the Indian Health Service,
tribal health programs, or urban Indian tribal health programs, or urban Indian
heaith programs, or through a referral health programs, or through a referral
from one of these programs? from one of these programs?
[Oves [No [Oves [CINo
4. Certain money received may not be counted $ $
for Medicaid, FAMIS or Plan First. List any
income (amount and how often) reported on How often? How often?

your application that includes money from

these sources:

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

= 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 the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espariol, lame 1-855-242-8282.. If you need help in a language other than English, call 1-855-242-8282. and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590 .
10/1/2013
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
Virginia Altemative Single Streamlined Paper Application-12



APPENDIX G

I |

Assistance with Cc...pleting this Application

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters
related to this application, including getting information about your application and signing your application on your behalf. This
person is called an “authorized representative.” If you ever need to change your authorized representative, contact the local

Department of Social Services. If you're a legally appointed representative for someone on this application, submit proof with the
application,

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

2. Address 3. Apartment or suite number

4. City 5. State 6. ZIP code

7. rnione number

() -

8. Organization name 9. ID number (if applicable)

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

10. Your signature 11. Date (mm/dd/yyyy)

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.

v, mpplication Staru uate (mm/dd/yyyy)

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

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

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una copia
de este formulario en Espariol, lame 1-855-242 8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer
service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
10/1/2013
TN No. 13-0010-MM2 Appoval Date: 04/15/2014 Effective Date: 10/01/2013
Virginia Altemative Single Streamlined Paper Application-13






STEP 2: ADDITIONAL PERSON

Current Job & Income Information

(O Employed O Not employed [ Self-employed
If this PERSON is currently employed, Skip to question 30. Skip to question 29.
tell us about their income. Start with
question 20.

CURRENT JOB 1:
20. Employer name and address 21. Employer phone number
22. Wages/tips (before taxes) [JHourly [Jweekly [JEvery 2weeks [JTwice amonth [IMonthly [JYearly

$
23. Average hours worked each WEEK

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

24. Employer name and address 25. Employer phone number
26. Wages/tips (before taxes) [JHourly [Iweekly []Every 2weeks []Twice a month [JMonthly []vearly

$ o

27. Average hours worked each WEEK

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

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

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

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

[ None

[J unempioyment $ How often? [ Net farming/fishing $_ _ How often?
[Pensions $ How often? [] Net rental/royalty $ ____ Howoften?
[Jsocial Security s Howoften? __ [ other income s How often?
[JRetirement accounts $ Howoften? ___ Type:

[(J Alimony received 3 How often?

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

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

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 29b).
[J Alimony paid $ __ Howoften? (1 other deductions $_ Howoften?
[Ostudentloaninterest $___ Howoften? Type:

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

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

THANKS! This is all we need to know about this PERSON.
if you have more people to include, complete another Additional Person single page supplement form.

NEED HELP WITH YOUR APPLICATION? visit the Cover Virginia website at coverva.orgor call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.

10/1/2013

TN No. 13-0010-MM2 Approval Date: 04/15/2014 Effective Date: 10/01/2013
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

1 Paper Applicati~ Online Application

TRANSMITTAL NUMBER: STATE:

13-0010-MM2 Virginia

Through December 31, 2014, the state is using an interim alternative single streamlined application. After
December 31, 2014, the state will use a revised alternative single streamlined application. The revised
application will address the issues outlined in the CMS letter, which was issued with the approval of this state
plan amendment, concerning the state’s application. The revised application will be incorporated by reference
into the state plan.




COORDINATION OF ELIGIBILITY AND ENROLLMENT

TRANSMITTAL NUMBER:

13-0010-MM2

STATE:

Virginia

Notwithstanding the final checked statement on page 2, the single state agency has not entered into an
agreement with the Federally-facilitated Marketplace to date. The single state agency will make a good faith
effort to enter into a memorandum of agreement with the Federally-facilitated Marketplace as soon as possible.
At such time the agreement is signed, it will be incorporated by reference into this attachment.







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

1508, Independence Mall West

Suite 218, The Public Ledger Building

Philadelphia, Permwylvania 19106-2499

CENTERS FOR MEDICARE & MEDICAID SERVICES

Region HI/Division of Medicaid and Children’s Health Operations

SWIFT #102220134027
NOV 21 2014

Cynthig B. Jones, Direcior

Depeartment of Medical Assistance Services
600 East Broad Street, Suite 1300
Richmond, VA 23219

Dear Ms. Jones:

On April 15, 2014, the Centers for Medicare & Medicaid Services (CMS) approved Virginia's
State Plan Amendment {SPA) 13-0010-MM2 with an effective date of October 1, 2013, This
SPA inchuled approval for the State fo use an interim alternative single streamlined onfine
application until December 31, 2014,

The CMS has reviewed the changes submitted with respect to Virginia’s alternative single
strearnlined online application. The revised application addresses the concerns outlined in the
companion letter that was issued with the SPA approval. This letter serves as official approval
of Virgmia's shiernative single streamlined online application with an approval date of
WNovember 14, 2014 and an effective date of March 9, 2015,

Enclosed is a copy of the approved alternative single streamiined online application. Please
incorporate these pages into the State Plan following the asttachment to 554 entitled “Use of the
Alternative Single Streamlined Application.”

If you have any additional questions or require any further assistance, please contact Margaret
Kosherzenko at 215-861-4288 or Margaret. Kosherzenko(@oms. hhs.gov.

Sincerghy;
1S/

Francis McCulloiph
Associate Regional Administrator

Enclosure




CommonHelp — Health Care Coverage
Application Process

October 15, 2014

TN No. 13-0010-MM2 Approval Date: 11/14/2014 Effective Date: 03/09/2015

Virginia Revised Alternative Single Streamlined Online Application
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Home Page — Mandatory

Agencies | Governor

CommonHelp

HELPIN

HEALTH CARE ONLY ALL BENEFIT PROGRAMS

Apply for Health Care Coverage for you and your family Apply for help with food, child care, heating and.cooling

bills, health care and cash assistance

ET STARTE! ‘ARTED

v (2] &

RENEW MY BENEFITS CHECK MY BENEFITS AM | ELIGIBLE? REPORT MY CHANGES

PARTNER AGENCIES ABOUT COMMONHELP

inia government agencies and partners
ipating in CommonHelp:

ABOUT BENEFITS

See how assistance benefits can work for you Vil
and your family by reading program descriptions parti
below:

VIDEOS

Virginia Division fo
for Aging and Rehabil

ging - Department
ion Services

B Using CommonHelp after applying

Department of Medical Assistance Services

programs " )
or Cooling) Department of Social Services SHIDES

W CommonHelp Quick Guide

come households may receive assistance

W CommonHelp FAQs

o buy eligible food

1 authorized ret:
milies & Children)

ers.

o Children’s Health Insurance (FAMIS/FAMIS Plus)
§ Pregnant Women

lind, or Disable:
icare Part D Costs

Savings Program {Medicaid for Me:
Beneficiaries)

Temporary Cash Assistance for Fam ith Minor

b TANF is designed to help needy families achieve
self-sufficiency. Virginia has received block grants
to operate programs that accomplish this.

CommonHelp has been evaluated for Section
508 compliance standard with AccVerify®.

«“./ & —r > &
|

-2 -

TN No. 13-0010-MM2 Approval Date: 11/14/2014
Virginia Revised Alternative Single Streamlined Online Application
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Home Page — Sample Hover Action on All Benefit Programs Door and Check My Benefits

TN No. 13-0010-MM2
Virginia

CommonHelp bl Espano? | el

LPING THOSE IN NE

ALL BENEFIT PROGRAMS

Apply for help with food, child care, heating and
cooling bills, health care and cash assistance

.

Need assistance filling out this application?

1-855-635-4370

GET STARTED

HEALTH CARE ONL

Apply for Health Care Coverage for you and your family

GET

ABOUT BENEFITS

v
~
RS CHECK MY BENEFITS 9

Check the status of my
RENEW MY BENEFITS application or get information AM | ELIGIBLE? REPORT MY CHANGES

about my case.

PARTNER AGENCIES ABOUT COMMONHELP

See how assistance benefits can work for you Virginia government agencies and partners VIDEOS
and your family by reading program descriptions participating in CommonHelp:
below:

. . - @M How to apply for assistance
Virginia Division for the Aging - Department = S

for Aging and Rehabilitation Services

B Using CommonHelp after applying

ded to eligible famil
child care so they can

Department of Medical Assistance Services

GUIDES

M CommonHelp Quick Guide
W Commonkielp FAQs

t of Social Services

= Cov amilies & Chi
hildren’s Health Insurance (FAMI

are Part D
Savings Program (Medicaid for Medicare
Beneficiaries)

Temporary Ca:
Children (TANF'

self-sufficiency. Virginia has received block gra

to operate programs that accomplish this

CommonHelp has been evaluated for Section
508 compliance standard with AccVerify®.

gt & — &

CommonHelp is provided by the

Approval Date: 11/14/2014 Effective Date: 03/09/2015

Revised Alternative Single Streamlined Online Application
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Screening for Health Care Coverage

TN No. 13-0010-MM2 Approval Date: 11/14/2014 Effective Date: 03/09/2015
Virginia Revised Alternative Single Streamlined Online Application
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Welcome Page — Mandatory

———
-/ Welcome

CommonHelp
Welcome to CommonHelp! This website is a quick and easy way for people who live in Virginia to find out if they might be able to receive:

® Help with buying food

® | ow or no-cost health care

® Help with buying prescription drugs

® Help with paying for child care

® Home energy assistance

® Temporary cash assistance for families with minor children

This website will take you about 15 minutes to use. We will ask you to tell us about the people in your home, the money you receive from a job or other places,
your housing costs, medical bills, and child care expenses. What vou tell us will stay private and safe.

When you are finished we will tell you if you may be able to receive help through programs like SNAP (Supplemental Nutrition Assistance Program), Health Care
Coverage (Medicaid/FAMIS), Child Care, TANF (Temporary Assistance for Needy Families) and Energy Assistance.

This website only provides a check to see if you might be able to get help. You will have to apply for these programs to get a final decision about assistance, but
we will let you know how to do that. If you want to apply online for SNAP (Supplemental Nutrition Assistance Program), Health Care Coverage, Child Care, TANF
(Temporary Assitance for Needy Families), Energy Assistance and/or Other Medicaid Programs (such as coverage for elderly or disabled individuals, long term
care senvices, etc), then click here, If you want to apply online for only Health Care Coverage, then click here or call 1-855-242-8282.

Ready to get started? Use the mouse to select the type of programs that you would like to see if you may be eligible for! Please do not use the Forward, Back or
Stop buttons on your browser. Instead, use the CommonHelp buttons at the bottom of each page.

Please select the type of programs that you would like to see if you may be eligible to receive.

HEALTH CARE ONLY ALL BENEFIT PROGRAMS

Health Care Coverage for you Benefit Programs and Health Care Coverage
and your family for you and your household

EXIT

CommonHelp is provided by the Virginia Department of Social Services
Toll-Free Helpline:1-855-635-4370 | Email: mailto.commonhelp@dss virgini ?subject=Virgini mmonHelp%
Commonwealth of Virginia - 2014 - Terms of Use - Privacy Policy

-5-

TN No. 13-0010-MM2 Approval Date: 11/14/2014 Effective Date: 03/09/2015
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Your Home (1/2) — Mandatory

About You and Your Family

Let us get started! First, please tell us a little bit about you. Feel free to use a nickname or your initials.

You can click the Page Help button if you have a question about what we're asking.

Add additional household members for the people in your family that are included on your federal taxes. If you don't file federal taxes, just add the family
members living with you (spouse and children under 21). Ifthere is a child in your home who is younger than 1 year old, please type in 0 for his or her age.

Household Member Detail

—

* First Hame:

= Age:

People in your Home

-AHE

Mary 25

Change or Remove

y.8
9.8

Peter 14

Additional Information

. ADD ADDITIONAL HOUSEHOLD MEMBERS

*Where do you live 7

*|s anyone in your home currently pregnant? &

) Yes
* |5 anyone in your home blind or disabled? D Yes
*Was anyone in your home receiving foster care and Medicaid on their 18th birthday? 0 Yes

-6-

Approval Date: 11/14/2014
Revised Alternative Single Streamlined Online Application
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Your Home (2/2) — Mandatory

Your Money

Mext, tell us the gross monthly income for everyone you have listed above. This includes any income from a job, self employment, or other income (such as
social security, unemployment payments, etc)

We know that money is a very private manner, but we need to ask about itfo see if you might be able to get assistance.

When you type in your answers, do not use dollar signs (8) or commas (). For example, type 1234.56, not 51,234 .56,

If you do not know how much you receive each month, please enter your best guess or use .! % Calculator i
the calculator.

Gross Monthly Household Income (before taxes and deductions) 50.00

CommaonHelp is provided by the Virginia Denartmnnt UTQGCIEII Sewlces
Toll-Free Helpline:1-855-635-4370 | Email; mailio.comm I

Commonwealth of Virginia - 2014 - Terms of Use - Privacy Policy
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Income Calculator — Pop-up window upon clicking Calculator button on previous page

John

Mary

O

&

Income Calculator

First, please tell us about each person who eams money from a job or self employment

When you type in your answers, do nof use dollar signs ($) or commas (). For example, type 1234 56, not $1,234.56,

Income 1:
Income 2:
Income 3:

Income 1:
Income 2:
Income 3:

Type of Income How much does John receive  How often does John receive this
before taxes and deductions? type of income?

50.00

50.00

$0.00

Type of Income How much does Mary receive  How often does Mary receive this
before taxes and deductions? type of income?

$0.00

$0.00

$0.00

Calculated Monthly Household Income

Monthly Household Income: 50.00

TN No. 13-0010-MM2
Virginia

CommonHelp is provided by the Virginia Department of Social Senvices
Toli-Free Helpline:1-855-635-4370 | Email: commonhelpi@dss virginia goy
Commonweaith of Virginia - 2014 - Terms of Use - Privacy Policy

-8-
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Screening Results for people who may be eligible — Mandatory

100% Complete

Your Results

We looked at what you told us today to see if you may be able to get help with Health Care Coverage.
You will have to apply for this program to get a final decision and we will let you know how to do that. Keep in mind that you always have the right to apply, no
maiter what this website tells you.

It looks like you may be able to get Health Care Coverage
® Based on what you told us, it looks like someaone in your household may be able to getlow or no-cost health care. | Learn More
® Health Care Coverage programs may pay for most services you get from State approved health care providers. It may
also pay for prescriptions (unless you are also getting Medicare). You may have a small co-payment for some services
and prescriptions.
® Meadicaid provides limited coverage for Medicare beneficiaries. Medicaid pays for Medicare Part B premiums and may
pay for Medicare deductibles and co-payments.
® A special note for immigrants: getting low- or no-cost health care will not hurt your immigration status. Keep in mind that
in some cases, immigrants are only able to get health care in emergencies.
® Please note that some adults may only qualify for PlanFirst which provides limited family planning services.

To obtain more information about Health Care Coverage, please click on the "Learn More™ button. Clicking on the "Learn
More™ button and/or below links will take you to a new browser window, please close the new browser window to return
to this screen.

Finding Affordable Health Care in Virginia

211 Virginia.

Next Steps
Please click the next button at the bottom of the page to print the summary of results andfor apply for assistance. For more information on Health Care Coverage
through Medicaid, FAMIS, or Plan First, visit www.coverva.ora. If you have questions or need help applying, contact Cover Virginia at 1-855-242-8282, Monday

through Friday, 8:00 am.to 7:00 p.m. or 9:00 a.m. to noon on Saturday. Interpretation services are available. (TDD 1-888-221-1590 for deaf and hearing impaired);
or click on the “Learn More” button above.

_

CommonHelp is provided by the Virginia Deparment of Social Sevices
Toll-Free Helpline:1-855-635-4370 | Email: mailto:commonhelp@dss virginia.gov?subject=Virginia%20CommonHelp%20Support
Commonwealth of Virginia - 2014 - Terms of Use - Privacy Policy
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Screening Results for people who may not be eligible — Mandatory
G

100% Complete

Your Results

‘We looked at what you told us today to see if you may be able to get help with Health Care Coverage.
You will have to apply for this program to get a final decision and we will let you know how to do that. Keep in mind that you always have the right to apply, no

matter what this website tells you.

It looks like you may not be eligible for Health Care Coverage

® Based on what you told us, your household may not be able to getlow or no-cost health care. You may still complete an | Learn More
application so that we can make an official decision about your eligibility. b

® Health Care Coverage programs will pay for most services you get from State approved health care providers. It will also
pay for prescriptions (unless you are also getting Medicare). You may have a small co-payment for some services and
prescriptions.

® fyou do not qualify for Health Care Coverage then health insurance can be purchased through the federal health benefit
exchange. To access the health benefit exchange see the "Healthcare gov” link below.

® A special note for immigrants: getting low- or no-cost health care will not hurt your immigration status. Keep in mind that
in some cases, immigrants are only able to get health care in emergencies.

To obtain more information about Health Care Coverage, please click on the "Learn More” button. Clicking on the "Learn
More” button and/or below links will take you to a new browser window, please close the new browser window to return

211 Virginia.

Based on the information you have provided, someone in your househald may be eligible for Other Medicaid
programs (such as coverage for elderly or disabled individuals including 551 recipients, or long-term care semvices,
etc). Click here to be screened for those programs, or click here to apply for them.

Individuals not eligible for Medicaid or FAMIS coverage may qualify for a free or low-cost private health insurance plan
through the Federal Health Insurance Marketplace or a new kind of tax credit that lowers your monthly premium. The
Marketplace is designed to help you find and compare health insurance options based on price, benefits, quality and
other features that may be important to you. For more information or to apply for coverage, go online to
www.healthcare.gov or call 1-800-318-2596.

Next Steps
Please click the next button at the bottom ofthe page to print the summary of results andfor apply for assistance. For more information on Health Care Coverage
through Medicaid, FAMIS, or Plan First, visit www.coverva.org. If you have questions or need help applying, contact Cover Virginia at 1-855-242-8282 Monday
through Friday, 8:00 am. to 7:00 p.m. or 9:00 a.m. to noon on Saturday. Interpretation services are available. (TDD 1-888-221-1590 for deaf and hearing impaired);
or click on the “Learn More” button above.

) < IPRETOTE" | B >

CommonHelp is provided by the Virginia Department of Social Services
Toll-Free Helpline:1-855-635-4370 | Email: mailto:commonhelp@dss virginia.gov?subject=\irginia%20CommonHelp%20Support
Commonwealth of Virginia - 2014 - Terms of Use - Privacy Policy
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Thank You & Exit — Mandatory

Thank You & Exit

Print Summary

Here are your next steps. If you would like to keep a copy of your results, click the "Print My Information™ button to print out a summary of your screening results.

This summary is not an application and cannot be used to apply for assistance.
A final decision about your eligibility will be made after you apply for Health Care Coverage.

Advisory- Please read:

The account and application you just created are secure, but if you are using a computer in a Library, Community Center or other public place, please take
these additional steps: If you print anything, remember to get the printed copies of your application. If the printer jams or your application fails to print, contact
someone at the location for help. And, after you have completed your application(s), shut down the Internet program and if possible ask the staffto restart the

computer.

PRINT MY

—
inFormATIon &7

You'll need a program called Adobe Acrobat Reader to see and print this information. If you dont have this program on your computer, you may install it for free

by clicking:
F.Y ... Adobe®
Ge
u:"u "Rea
-11 -
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Confidentiality Agreement — Mandatory

Confidentiality Agreement

Confidentiality Agreement
By clicking the " Accept” button, you are accepting the Confidentizlity Agresment and Acceptshle Uiss policies 35 mandated by the Commaonassith of Vinginia.
Alzo, note that it is your responsibility to protect any items that you print from this website. Click the "l Do Mot Accept” button to end this session and log out.

"TAccept  |'I'Do Not Accept

-13-
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Apply For Assistance Landing Page — Mandatory

Apply For Assistance

Bafore you get started, please read this information:

“ Apply For Assistance

Please note: This application is for Health Care Coverage for children under 19, pregnant women, low income parents or care-taker
relatives and family planning services only. If you or someone in your household wants 1o apply as an aged (65+), blind or disabled
individual or for long.term care coverage, please click here.

For people who are not applying for help, you do not have to give 3 Social Security number or iInformation that verifies citizenship or immigration
status

Information about the people in your home will be used to help determine if you are eligible to recaive assistance with Health Care Coverage
(Medicaid or FAMIS), If you do not have this information, or if you do not provide it, your application could be denied. If more information is
needed, you will receive a written notice. For questions about Health Care Coverage (Medicaid or FAMIS), you may call Cover Virginia toll free at
1-855-242-8282 (TOD# 1-888-221-1590 for hearing impaired). You may also contact your local department of social services. Their phone
number and address will show after you submit your application.

Please click one of the buttons to tell us what you would like to do. Then click the NEXT button at the bottom of the page. Plaase note: You nead
1o start a new application even if you did the screening labeled "Am | Eligible”

) Start a new application for Health Care Coverage (Medicaid or FAMIS)
(For most paople, it will take from 20 to 45 minutes to fill out the application )

7 Login to keep working on an application you have already started

This application works best with Internet Explorer 6, 7, or 8. You may experience problems if you use other browsers like Firefox, Safan, or

Chrome_If you have questions or need technical assistance, please call the toll free helpline at 1-855-635-4370.

-14 -
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Apply For Assistance Info Page — Mandatory

—=/ Apply For Assistance

You are ready to start your application. Here are some helpful hints.

* Apply For Assistance

Itis 3 good idea to have information about:

* Household income (including Social Security benefits and your most recent federal tax filing information If available)
« People in your home

« Health insurance policies

Certain information is required in order to approve an application for assistance. If additional information is needed to process your
application, you will be contacted.

v You can start and then save your application. You can log back in to continue the application.

v’ Any questions that have an asterisk (*) next to them must be answered.

v’ Once you have answered all the questions, you will be asked to electronically sign the application. You will receive a confirmation number

(or T #) when the application has been successfully submitted. Keep this number for reference. You will also be able to print a copy of your
submitted application for your records.

v It may take from 30 to 45 days to make a decision on your application.

v Before a decision can be made, we may need to get proof for some of your answers.

Click the NEXT button to continue.

{ ' PREVIOUS NEXT »
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Completing this Application — Mandatory

* Completing this Application
Please tell us who is completing this application. Meed more help? Click the Page Help button.

@ self
) Friend
Family Member
Staff Person or Volunteer at an agency

Authorized Representative
T Legal Guardian

Power of Attormey

Certified Application Counselor

Navigator

<  PREVioUS | savesEext = NEXT >
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Contact Information — Optional

Contact Information
Please tell us more about the person completing the application

* Mame | Agency.

Address Line
City: State: Zip Code:
[ < click here to choose > B3
Phone Numbear,
Does this person/agency have permission lo receive information about this application? Yes SNo

From this point in the application, when we say “you" or “your” we mean the applicant.

217 -
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More About Assistance — Mandatory

——
“".‘
H‘h_ﬁ-

More About Assistance

Here is more information about the programs for which you are applying.

Health Care Coverage (Medicaid or FAMIS)

v Health Care Coverage programs provide medical coverage for adults, children under 19, pregnant women, low income parents or care-taker relatives and
family planning services only.
Pleaze note: If you or someone in your household wants to apply as an aged (65+), blind or dizabled individual orforlong-termcare coverage, pleaseclick here.

" Health Care Coverage may help pay medical bills, doctor's visits or even Medicare premiums.
v~ When you apply for Health Care Coverage, we will screen and evaluate you for all Health Care Coverage programs far which you may be eligible.

¥ Ifyou do not qualify for Medicaid or FAMIS, your application will be sent to the Federal Health Insurance Marketplace for further review.

—

4({ PREVIOUS SAVE & EXIT E NEXT »
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About You (1/2) — Mandatory

About You

Lefs get started on the application! First, please give us some basic Information about you
From this point in the application, when we say "you" or "your” we mean the applicant.

Information About You

* FirstName Micdie Initial : *LastName :
Gender © Male ) Female
Date of Birth - Ex mm/ddlyyyy
Preferred Spoken Language | < dlick here to choose > ||
Preferred Reading Language | < click here to choose > ||
What county/city do you Ive in? | < click here to choose > | v |

Where You Live

Please tell us where you live, if you are homeless right now, please seledt "Homeless” for Imvng arrangement.

It you are homeless but you have 3 mailing address, please typa your mailing address in the next section

Street Address:
*City State: Zip Code :
Whatis your Iving arrangement? | < click here to choose >
-19-
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About You (2/2) — Mandatory

Mailing Address
[f you are homeless or if you don't want us to send any letters about your benefits to the address you've given above, please give us @ mailing
address where we can send your mail.

If it's ok to send mail to the address where you live, pleasea leave this section blank

Street Address or P.O. Box Number :

City - State: Zip Code -
=< click here to choose = |E|

Contact Information

Please tell us how we can get in touch with you. For phone numbers, please be sure to indude area codes. If you don't have information we ask for,
justleave it blank

Home Phone :

Work Phone : Ext-

CellTextMessage Phone :

Email Address :
Preferred Communication Method - < click here to choose > | » |
-20-
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Applicant Summary — Mandatory

Applicant Summary

Here is a summary of what you've told us. ifthe Section Complete celumns have a checkmark, you have given us all of the information we have asked for. You
are not required to give all information before you submit the application.

+ Ifyou would like to change your answers or finish a section that doesn have a check mark, click on "Change”.

* Once you've reviewed this summary and all the information is correct, click the Mext button at the bottom of the page.

Review Your Answers: Person Completing the Application

Relatonship ro Contact Section Change
the Applicant FPhone CGomplete?
TestName Legal Guardian 899-391-
1000

Review Your Answers: Basic Information Summary

ﬂ Physical County / Ci Phone Section Change
Address Number Complere?

n John  891E MainStreet Richmond  899-991-
Amherst, VA City 1000
23451-2454
{_1: PREVIOUS SAVE & EXIT '-' NEXT »»
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More About You (1/5) — Mandatory

More About You

You have already given us some information about yourself. Please provide us some maore information.

Personal Information
" First Mame: Middle Initial - * Last Name: Suffix:

* Gender: 2 Male 7 Female
* Date of Birth : Ex: mmiddiyyyy
Are you an American Indian or Alaskan Mative? ' Yes ' Mo

Program Selection
The programs below do not require everyone in your household to apply. Please check the box for each program you would like to apply for. If you don't check a
box, you will not be applying far that program.

Health Care Coverage (Medicaid or FAMIS)

-22.
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More About You (2/5) — Mandatory

SSN Information
If you are not applying for assistance, you do not have to answer the next set of questions, However, providing this information can speed up the application
process. If you are applying for assistance, the next set of questions must be completed. We use the SSNs to check income and other information to see
who is eligible for help.

if you are applying for Health Care Coverage (Medicaid, or FAMIS) for yourself, you will need to provide a SSN so we can see if you can get assistance.

Are you willing to provide your Social Security number? © Yes © No

Social Security number” - -

If you do not have a Social Security number, please provide a < dlick here to choose > E]
reason.
If you do not have a Social Security number but have applied, please Ex mm/ddiyyyy

provide the date you submitted your application:

-23-
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More About You (3/5) — Mandatory

Citizenship Information

Are you a U.S. citizen?

@ No

If you are applying for Health Care Coverage for yourself and do not provide a valid SSN or immigration status information, you must provide documentation
verifying your citizenship and/or immigration status. For Health Care Coverage, citizenship status may be verified electronically when you provide a
Social Security number and no additional documents are needed. The applicant is not required to provide immigration status information for Emergency Senvices

through Medicaid.
Immigration Status: < click here to choose > [~]
Document Type < click here to choose > E]

Document ID Number:
Document Expiration Date:
Country Of Issuance :
Alien Number:

194 Number:

SEVIS ID Number:

Visa Number:

Date of Entry into U.S.:

Ex: mm/ddlyyyy

Ex: mmv/ddlyyyy

You cannot be denied based on your answer to the next question.

Do you require dialysis? ® Yes ()
Are you a veteran or a 2 Yes
dependent of a veteran?

TN No. 13-0010-MM2

No

No

- 24 -
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More About You (4/5) — Mandatory

Ethnicity
Please select your ethnicity, You don't have to answer this question if you dont want to. This answer will not be used to make a decision about
your assistance.

] Mexican ] Mexican American
[T chicanofa | Puerto Rican
] cuban [Z] Non-Hispanic / Unknown

Race
Please check the box or boxes to tell us your race. You don't have to answer this question if you don't want to. This answer will not be usedto make a
decision about your assistance
] wnite ] Black or African American
] American Indian or Alaskan Native ] Asian Indian
{71 Chinese 1 Filipino
7] Japanese [ Korean
7] vietnamese 7] Other Asian
7] Native Hawaiian "] Guamanian or Chamorro
[7] samoan [7] Other Pacific Islander
-25.
TN No. 13-0010-MM2 Approval Date: 11/14/2014 Effective Date: 03/09/2015
Virginia Revised Alternative Single Streamlined Online Application

25



More About You (5/5) — Mandatory

Other Information

* How do you file your taxes? |=Cl:JickhElE!Dd'IODSE?=E]
* Are you a resident of Virginia? o Yes ® No
What is your living arrangement? | < click here to choose > E2

Temporarily Away From Home

* Are you temporarily away from home? @ Yes ) Mo

Date you left home: Ex: mmi/ddiyyyy

Diate you are expected back at home: Ex mm/ddivyyy

Reason for lemporary absence: | < click here to choose > [=]

People in the Home

Please make sure you enter the correct number of people for the question below. You will not be able to change the information once you go to the
next screen.

* How many people are in your home? Remember to count yourself, your spouse, your children under 21 who live with you, your unmarried pariner,
anyone else under 21 who you take care of and lives with you and the people who are temporarily out of your home.

¢ PREVIOUS | SAVEREXT ™ NEXT »
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Other People In Your Home (1/2) for members who are not applying — Optional

Other People In Your Home

We have your information. Now we need to get personal information for other people in your home. Please provide more information about Snowy. If you do
not need to add this person., click the "Remove This Person” button. Please note that any information you may have entered for this person will be deleted.

Personal Information

* First Name: Middle Initial :  * Last Name: Suffixc

l" E

* Gender: 2 Male Female
* Date of Birth : Ex mm/ddlyyyy
Is this person an American Indian or Alaskan Native? D Yes D No

Program Selection

The programs below do not require everyone in your household to apply. Please check the box for each program this person would like to apply for. If you don't
check a box, this person will not be applying for that program.

1 Health Care Coverage (Medicaid or FAMIS)
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Other People In Your Home (2/2) for members who are not applying — Optional

SSN Infoermation
Ifthis person is not applying for assistance, you do not have to answer the next set of questions. However, providing this information can spead up the application
process, Ifthis persen is applying for assistance, the next set of questions must be completed. We use the S5Ns to check income and other information to see
who is eligitle for help.

Ifthis person is applying for Health Care Coverage (Medicaid or FAMIS), yvou will need to provide a SSN so that we can see if they can get assistance,

Are you willing to provide this person’s Social Security number 7 Yes 2 Mo

Social Securily number; = i

Ifthis person does not have a Social Security number, please provide a < dick here to choose > E|
reason; '
Ifthis person does not have a Social Security number but has applied, Ex: mmiddiyyyy

please provide the date they submitted their application.

Other Information
* How does this person file their taxes? | = click here to choose ?B

Whatis this person’s Iving arrangement? [ < click here to choose > [

Temporarily Away From Home

* |5 this person temporarily away from home? @ Yes @ Mo
Date person left home: =™ mmiddiyyyy

Diate person expected back at home: e Ex: mmiddiyyyy

Reason for temporary absence: = click here to choose = |E|

< = PREVIOUS SAVEAEXIT = NEXT >
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Relationships — Optional

How You Are Related

Plaase tell us how the people in your home are related to each other

J's Relationship to Shreye

*[ < cick here to choose > = =
v ©

J Shreye
-29-
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Tax Return Information (1/2) — Optional

. Tax Return Information

)

Tax Dependents
Please select the tax filer that claims the person as a dependent on their federal income tax return,

| Someone outside of the home ]

First Name: Middle Ngme : Last Name:

Tax Dependents Outside the Home

Suffic
: 'Relationship to Dependent
|< click here to choose > [=]

Please ingicate if the person claims anyone Imng outside the home as a tax dependent. These people will not be evaluated for Health Care Coverage.

N © Yes @ No

John
First Name: Middie Name :
TaxDependent 1
First Name: Midgdie Name :
Tax Dependent 2 (If applicadle)
First Name: Micdie Name :
Tax Dependent 3 (If applicadle):

-30 -
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Tax Return Information (2/2) — Optional

Other Joint Taxpayers

The person(s) below indicated they are a joint filer but are not marmed to anyone inside the home. Please enter the name of the joint filer's spouse

P

First Mame: Middie Name : Last Name Suffioc

B

Sam
-31-
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School Enrollment — Optional

School Enroliment Details
* Please select John's school enroliment status:

Full time ©) Less than parttime

) More than part time ~ Notin school

@ PartTime

Whatis John's expected graduation date? Ex mm/ddlyyyy

<{< " PREVIOUS SAVE & EXIT ™ NEXT »
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Individual Non-Financial Gatepost (1/2) — Mandatory

*Current/Past/Pending Social Services Assistance
Please check the appropriate box if anyone for whom you are applying ever applied for, or received, or is currently receiving any assistance from a social semvice
agency. Otherwise, check "Mo one.”

[ No one

DH DO El(-\

2 O =

John Mary Sam
Pregnancy
Please check the box for any female in your home who is pregnant. Otherwise, check "Mo one.”
[ Mo one
[l

Mary

MCO Selection
Members approved for coverage in FAMIS or FAMIS MOMS will receive benefits from providers who participate in a Managed Care Organization (MCO) health plan.
You may select your MCO now. If you are approved for FAMIS or FAMIS MOMS and do not select now, you may be assigned to a MCO. Once you have been
assigned to a MCO, you will have 90 days from enrollment with that MCO to make a change. After 90 days, you must wait until your annual renewal to change your
MCO, unless you request an exception. You may request to change yourfyour child's MCO by calling 1-855-242-8282.

Members approved for coverage in Medicaid will have additional time to select a health plan after enrollment. You will have the same health plans available to
select from after enrollment is approved. You will receive a letter in the mail identifying the plan that was pre-assigned and a plan comparison chart with
information on how to change plans prior to the begin date.

Please check the box (or boxes) for the individuals for whom you would like to make an MCO selection. Otherwise, check "Mo one”

[ Noone
] B [l ]
o Py =
test Mary John
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Individual Non-Financial Gatepost (2/2) — Mandatory

“Blindness or Disability

Flease check the box for anyone who is disabled or blind.Otherwise, check "Mo one.”

Mo one

]

Ik

test

*Medical Service

Some Health Care Cwerageprograms will cover medical bills for up to 3 months before you apply. Please check the box for anyone
applying for Health Care Coverage who received a medical senice in the last 3 months and would like help paying the medical bill. If not,

check "No one.”

¥ Noone

-

TN No. 13-0010-MM2
Virginia

John

(]

Mary

B £

LV

Mary

™

o

Sam

-

John

£ PREVIOUS SAVE & EXIT -_ NEXT »»

CommonHelp is provided by the Virginia Department of Social Services
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Current/Past/Pending Assistance — Optional

John's Current/Past/Pending Social Services Assistance
Please fill in the details below on the types of assistance John currently has or had in the past.

Please note: If you receive Medicaid from another state, you must request that your case be closed before you can receive coverage in Virginia.
You may be asked to provide verification of the closure

End Month

"] Medicaid

¢ PREVIOUS | SAVESEXIT ™= NEXT »
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Pregnancy Details — Optional

Mary's Pregnancy Information
Please tell us details about Mary's Pregnancy.

*Whatis Mary's due date? 1212/2014 Ex mmiddfyyyy
* How many babies is Mary expecting from this pregnancy? 4
-36 -
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MCO Selection — Optional

— Mary's MCO Selection

Select a Managed Care Organization : | < click here to choose > E
Compare Plans: English

CommonHelp is provided by the Virginia Depantment of SoG0al Sendc
Toll-Free Helpline: 1-855-635-4370 | Email: commanh -

Commonweaiin of Vieginia « 2012 - Terms of Us# - Privacy Polic

e
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Individual Non-Financial Summary (1/5) — Mandatory

Household Members Summary

Here is a summary of what you've told us. If a section below has a checkmark, you have given us all of the information we have asked for. ¥You are nol required
to give all information before you submit the application.

® | you would like to change your answers or finish a section that doesnt have a check mark, click on "Change”.
® |fyou need to add information for an individual, choose the person’s name from the dropdown box and then click the Add button.
® fyou would like to remove something, click "Remove”.

Once you've reviewed this summary and all the information is correct, click the Next button at the bottom of the page.

People in Your Home

Gender Date of Birth Section Change or Remowve
Complete?

John Male 12121982

Mary Female 12/12/1990 E N g
Sam Male 12/112/2010 E nr@

David Male 12112/1998 ‘g] 6
ar

b>B>COB2

Add More People

To add another person in your household who is receiving or has received assistance, m
please choose the name, and click the Add button.

-38-
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Individual Non-Financial Summary (2/5) — Mandatory

Review Your Answers: Relationships

=5

k>Co

Review Your Answers: Tax Return(s)

- Tax Filing Status Number of Dependents?

krCoBo

TN No. 13-0010-MM2
Virginia

Relationships Section Change
Complele”

John
John
John
Mary

Mary

David

John

Mary

David

is the Husband of Mary
is the Father of Sam
is the Step Father of David
is the Mother of Sam

is the Mother of David

is the Half Brother of Sam

Taxpayer

Joint taxpayer

Tax dependent

Approval Date: 11/14/2014
Revised Alternative Single Streamlined Online Application
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Individual Non-Financial Summary (3/5) — Mandatory

Review Your Answers: School Enroliment

Who Enrollment Expecred Section
Sratus Graduation | Complere?
Date

John Full time
Mary Full time
Sam Full time

>Co B

Review Your Answers: Current/Past/Pending Social Services Assistance

M‘ Assistance End Month State Section Change
ngram Lompfere 7

James 092011 Virginia

l

Add More Assistance
To add ancther person in your household who is receiving or has received assistance, please choose the name,

and click the Add button.

Name:
= click here to choose }E
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Individual Non-Financial Summary (4/5) — Mandatory

Review Your Answers: Pregnancy

Number of Due Date Section Change or
Babies Comp!ete? Remove
u 01/12/2015

Add a Pregnancy

To report that someone else is pregnant, please choose the name of the person and click the Add button.

MName:
|< click here to choose >E| m

Review Your Answers: MCO Selection

Section | Change or
Compn’ere" Remuve

MajestaCare

Add a person with MCO Selection
To add a MCO for another person, please choose the name, and click the Add button.

Name:
| = click here to choose = | = | ﬁ
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Individual Non-Financial Summary (5/5) — Mandatory

Review Your Answers: Other Questions

Here are your answers to the other questions in this section. Please take a look and make sure your answers are correct If they aren't correct, you can check or

uncheck the boxes to change your answers.

Review Your Answers: Disability or Blindness

Please review your answers for anyone in your household who is disabled or blind.

¥ Noone
- -
£2 v =

John Mary David

Review Your Answers: Medical Services
Please review your answers for who received a medical semrvice in the last 32 months

Mo one
" @ (@) )
John Mary David

- 42 -
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Sam

and would like help paying the medical bill.

o @

F

Sam

¢ PREVIOUS | SAVELEXT = NEXT
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Employment Income Gatepost (1/2) — Mandatory

Employment income information

Next, please tell us about the job information of people in your home.
Note: Please be sure 1o answer the questions for everyone in your home, even if they are not applying for assistance. Depending on your situation, we may

need this information in order to approve you for assistance. If we find that your situation does not require us to use this information, then we wontuse itto
determine your eligibility.

“Current/New Jobs
Please check the box for anyone whois currenny employed or is expected to start working or has reduced hours in one or more jobs. Do not check this box if they

are paid only with goods and services.
Please check the box nextto “No one” if no member in the home has a job right now, no one is expected to start working and no one has any reduced hours in

one or more jobs.
¥! Noone

B '|. B i

/

NE =
John Sam
*Past Jobs
Please check the box for anyone who stopped working in the past 3 months. Otherwise, check “No one™
Mo one

[ '|~ [ ‘35

2 —
John Sam

- 43 -
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Employment Income Gatepost (2/2) — Mandatory

*Self-Employment
Pleaze check the box for anyone who is self-employed.

Please checkthe box next to "Mo one” if no member in the home is self-employed right now.
Mo one

DH D(‘j

@ o

John Sam

savesExt ™ |ONEXT 3
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Current Job (1/2) — Optional

S
;’ '_ More About John's Job

You have told us that John has a job or is expected to start a job. Please answer the questions below to tell us more about this job.

Employer
* Name of Emplayer
* Employment Type : < click here to choose > =]
Employer Address : Address Line:

Address Line 2

City - State - Zip Code
| < click here to choose > |=]
Employer Phone :
Have John's hours been reduced in the past 3 months? 2 Yes 2 No
Pay Period
How often does John get paid? < click here to choose > E|
John's Mext Pay Date: Ex: mmdddiyyyy
- 45 -
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Current Job (2/2) — Optional

Hourly Pay

[f John gets paid by the hour, please tell us the amount that John gets paid each hour. (Flease give us John's regular rate of pay. We'll ks
ask about overtime and other kKinds of pay below). If you enter an hourly rate, then you have to enter hours.

Flease tell us how many hours John works each week at this rate. If John's hours are not regular, try to estimate the number of hours
he or she usually works atthis hourly rate.

Salary Pay

[f John earns a salary instead of being paid by the hour, please tell us the total gross amount that John gets paid each pay period. By $'
gross amount, we mean the amount John earns before taxes or anything else is taken out of the paycheck. By pay period, we mean
the time between each paycheck

Bonus or Commission Pay
If John gets any other pay, such as bonus or commission pay, please tell us the type of pay John earns, how often it is received and the amount. Ifthe amount is not regular,
try to estimate the average amount that John gets.

Type of pay How often Amount

| < click here to choose = | = | [ < click here to choose = =] 5

[ < click here to choose = | » | | = click here to choose = [~ 5

Does John have another job? D Yes @ Mo

NEXT »
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Past Job — Optional

Past Job
* Name of Employer :

When did J start this job?

When did this job end?
What is the date of J's final paychecx?

What is the amount of J's final paycheo?

Does J have ancther past job?

TN No. 13-0010-MM2
Virginia

More About J's Job

You havetold us that J has stopped working in the past 3 months. Please answerthe questions below to tell us more about this job.

Ex: mm/dd/yyyy

Ex: mm/ddlyyyy

Ex: mm/ddlyyyy

Yes

(< ' PREVIOUS | SAVE & EXIT ™
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Self-Employment (1/2) — Optional

More About John's Self-Employment

You've told us that John is self-employed. Please answer the gquestions below to tell us more about this self-employment

Self-Employment

What type of self-employment does John have? [-r click here to choose > E
What is the start date of John's self-employment 7 Ex: mm/dd/yyyy
What is the estimated gross monthly income amount from John's self-employment before any expenses ? 3

How many hours a month i1s John self-employed? If John's hours are not regular, please try to estimate the

number of hours.
John's Next Pay Date: Ex: mm/ddiyyyy
Do you have any expenses from this self-employment? @ Yes © No
-48 -
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Self-Employment (2/2) — Optional

Expenses

| |=: click here to choose =

| = click here to choose =

| |=c click here to choose =

| = ¢lick here to choose =

| |=c click here to choose =

| = click here to choose =

| | = click here to choose =

| = click here to choose =

| |=c click here to choose =

| = click here to choose =

| |=c click here to choose =

| = click here to choose =

| |=: click here to choose =

| = click here to choose =

| | = click here to choose =

[N JIEH {0 T (N §IE (Y IKH J K0 N EH IEN §ET N NN 3 KN

BA Roea | RR e | BRSO | R R

| = click here to choose =

Does John have any other self~-employment? @ Yes @ Mo
TN No. 13-0010-MM2 Approval Date: 11/14/2014 Effective Date: 03/09/2015
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Employment Income Summary (1/3) — Mandatory

Job Income Summary
Here is a summary of what you've told us. If a section below has a checkmark, you have given us all of the information we have asked for. You are not required to give
all information before you submit the application.

« If you would like to change your answers or finish a section that doesnt have a checkmark, click on "Change "

« If you need to add information for an individual, choose the person’'s name from the dropdown box and then click the Add button.
+ If you would like to remove something, click "Remove”.

Once you've reviewed this summary and all the information is correct, click the MNext button at the bottom of the page.

Review Your Answers: Current/New Job Summary

n Employer Pay Type | How Much | Hours Per Section Change or

Week Complete? Remove

e - - 7 N.0
or

Add a Current/New Job

To add a current/new job for someone in your home, please choose their name and click the Add button.

MName:

< click here to choose = E m
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Employment Income Summary (2/3) — Mandatory

Review Your Answers: Past Job Summary

Employer | Job End Final Change or
o Diare Paycheck | Paycheck | Complete? Remowe
Dare
(V) G

.0

Add a Past Job
To 2dd 2 past job for someone in your home, plesse choose their name and click the Afd button,

Mame:

e L
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Employment Income Summary (3/3) — Mandatory

Review Your Answers: Self-Employment Summary

Whar Type How Much Secton Cheange or
Complea? Remave
. 9.0
o

&d

Add a Type of Self-Employment
Tao 2dd a type of self-employment for someons in your home, please choose their name and click the Add button

Mams:

€< PREVIOUS | SAVELEXT = NEXT »
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Other Income Gatepost — Mandatory

Money From Other Sources

Next, please tell us about the money that the people in your home receive or are expected to receive from sources other than a job or self-employment If

you're not sure about a source of income, click on Page Help for more information.
Note: Please be sure to answer the questions for everyone in your home, even if they are not applying for assistance. Depending on your situation, we may
need this information in order to determine your eligibility. If we find that your situation does not require us to use this information, then we wontuse itto

determine your eligibility.

Supplemental Security Income (SSI)
Does anyone in your household receive Supplemental Security Income (SS1)? If so, you do not have to report it This income will not be used to determine

your eligibility.

*Social Security Administration (SSA)

Please check the box for anyone who is receiving or will receive any Social Security payments (example:
retirement, disability, survivor's benefits etc). Otherwise, check *No one™

¥ Mo one
) - s oo
€2 W = =
David ‘Sam

John Mary

“Other Income
Please check the box for anyone who is receiving or will receive any type of income or payments from a source
otherthan a job, child support, Supplemental Security Income or Social Security. Otherwise, check "Mo one”.
[ Noone

DH Elﬁ

David Sam

D
|

C
II

John
-53-
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Social Security Benefits — Optional

More About Snowy's Social Security Benefits

You have told us that Snowy gets money from Social Security Benefits. Please answer the questions below to tell us more about this payment.

When did Snowy start getting payments from Social Security Benefits? ] Ex: mmiddiyyyy
(If you don't know the exact date, please give us your best guess)

How much is the monthly payment from Social Security Benefits?

Does Snowy have any other Social Security Benefits? F 0

<« PREVIOUS | SAVEREXT ™ | NEXT

CommeonHelp is provided by the Virginia Department of Social Senvices
Toll-Free Helpline:1-855-635-4370 | Email: commonhelp@dss virginia qov
Commonwealth of Virginia - 2014 - Terms of Use - Privacy Policy
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Other Types Of Income — Optional

Page Help.

Snowy's Other types of income

Py
L

Snowy

TN No. 13-0010-MM2
Virginia

Other Types of Income

Next, check the boxes to tell us which types of other income each person receives, If you need to know more about a type of income listed below, please click on

Alilmony
Insurance Settlement
Jury Duty

Military Allotment/Contribution From Absent
Member

Money from Another Person

Pension or Retirement

Railroad Retirement

Rental Income

Room /Board Income

Transitional payments of $50.00 per month
to former VIEW participants

Unemployment Benefits

Veteran Benefits - Military Retirement
based on Age or Length of Senvice

-B55 -

Approval Date: 11/14/2014

Capital gains
Interest

Lump sum insurance payments

Military Allotments

Money recelved from sale of property

Prize Winning

Rehabilitation Services Payments

Resettiement Income

Strike Benefits

Unemployment

US Civil Service and Federal Employee
Retirement

Other Income

L8 PREVIOUS SAVEREXIT ™
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More About Interest — Optional

More About John's Interest
You have told us that John gets money from Interest. Please answer the questions below to tell us more about this payment.

When did John start getting payments from Interest 7 i Ex: mmiddhyyyy
{If you don't know the exact date, please give us your best guess)

How much is the monthly Interest payment? g
Does John have any other Interest? @ Yes @ Mo
NEXT 5
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Other Income Summary — Mandatory

Other Income Summary

Here is a summary of what you've told us. If a section below has a checkmark, you have given us all of the information we have asked for. You are not required to
give all information before you submit the application.

- If you would like to change your answers ar finish a section that doesnt have a checkmark, click on "Change.”

- Ifyou need to add information for an individual, choose the person’s name and the type of income from the dropdown boxes and then click the Add button.
- If you would like to remove something, click "Remaove”

Once you've reviewed this summary and all the information is correct, click the Mext button at the bottom of the page.

Other Income

ﬁ Type of Income | How Much Freguency Section Change or
Complete? Remove
V’

‘. Alimony % 10.00 Monthly E] @
ar
5 Interest $ 30.00 Maonthly v E @
-4 ar
5 Money from % 10.00 Monthly v ;ﬁi ] @
Another Person oF
= Other Income % 100.00 Manthly v 'ﬁ] @,
ar

Add Other Income

To add a type of otherincome, please choose the person and the type of income, then click the Add button.

Mame:

|~=c click here to choose }E|

Type:

|= click here to choose = EI

<< | PREVIOUS SAVE & EXIT == NEXT >
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Yearly Income — Mandatory

Yearly Gross Income

If the income you provided is not steady from month to month, please tell us what you expect the yearly income to be before taxes and deductions. For example,

some people expect their income to change because they only work some months of the year. If you do not expect changes to your monthly income, you do not
have to complete this section.

H Total Gross Annual Income This Year Total Gross Annual Income Next Year
K2 o, .
’ Mary s $
g Sam $ s
=
<< " PREVIOUS SAVE & EXIT ™ NEXT »
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Additional Information Gatepost (1/2) — Mandatory

*Foster Care

Please check the box for anyone who was ever in foster care. Otherwise, check "No one”
¥ Mo one

HA [ Tm
& O

John Mary Sam

(

“Health Insurance from a Job
Please check the box for anyone who is enrolled in health insurance from a job. Otherwise, check "MNo one”

[l No one

v H ] o [ m
g2 (V) —
John Mary Sam

“Other Health or Long Term Care Insurance

Please check the box for anyone who holds a health or long term care insurance policy that covers one or more people in your home.
Otherwise, check "Mo one.”

For example, if the mother in your family has a health insurance policy that covers the family, you should only check the box for the mother.

O Mo one [C] Someone outside the home
v H El o =
L) |V =
John Mary Sam
-59 -
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Additional Information Gatepost (2/2) — Mandatory

“State Employee Health Insurance

Please check the box for anyone that could be covered by the state employee health insurance program. Otherwise, check "No ane.”
Mo one

EA ] Dﬁ
3 8

John ary Sam

t

“Daily Living Assistance
Please checkthe box for anyone that needs help with activities of daily living through personal assistance services, a nursing home, or
other medical facility. Otherwise, check "No one”.

¥ Mo one
‘A e

John Mary Sam

ko

*Triballlndian Health Services

Flease check the box for anyone that is eligible or received health services from Indian Health Services, Tribal Health Organization, or
through a referral from one of these programs. Otherwise, check "Mo one.”

¥ Mo one
[ A [ o [
L2 &d

John Mary Sam

) >

|

TN No. 13-0010-MM2
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Foster Care Details — Optional

Two's Foster Care Details

In what state was Two in the foster care system?

*Was “Two™ enrolled in Medicaid and in Foster Care on his/her 18th birthday?

& Yes & Mo

{< | PREVIOUS

= click here to choose =
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Employer Health Insurance — Optional

John's Employer Health Insurance

Employer

* Mame of the Employer:
Employers Address:

Address Line 1; Address Line 2; Cit}f: State: ) Zip Code:
| = click here to choose > ]

Employers Phone Mumber: ' Ext

Employer [dentification Mumber(EIMN):

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

MName: Phone Mumber: Email Address:

Health Insurance
What is the policy number?

Is John offered another health insurance through this job? @ Yes @ Mo
-62 -
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Other Health Insurance for Household Member (1/2) — Optional

John's Health Insurance

You have told us that John has health insurance. Please tell us more about John's health insurance policy.

If John has more than one policy, please enter the details one atatime.

What s the policy number?

Please check the box for anyone who is covered through this

policy.
-

John

[

What date does the health coverage start?

What date does the health coverage end?

Whatis the type of policy?

Whatis the overall type of

o @

P

David
Ex: mm/ddlyyyy

Ex: mm/ddlyyyy

|<click here to choose > ||

coverage? | < click here to choose >

ol
St

Sam

Please select each type of coverage that your heaith insurance plan covers. For each type of coverage selected, enter the coverage Begin date and

End date.

Coverage Type 1:

Coverage Type 2

Coverage Type 3.

Coverage Type 4:

Coverage Type 5:

TN No. 13-0010-MM2

Virginia

Begin Date:
| < click here to choose > >
| < click here to choose > Ea
| < click here to choose > v
| < click here to choose > (=]
| < click here to choose > =]
-63-
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Ex mm/ddlyyyy

Ex mm/ddlyyyy

- Ex mm/ddiyyyy

 Ex mmiddiyyyy

Ex mm/ddiyyyy

Approval Date: 11/14/2014
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End Date:

Ex mmiddlyyyy

Ex mmiddlyyyy

- Ex mm/ddhyyyy

Ex: mm/ddlyyyy

Ex: mmiddlyyyy
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Other Health Insurance for Household Member (2/2) — Optional

Health Insurance Company

Please tell us more about John's Health Insurance Company.

Address Line 1:

Address Line 2

City:

State: = click here to choose = |E|

Zip Code:

Phone Mumber:

Cioes John own another health insurance paolicy B vYes @ No
< ' FPREVIOUS | SAVE&EXT ™ NEXT
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Additional Information Summary (1/4) — Mandatory

Additional Information Summary

Here is a summary of what you've told us. If a section below has a checkmark, you have given us all of the information we have asked for. You are not required
to give all information before you submit the application.

If you would like to change your answers or finish a section that doesnt have a check mark, Click on "Change”.

If you need to add information for an individual, choose the person’s name from the dropdown box and then click the Add button.
If you would like to remove something, Click "Remove”.

Once you've reviewed this summary and all the information is correct, click the Mext button at the bottomn of the page.

—Review Your Answers: Foster Care

Enrolled in Age of Leaving Change or

Medicaid while in| Foster Care Remove
Foster Care

Virginia es 18 m @
- ar

Ik >

James

Add a person who was in foster care

To add another person who was ever in the foster care system to your household, click the Add button.
Mame:

| = click here to choose == |
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Additional Information Summary (2/4) — Mandatory

Review Your Answers: Employer Health Insurance

Empiuyer = Cha"ge o
Deloitte John ﬁ\’] @
-J or

Add Employer Health Insurance
To add an employer health insurance policy, choose the name of the person whao is enrolled in Health Insurance from a
job. Then click the Add button.

Mame:

< click here to choose > | | ﬁ

Review Your Answers: Current Health Insurance

H Policy Holder Insurance |Who is covered? Section Change or
1 Company Complete? Remove
Joe Joe v E @
<J or
Mary Mary v E @
J or

O

[V

Add Health Insurance
To add a health insurance policy, choose the name of the person who is covered. Then click the Add bulton.

MName:
|-= click here to ChUGSE}E ﬁ
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Additional Information Summary (3/4) — Mandatory

Review Your Answers: Other Questions

Here are your answers to the other questions in this section. Please take a look and make sure your answers are correct. If they aren't correct, you can check or
uncheck the boxes to change your answers.

Review Your Answers: State Employee Health Insurance

Please review your answers for anyone that could be covered by the state employee health insurance program and modify your selection as needed.
Mo one

O - E Gl N
’ v

John Mary

(

I

B
W
3
i
t

Review Your Answers: Daily Living Assistance

Please review your answers for anyone who needs help with activities of daily living through personal assistance senvices, a nursing home, or other medical
facility and modify your selection as needed.

Mo one

A [l DM

o

LV BV =

John Mary Sam
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Additional Information Summary (4/4) — Mandatory

Review Your Answers: Triballindian Health Services

Please review your answers for anyone that is eligible or received health services from Indian Health Services, Tribal Health Crganization, or through a referral
from one of these programs and modify your selection as needed.

Mo one

0 g B 0 g
o A -

John

Mary Sam

<< | PREVIOUS | NEXT
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Advanced Premium Tax Credit (APTC) Information Gatepost — Optional

~2J Advance Premium Tax Credits (APTC) Information

Based on the information you have provided so far, it appears that your application may be sent to the Federal Health Insurance Marketplace.
They will evaluate you to determine eligibility for assistance with purchase and payment of private health insurance.

Health Coverage

Please check the box for anyone who is enrolled in health coverage through TRICARE, VA Health Corps Program, Peace Corps.

[C] Mo one
[ H [ [ )
i ‘¢ 2

John Mary Sam

Federal Tribe

Please check the box for anyone who is a member of a federally recognized tribe.

[C] Mo one
[E n 1 O [l >

John

C
(

Mary Sam

== T —

< | PREVIOUS J - SAVE R EXIT ™= NEXT >
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Other APTC Information — Optional

Other Information

Relationships

You have selected "Not related” and "Related in another way” for the below relationships.

Select one of these options to describe the relationship of John to Sam. < Click here to choose > [Zl
Health Coverage

Select the health coverage that John is enrolled in: < Click here to choose > ~]

Federal Tribe

Select John's state: < click here to choose > [=]

Enter John's tribe;

&« PREVIOUS SAVE & EXIT ™= NEXT »
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APTC Employer Health Insurance (1/2) — Optional

APTC Employer Health Insurance

Employer

Mame of Employer Deloitte
MName of Insurance Company.
Health Insurance
Is John cumrently enrolled in this employers heaith coverage? J Yes 2 No

Which of these people are eligible for coverage from this job?

:IH il
d O

O

b1

John Mary Sam
What's John's current work status at this employer? < Click here to choose :E|
Is the coverage from employer COBRA coverage? 2D Yes 2 No
Is John's coverage from employer a retiree health plan? J Yes ) No
- 71 -
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APTC Employer Health Insurance (2/2) — Optional

Health Coverage Details

Does the employer offer a health plan that meets the minimum value standard? (&n employer-sponsored health &) Yes @ Mo
plan meets the ‘minimum value standard’ if the plan’s share of the total allowed benefits costs covered by the
planis no less than 60 percent of such costs (Section36(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
Cioes John expectthis employer to make any ofthese changes to the coverage offered to John for the next plan year?
) This employer will no longer offer health coverage

What will be the last day this employer offers coverage? Ex: mmidddyyyy
® This employer will change the cost of premiums for the lowest-cost plan available to the employee that meets the minimum value.

How much will the employee have to pay in premiums for this plan?

How often would John pay this amount? [< click here to choose =

When will this employer make this change? Ex. mmidddyyyy
) | don't know ifthis employer will make changes.
& This employer won't make any ofthese changes.

PREVIOUS NEXT
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Authorized Representative — Mandatory

Authorized Representative

If you would like to appoint an authorized representative, please anter the details below. The authorized represeniative must be 18 years or alder.

Mame of the Authorized Representative:

Mame of Organization:

Addrass Line:

City:

State: = click here to choose = [=]
Zip Code:

Phone Mumber:

Please indicate the duties that you would like to authorize for this person.

[T apply tor benefits
[7] Receive benefits
[Tl receive requests for information needed to determine eligibility

7] Receive letters regarding actions taken on your case

E other
| allow the Authorized Representative above 1o view my data. @ Yes ) No
Do you want to add another authorized representative? £ Yes & No
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Certified Application Counselor/Navigator/Broker — Mandatory

Certified Application Counselor/Navigator/Broker

Complete this section if you would like to authorize 3 Certified Application Counselor or Naviaator or Broker to be able to access confidential information related
to your Heaith Care Coverage application or case. If you don't have a Certified Application Counselor/Navigator or Broker, click "Next” to continue.

FirstName : ) Middie Name : LastName : Suffix :

Name of Organization

1D Number (if applicable)

< " PREVIOUS | SAVE&EXIT W™ NEXT >
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Finish Summary (1/2) — Mandatory

Finish Summary

Here is a summary of what you've told us. If a section below has a checkmark, you have given us all of the information we have asked for. You are not required
to give all information before you submit the application.

* If you would like to change your answers or finish a section that doesnt have a checkmark, click on "Change.”
« Ifyou would like to remove something, click "Remove”,

Once you've reviewed this summary and all the information is correct, click the MNext button at the bottom of the page. Once you have answered all the
guestions, you will be asked to electronically sign the application. Then click the Next button at the bottom of the page. You will then be asked to sign back into
your account. Once you have signed back into your account, it will take you back to the electronic signalure page and you will need to click the Submit button at
the bottom of the page. You will receive a confirmation number (or T #) when the application has been successfully submitted. Keep this number for
reference. You will also be able to print a copy of your submitted application for your records,

Review Your Answers: Authorized Representative

David 3600 Vartan way, Apply for benefits,
Harrisburg, PA, 11111 Feceive benefits

Add an Authorized Representative

To add an Authorized Representative, click the Add button ﬁ
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Finish Summary (2/2) — Mandatory

Review your Answers: Certified Application Counselor/Navigator/Broker

Darak Jeter Yankees
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Additional Information Comments — Mandatory

Additional Information
In the box below, you may provide us with any comments related to the information you have reported. Space is limited, so please be brief.

<< PREVIOUS | SAVEA&EXIT ™ NEXT
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Next Steps — Mandatory

More ways we can help

Thank you for providing information required for the Health Care Coverage application. Your application has not yet been submitted

If you want to apply for additional Benefit programs (such as SMAP, TANF, Child Care, Energy Assistance) or other Medicaid programs (such as coverage
for elderly or disabled individuals including SSI recipients, long-term care senices, etc), click on the "Apply For Other Benefit And Medicaid Programs’
button. If you decide to do this now, additional information may be required but vou will not be asked to re-enter information already provided.

If you only want to apply for Health Care Coverage at this ime, click on the "Complete My Health Care Application’ buttan.

£ PREVIOUS COMPLETE MY HEALTH CARE APPLICATION APPLY FOR OTHER BENEFIT AND MEDICAID PROGRAMS

CommonHelp is provided by the Virginia Department of Social Services
Toll-Free Helpline:1-855-635-4370 | Emall: maillo:commonhelp@dss virginia gov
Commonwealth of Virginia - 2014 - Terms of Use - Privacy Policy
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Section Complete — Optional

Before You Submit the Application
We have found that there are a few things missing from your application. You do not have to answer all of the questions before you submit your application, but in
most cases, you will have to answer them in arder fo get benefits.

Section Section Complete? Go Back

Start No Go Back to Start
'People Mo Go Back io People

< | PREVIOUS SAVEREXIT ™ NEXT »>
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Sign Application (1/4) — Mandatory

Signing Your Application

You're just a few minutes away from submitting your application. To do so, you'll need to:
- FReadthe Rights and Responsibilities we've listed below.
— - Checkthe signature box and type your name below to sign your application.
ﬁ Save & Exit if you are not ready to submit your application. However, your application will be deleted in 60 days ifitis not
updated.

Responsibilities, Rights, and Penalties
(GENERAL INFORMATION

m

EU.S. Citizens: By federal law, documentation of U.S. citizenship and identity must be obtained for Medicaid and FAMIS applicants and recipients who declare they are United States

E(U.S.} citizens. Certain groups of people do not have to prove their LS. citizenship or identity: people currently receiving Supplemental Security Income (SS1); people who receive
|Social Security benefits on the basis of a disability; people entitled or receiving Medicare; "children in foster care or who are classified as Title IV-E Adoption Assistance; and

ichildren born in the United States to mothers who were covered by Medicaid at the time ofthe birth.

You will be enrolled in coverage if you meet all other eligibility requirements. A data match will be conducted with the Social Security Administration (S54) to verify your claim of LS.
Ecitizenship. Ifthe 33A cannot verify your claim of U.3. citizenship, you will receive a written request from your eligibility worker at your local department of social services or from the
|Cover Virginia cenfral processing unit to provide a document that proves you are a LL3. citizen and a photo identification card or document that identifies you.
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Sign Application (2/4) — Mandatory

Consent to Exchange Information

The Virginia Department of Social Senvices (VDSS) would like to use some of the personal information that you have provided on your application about you and your
dependents to create your User Profile. VD33 is asking for permission to share your User Profile electronically with the state agencies listed below. Each agency will be told
when you make a change to the information in your User Profile. This will allow you to save time by only providing User Profile information once when visiting these agencies.

Leqal Notice

; |

E‘-I'Ile data being shared

;Ynur User Profile will only be created if you agree to share it and you are eligible for assistance. Your User Profile will contain first name, last name, middle initial, suffix (Jr.,
|Sr., etc.), current home address, date of birth, Social Security Mumber and Medicaid identification number (if applicable), email address, home phone, drivers license ID
{and cell phone number. However, you can share your User Profile without sharing your Social Security number; this will not affect your eligibility. Your Medicaid identification
Inumber will only be shared with VD'SS and your local department of social senvices. Because the User Profile is based on your application for assistance, the agencies
inamed below also will know that you are receiving assistance.

m

lAgencies Included and Allowed Use
|Below are the agencies that will get your information. The reasons they have requested your User Profile and what they will be allowed to do with your User Profile are listed.

fSharing your User Profile will allow them to update the information in their computers, saving taxpayer dollars. It may save you a visitto one ofthese agencies because your
information has been changed electronically.

Tha Nanatmant of Motar Wahiclas (MMM snold like o cane afwaucl lear Profilasshan it channos DM can channo vonr addrace foar care wonenamear drivars
Giving Consent

My Liser Profile can be shared with the specified agencies, but do not include Social Security Mumber when creating my User Profile.
F Share my User Profile with the specified agencies. Include Social Security Mumber when creating my User Profile.
Do not allow my User Profile to be shared.
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Sign Application (3/4) — Mandatory

Commonwealth of Virginia Voter Registration Agency Certification
[fyou are not registered to vote where you live now, would you like to apply to register to vote here today?

T) 1am already reqistered to vote at my current address, or | am nat eligible to reqister to vote and do not need an application to register to vote.
0 Yes, would like to apply to register to vote. (Please click here to apply online or click here to download a votar registration form).
7)Mo, | do notwant to register to voe.

[fyou do not check any box, you will be considered to have decided notto register to vote at this time.
Applying to register to vote or declining to register to vote will not affect the assistance or services that you will be provided by this agency.

[fyou decline to register to vote, this fact will remain confidential. If you do register to vote, the office where your application was submitted will be kept confidential, and it will be
used only far voter registration purposes.

[fyou would like help filling out the voter registration application form, we will help you. The decision whether to seek or accept help is yours. You may fill outthe application
form in private if you desire. If you believe that someone has interfered with your right to register or to decline to reqgister to vote, your right to privacy in deciding whether to
register orin applying to register to vote, you may file a complaint with:

Secretary of the Virginia State Board of Elections
Washington Building
1100 Bank Street
Richmond, VA 23219-3497
{804) 864-8301

Authorization to Use Income Data to Renew Coverage
To make it easierto determine my eligibility for help paying for health coverage in future years, | agree to allow the Medicaid or FAMIS programs or the Marketplace to uze
income data, including information from tax returns. | understand that | will receive notification of the outcome of my renewal.

| understand that | can opt out at any time. Please contact your local agency for details.

* Do you want to use information from your tax returns to automatically renew your coverage for future years? ¥ Yes Mo
How many years would you like to have your coverage automatically renewed for? = chick hars to Choose _-.I--J
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Sign Application (4/4) — Mandatory

Signature Declaration
BY MY SIGNATURE, | DECLARE:

m. | »

.lunderstand and agree to abide by all the information in the Responsibilities, Rights, Penalties, Additional Information, and Signature Declaration sections of this application. ‘
.lunderstand that if | refuse to cooperate with any review of my eligibility including review by Quality Assurance, my benefits may be denied until | cooperate.

_lunderstand that | have the right to file a complaint if | believe | have been discriminated against because of race, color, national origin, sex, age, disability, or religious or political
beliefs.

.lunderstand the Depantment of Social Services or the Department of Medical Assistance Senvices may use information on this application or that | may be contacted for the
purposes of research, evaluation and analysis to the extent allowed by state and federal law.

.lunderstand that | have the right to appeal and have a fair hearing if | am (1) not notified in writing of the decision regarding my application within specified time frames; (2) denied
penefits from the programs for which | applied; or (3) dissatisfied with any other decision that affects my receipt of assistance. For FAMIS/ FAMIS MOMS, there will be no opportunity
for review of a negative action ifthe sole basis for the action is exhaustion of funding.

Electronic Signature
| certify that the above statements are true and correct to the best of my knowledge. If | give false information, withhold information, fail to report changes promptly, or obtain
assistance for which | am not eligiole, | may be breaking the law and could be prosecuted for perjury, larceny andfor fraud.

[f| completed, or assisted in completing this application form and aided and abetted the applicant to obtain assistance for which he/she is not eligible, | may be breaking the
law and could be prosecuted.

| agree to submit this application by electronic means. By signing this application electronically, | understand that an electronic signature has the same legal effect and can be
enforced in the same way as a written signature.

=[T] By checking this box and typing my name below, | am electronically signing my application.

* First Mame: Middle Initial : * Last Name: Suffix :

If you are ready to submit your application, click the Mext button. You will then be asked to sign back into your account. Gnce you have signed back into your account, click the
Submit button at the bottom of the page to complete your application.

<« PREVIOUS NEXT »
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Thank You — Mandatory

Congratulations! Your application has been successfully submitted.

Here are a few important things that you should do

Keep Track of Your Application
The tracking number is T12991857. Be sure to write this number down of print this page for your recards.

You can track your application onling by dicking on the “Check My Benefits™ button on the home page.

If you haven heard back about an application you've submitted, please contact the agency before submifting another online application. if you give
the agency racking number, the agency can give you information mare quickly

Contact details for the agency are provided below.
CHESTERFIELD

PO BOX 430

CHESTERFIELD, V& 23832-0430

B04-T48-1100

Print Your Application
It you would like to print or $ave 3 copy of your application for your fles, please dlick the Pninl PDF bulton below. If you decide 10 print or save, please
keep in mind that your application has your private, personal information in it
Amvisory- Please read
The account and application you jus! crealed are secure, bul if you are using a compuler in a Library, Community Center or other public place,
please lake these additional sleps.
It you print anything, remember 1o get the prinled copies of your application. if the prinler jams or your application fails to print. contact someone at
thie location for help
And, after you have complaled your application(s), shul down the Internal program and if possible ask the $taff 1o restart the computer.

You will need lo have a program called Adobe Acrobal Reader lo see and print this information. if you dont have this program on your computer, you

may install it for free by clickang:
M"“M

View Your Health Care Results
You may be able to obtaln your Health Care results now by clicking on the “Show Health Care Resuits”™ button below, If the system is unable to determine
eligibility now, you may be contacted for additional information,

SHOW HEALTH CARE RESULTS NEXT »»
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Eligibility Results (1/2) — Optional

Eligibility Determination Details

This is information about your eligibility for Health Care Coverage
Whenever your benefits change, you should get a lefter in the mail telling you about the change. This letter will also let you know your rights if you feel the change
has been made in &mor,

Eligibility Determination Results

P

n As of today, Adam is approved for Health Care Coverage

Adam

Eligibility Determination Results

u : As of today. Mary is not approved for Health Care Coverage because of the following reason(s):
- Did not meet Virginia Residency Requirement.
Mary
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Eligibility Results (2/2) — Optional

Eligibility Determination Results

-

As of today, John has a pending application for Health Care Coverage. The application is being processed and you will be
contacted with additional details

John

Eligibility Determination Resuits

As of today, Jane has a pending application for Health Care Coverage because there are additional documents needed for
verification.

What is needed
* SSN Card or Driver's License
* Pay Stubs

Please dick on the “Submit Verification Documents® button to upload the additional documents
If you have already prowded these documents, you do not need to upload these documents again

SUBMIT VERIFICATION DOCUMENTS l

< " PREVIOUS NEXT »
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Submit Document — Optional

Submit Your Documents

No additional documentation of information is required at this time. However, if you have documents or information that you would like to add to your
application at this time, you may uplead them here. If you do not upload any documents, this will not impact your eligibility. We will use electronic sources to
verify income data, including information from tax returns, if available, to make a decision on your application. If we are unable to use electronic data sources,
we may ask you to send documents later. This section is for your convenience only,

If you have already uploaded documents, a list of the documents you have already uploaded will appear in the "Documents You Have Already Uploaded”
section.
Upload a New Document

For each document you upload, please select the name of the person for whom you are uploading the document and the type of document. Next, click "Browse.”,
and then selectthe file. After you have selected the file, click Upload. Please ensure that the file name describes the content of the file.

If you need more information on the document types to upload, please click on the Page Help for instructions.
Once the document has been uploaded, it will be listed in the Documents You Have Already Uploaded section

Name: Document Type File Name

< Click here to choose > E] < click here to choose >[E] Upload

Files with extensions "jpg”, ".pdf” and "tif" are supported.

& Having trouble uploading? This website may need to be added to your Trusted Sites for upload to work. Please click on the Page Help for instructions.

Documents You Have Already Uploaded

These documents have already been uploaded and will be submitted when you submit your application. If you would like to remove a document, click "Remove”.

< | PREVIOUS SUBMIT
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