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High L evel Summary of Recommendations; Data Elements

Must Include because it is either anew question (as marked with an asterisk below) or requires significant revision.

Question Category Data Element

Household Contact Preferred Method to Get | nfor mation*

L anguage Spoken/Read

Household Member Information Federal Tax Filing I nfor mation*

(applicants and/or non-applicants) CHIP Waiting Periods* (if applicable)

Former Foster Care Child Category

Citizenship/lmmigration Status

Full-Time Student

SSN Instructions

Pregnant

Non-MAGI Screening Questions

Applying for Health Coverage

Income Projected Annual | ncome*

Deductions*

Y early Income

Other Income

Self Employment

Health Coverage Accessto Employer Health Cover age*

Offers of Employer Health Coverage* (located in Appendix)

Ability to Use Tax Data During Renewal*

Rights and Responsibilities Absent Parent

Other Authorized Representative

Navigator S/Application Assistor* (if applicable)

American Indian/Alaska Native

MAC Collaboratives: Federal/state partnership to support high-performing state health insurance programs. Established by the Centers for Medicare & Medicaid Services and coordinated by Mathematica Policy Research,
the Center for Health Care Strategies, and Manatt Health Solutions. Visit http://www.Medicaid.gov.




Medicaid and CHIP

MAC

High Level Summary of Recommendations: Single Streamlined Application Questions

Medicaid and CHIP Coverage L earning Collabor ative
Integrated Human Services Application Analysis
High-Level Summary Chart

Must Include becauseit is either a new question or requires significant revision.

#

Data Element

Single Streamlined Application Question

Household Contact

1 Preferred method to get » Do you want to get information about this application by email? (Y es/N0O)
infor mation » Email address:
2. L anguage Spoken/Read: » Preferred spoken or written language (if not English)

Household Member Information (applicants and/or non-applicants)

3. Federal Tax Filing Information * Do0esPERSON X plan to file afederal income tax return NEXT YEAR? (Yes/No)
* If yes: Will PERSON X filejointly with a spouse? (Y es/No)
* If yes, name of spouse:
* Will PERSON X claim any dependents on his or her tax return? (Y es/No)
o If yes, list name(s) of dependents:
*  Will PERSON X be claimed as a dependent on someone’ s tax return? (Y es/No)
o If yes, pleaselist the name of the tax filer:
* How isPERSON X related to the tax filer?
4, CHIP Waiting Periods Please answer the following questions if PERSON X is 18 or younger:
» Did PERSON X have insurance through ajob and lose it within the past 3 months? (Y es/No)
* If yes, end date:
* Reason the insurance ended:
5. Former Foster Care Child Category | = WasPERSON X in foster care at age 18 or older? (Y es/No)
6. Citizenship/mmigration Status * IsPerson X aU.S. citizen or U.S. nationa ? (Y es/No)
 |f PERSON Xisn't aU.S. citizen or U.S. national, do they have eligible immigration status? (Y es/No). (Note: May want to include an
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instructions sheet with alist of eligible statuses and/or document types.)
e Immigration document type:
*  Document ID number:
* HasPERSON X livedinthe U.S. since 19967 (Y esN0)
* IsPerson X, or their spouse or parent aveteran or an active-duty member of the U.S. military? (Y es/No)
7. Full-Time Student: Please answer the following question if PERSON X is 22 or younger:
Is PERSON X afull-time student (Y es/N0)
0. SSN Instructions: *  Weneed thisif you want health coverage and have a SSN. Providing your SSN can be helpful if you don’t want health coverage too
since it can speed up the application process. We use SSNs to check income and other information to see who’ s éligible for help with
health coverage costs. If someone wants help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-
800-325-0778.
10. | Pregnant: * Areyou pregnant? (Y es/No)
» If yes, how many babies are expected during pregnancy?
11. | Non-MAGI Screening Questions » Does Person X have a physical, mental or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or livein amedical facility or nursing home?
12. | Applying for Health Coverage *  Does PERSON X need health coverage? (Y esNo)
Income
13. | Projected Annual Income * Person X’stotal income next year (if you think it will be different): $
14. | Deductions » If PERSON X pays for certain things that can be deducted on afederal income tax return, telling us about them could make the cost of
health coverage alittle lower. NOTE: Y ou shouldn’t include a cost that you already considered in your answer to net self-employment.
e Alimony paid; $__ How often?
e Studentloaninterest; $ How often?
e Other deductions; Type: $ How often?
15. | Yearly Income » Complete only if your income changes from month. 1f you don’t expect changes to your monthly income, skip to the next person.
e Person X’'stotal incomethisyear: $
16. | Other Income » Check all that apply, and give the amount and how often you get it.
* None
e Unemployment; $ How often?
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Pensions; $__ How often?

Social Security; $__ How often?
Retirement accounts; $  How often?
Alimony received; $ _ How often?
Net farming/fishing; $__ How often?
Net rental/royalty; $_ How often?
Other Income; $ How often?

17. | Sdf-Employment

If self-employed, please answer the following questions:

Type of Work:
How much net income (profits once business expenses are paid) will PERSON X get from this self-employment this month? $

Health Coverage

Other Health Coverage

Is anyone enrolled in health coverage now from the following? Y es. If yes, check the type of coverage and write the person(s)’ name(s)
next to the coverage they have. No.
* Medicaid

CHIP
Medicare
TRICARE (Don't check if you have direct care or Line of Duty)
VA health care programs
Peace Corps
Employer insurance

e Nameof insurance

» Policy number

* Isthis COBRA coverage (Y es/No)

» Isthisaretiree health plan? (Y es/No)

e Name of health insurance:
* Policy number:
» Isthisalimited-benefit plan (like a school accident policy) (Y es/No)

18. | Accessto Employer Health

Is anyone listed on this application offered health coverage from ajob? Check yes even if the coverage is from someone else’ sjob, such
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Coverage as aparent or spouse. (Yes/No) If yes, go to Appendix.
» Isthisastate employee benefit plan?

19. | Offersof Employer Health Tell us about the job that offers coverage
Coverage * Employer Name
(Should be located in Appendix) * Employer Address

* Employer Phone Number
* Employer Identification Number (EIN) _ -~~~
» Who can we contact about employee health coverage at thisjob? (contact, phone number, email address)
20. | Offersof Employer Health * Areyou currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?
Coverage » Ifyes, if you'rein awaiting or probationary period, when can you enroll in coverage? (mm/dd/yyyy)
(Should be located in Appendix) » List the names of anyone else who is éligible for coverage from thisjob
*  Name
21. | Offersof Employer Health * Doesthe employer offer a health plan that meets the minimum value standard? (Y es/No)
Coverage: Minimum Value
(Should be located in Appendix)

22. | Offersof Employer Health » For the lowest-cost plan that meets minimum value offered only to the employee (don’t include family plans): If the employer has
Coverage: Affordability wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for any tobacco
(Should be located in Appendix) cessation programs, and did not receive any other discounts based on wellness programs.

e a How much would the employee have to pay in premiums for this plan? $
* b. How often? « Weekly « Every 2 weeks Twice amonth ¢ Quarterly « Yearly
23. | Offersof Employer Health * What change will the employer make for the new plan year (if known)?
Coverage: Projected Coverage » Employer won't offer health coverage
(Should be located in Appendix) » 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).
e How much will the employee have to pay in premiumsfor that plan?$
* How often?
e +Weekly e« Every 2weekse Twiceamonth « Quarterly « Yearly
» Date of change (mm/dd/yyyy):
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Rights and Responsibilities

26. | Ability to Use Tax Data during * Renewal of coverage in future years: To make it easier to determine my eligibility for help paying for health coverage in future years, |
Renewal agree to alow the Marketplace to use income data, including information from tax returns. The Marketplace will send me anotice, let
me make any changes, and | can opt out at any time.
* Yes, renew my €eligibility automatically for the next
* _ 5years(the maximum number of yearsallowed) _ 4years _ 3years
e  2yeas  lyear _ Don'tuseinformation from tax returnsto renew my coverage
27. | Absent Parent: » Does any child on this application have a parent living outside of the home? (Y es/No)
Other
28. | Authorized Representative: » Name of authorized representative (First name, Middle name, Last name)
(Could be located in Appendix) * Address
*  Phone Number
* Organization name
e |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.
28. | Navigator/Application Assistor: * Application start date
Start Date (Contingent upon state's |« Counselor First Name, Middle Name, Last Name, & Suffix
utilization of application assistors) *  Organization name
(Could be located in Appendix) » |D Number (if applicable)
29. | American Indian/Alaska Native: * Areyou or isanyonein your family American Indian or Alaska Native (AI/AN?)
Household * If No, skipto Step 4
* Yes. If yes, goto Appendix B.
30. | American Indian /Alaska Native: » Member of afederally-recognized tribe? If yes, give tribe name:
Federally-Recognized Tribe
(Could be located in Appendix)
31. | American Indian /Alaska Native: » Hasthis person ever gotten a service from the Indian Health Service, atribal health program, or urban Indian health program or through
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Indian Health Service
(Could be located in Appendix)

areferral from one of these programs? (Y esNo)
If no, isthis person eligible to get services from the Indian Health Service, tribal health programs, or urban Indian health programs or
through areferral from one of these programs?

32.

American Indian /Alaska Native:

Tribal Land Use Income
(Could be located in Appendix)

Certain money received may not be counted for Medicaid or the Children’s Health Insurance Program (CHIP). List below any income
(amount and how often) reported on your application that includes money from the following sources:

Per capita payments from atribe 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?




