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How to Apply

If, after using the Screening Tool, you think you may qualify for health care coverage under Medicald, FAMIS, or Plan First, there
are four easy ways to apply.

4. Call Cover Virginia at 1-855-242-8282 to apply on the phone Mon - Fri: 8:00 am to 7:00 pm and Sat: 9:00 am to 12:00 pm or

2. Apply online at www.commeonhelp.virginia.gov or

3. Print out and complele a paper application (Spanish version available here) and mail it fo your local Department of
Social Services (* Addiional forms or applications may be required) or

4. Visit your local Department of Social Services in the city or county in which you live
You should have the following information ready when you apply:

« Full legal name, Date of Birth, Social Security Number, Citizenship or Immigration Status for you and anyone in your
household who is applying for health care coverage.

= Most recent federal tax filing information {if available),

« Job and income information for members of your household for the month prior ar the current month. Having recent pay
stubs or W-2s to reference may be helpful.

« Information about other taxable income for members of your household such as unemployment benefits, Social Security
benefits, pensions, relirement income, rental income, alimony recaived, etc,

» Policy numbers for any cusrent health insurance

When you apply, you will be asked if you wish to give your permission {Consent to Share) allowlng us to use the information you
gave us on the application to create a User Profile for you. Your answer does not affect your eligibility for health care coverage.
You can read and download the Consent to Share document here. :

*You may need to print out additional single page supplement forms if applying for Medicaid, FAMIS or Plan First for more than
two people in your household. The Addilional Person Single Page Supplement is not a stand-alone application. You must also

complets the Application for Health Coverage and Help Paying Costs and submit the Additienal Person Single Page Supplement
with the application.

Additional Person Singie Page Suppfement
Additional Person Single Page Supplement {Spanish}

When applying for Medicaid for adults aver age 19 with disabilities, adults aged 65 or over, and for all people who need long term

care services, you will need fo fill out an ABD-LTC - Appendix D application as well as the Application for Health Coverage and
Help Paying Costs.

ABD-LTC Application - Appendix D
ABD-LTC Application - Appendix D (Spanish)

Complete Appendix E if you applied for Health care Coverage for someane who is medically needy (has income greater than the
Medicaid limit) and would like to be evaluated for a spenddown baséd on income, resources and medical expenses. Spenddown
waorks like an insurance policy deductible. The amount of the “deductible” is called the "spenddown liability.” Once medical bills
are incurred squal to or greater than the spenddown liability, the application is re-evaluated for Medicald eligibility.

APPENDIX E {Medically Needy Spenddown) to the Application for Health Coverage and Help Paying Cosis
APPENDIX E (Medically Needy Spenddown) to the Application for Health Coverage and Help Paying Costs (Spanisi}

For information about how to appeal a decision, visit the Appeals page.

Not Sure If You Qualify?

To find out if you may cualify for Medicaid, FAMIS or Plan First, answer the questions on the Screening Tool on the Am i
Eligitzle? page.

Application Assisters

if you need help with filling out your application, please click on the link to find an Application Assister in your area.

https:fiwww.coverva.org/main_apply.cfm 1i2
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event — like getting married, having or adopting a baby, losing your current health coverage — in order to be sligible. if you have
a qualifying event, you may be eligible to enroll during the 2017 Special Enroliment Period (SEP). For more information go to the
RMarketplace page. If you think you may be eligible for Special Enroliment and would like to apply for health insurance now
through the Marketplace, go to www.healthcare.gov.

Governor’s Access Plan (GAP)

For information about how to apply for the Governor's Access Plan, please go to the GAP page.

Veteran’s Benefits

Click here for information about Veteran's benefits and how to apply.

Low or No-Cost Providers of Care

For a list of free clinics in your area, visit The Virginia Association of Free Clinics website, To find a community heaith center
in your area, visit the Virginia Community Healthoare Association’s website.

|SelectLanguage ¥ | Powered by Gosgle Translate

Site Map | Privacy Statement
Toll Free: 1-855-242-8282 » TDD: 1-888-221-1590
Cover Virginia is sponsored by the Commonwealth of Virginia

htips:fiwww.coverva.org/main_apply.cfm 212
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NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener
una copla 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
teli the customer service representative the language you need. We'll get you help at ne cost to you. TTY users should call 1-888-221-1590.
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elus ab yo rself.

{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 sulte number

4, City 5. State 6. ZIP code 7. County

S O 1

8. Malllng address (if different from home address) 9, Apartment or suite number

10. City 1. State 12. ZIP code 13. County
14, Phone number 15, Other phone number

(CCInCrIJ-Cr 11 () A T R I I I I

16. Do you want 1o get information about this application by ernafi? Cvyes [Ino

Email address:

17. What Is your preferred spoken or written language (if not English)?

EI yofami T

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 DONT have to include:
+ Yourself +  Your unmarried partner if you don't have children together
+  Your spouse in the home
+  Your children under 21 who live with you * Your unmarried partner’s children
. Married or unmarried parents {of a child under 21) livingin ~ *  Your parents who live with you, but file thelr own tax return
the home : (if you're over 21)
. Anyone you include on your tax return, even if they don't »  Other adult refatives 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.

9 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-B55-242-8282. f you need helpin a language other than English, call 1-855-242-8282 and
tell the customer service representative the language you need. We'll get yout help at no cost to you. TTY users should cali 1-888-221-1590.
01/31/17 Page 10f8




(Start with yourself)

Complete Step 2 for yourself, your spouse and children who live with you and/or anyone on your same federal income tax return i you file
one. Include both parents fiving in the home (for a child under 21), See page 1 for more information about who to include, If you don't file a tax
return, remernber to still add family members who live with you,

1, First name Middle name Last name Suffix

3. Date of birth (mm/dddyyyy) 4, S5ex 2. Relationship to you?
Y |/ [ 11 Fimale [ Female SELF

5. Social Securitynumbersshy [ [ T |- T -0 T 1 11

We need this If you want health coverage and have an SSN. Even if you don't want health coverage for yourself, providing your SSN can be
helpful since it can speed up the application pracess. We use S5Ns to check income and other information to see who's eligible for help with
health coverage costs. For help getting an 85N, call 1-800-772-1213 or visit soclalsecurity.gov. TTY users should call 1-800-325-0778.

6. Do you plan to file a federal income tax return NEXT YEAR? .
{You can still apply for health insurance even if you don't file a federal income tax return.)

[7] YES. If yes, please answer guestions a-c. [1 NO. i no, skip to question ¢.
a. Will you file jointly with a spouse? [JYes [INo
If yes, name of spouse:

b, Will you claim any depandents on your tax return? [Cves LlNo
If yes, list namef(s) of dependents:

<. Will you be claimed as a dependent on someone's tax return? Clyes [Ino
If yes, please fist the name of the tax filer;

How are you related to the tax filer?

7. Are you pregnant? ] Yes [(OINo  a. If yes, how many babies are expected during this pregnancy? [:] Expected due date:

8. Do you need health coverage? (Even if you have Medicare or other insurance, there might be a program with better coverage or lower
costs.) If NO, skip to the Income questions on page 3 and leave the rest of this page blank. e

[ vEs. (f yes, answer all the questions below, 0

8a.
1 yes. if under 19 or over 64 and not eligible for full coverage, ] NO. if you are age 19 to 64 and are not eligible for fuil coverage,
do you wish to be evaluated for Plan First (family planning gy you will be evaluated for Plan First (family planning coverage
coverage only)? only} unless you check NO.

9. Do you have a physical, mental, or emotional health condition that causes limitations in activities {like bathing, dressing, daily
chores, etc} or live in a medical facllity or nursing home? If Yes, please complete Appendix D. {yes [INo

10, Are you a U.S. citlzen or U.S, national? [Jves [[INo

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

a. Immigration document type b. Document 1D number

HNENEEEREEEEEER

c. Have you lived in the U.S, since 19962 [] Yes {Ono d. Are you, or your spouse or parent a veteran ot an active-duty
member of the U,S, military? (D Yes [1No

12. Do you live with at least one child under the age of 19, and are you the main person taking care of this child? [Jves []No
13. Are you incarcerated (detained or jailed)? []ves [INo 1 Yes [ IFederal [ JState (DOCor DIy []Local/Regional
[ Check here if pending disposition of charges Expected releasedate 1 1 /L T 1/ [ | | |

14, Are you a full-time student? {Jves [INo | 15. Were you in foster care at age 18 or older? [Jves [INo If yes, in which state

16. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
[IMexican []Mexican American []Chicano/a [JPuerto Rican [JCuban [JOther

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

White O American Indian or Alaska E Filipino Vietrarnese 1] Guamandan or Chamorro
Black or African Native Japanese Other Astan L] samoan
Amerlcan [] Astan indfan L1 Kerean Native Hawalian Other Pacific Islander
[ chinese L other
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'l get you help at no cost to you. TTY users should eall 1-888-221-1580.
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_ _ (Continue with yourself)
Curret_lob & Income Information

(] Employed {1 Not employed [[] Self-employed
If you're currently employed, tell Skip to question 28. Skip to question 27.
us about your income. Start with
question 18,
CURRENT jOB 1:
18. Employer name a, Employer address
b. City c. State d. Zip code 19. Employer phone number
1 S O Y e
20, Wages/tips {before taxes) [ ]Hourly Clweekly  [1Every 2 weeks 21. Average hours worked each WEEK
sC T T 1 1.} [Jtwice amonth [ Monthly [JYearly LT 1]
CURRENT JOB 2: (if you have more jobs and need more space, attach another sheet of paper.)
22. Employer name a. Employer Address
b. City ¢, State d. Zip code 23, Employer phone number
1 I A
24, Wages/tips (before taxes) [JHourly [Cweekly [ Every 2 weaks 25, Average hours worked each WEEK
s T T 1T 1] CItwice amonth ] Monthly []Yearly LT 13

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

27. If self-employed, answer the following questions:
a. Type of work

b. How much net income {profits once business expenses are patd}
will you get from this self-employment this month? s T LU T 1]

28. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you getit. Check here If none ]
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security Income (551).

[ Unemployment $ I:EED Howoften? . F1alimony received ~ $ D:!:D Howoften?
[_1pensions $ Dj:ij Howoften? I Net farming/fishing $ ED:D Howoften?
[ social Security $ [ [ [ |Howoftenz CInetrentairroyalty  $[ [ | [ | Howoften?
[IRetirement accounts $[ [ [ [ | Howoften? . - Oother income ${ [ ] [ ] Howoften?.________

Type

29, Do you want help paying for medical bills from the last 3 months? Oves [INo ifyes, provide monthly income for previous 3 months.

montn: $C T T T [ Month2$ [ T 1 [ T ] month3:$[ [ [ [ T |

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, teling us about them could make the cost of health coverage
a little lower,

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).

(] Allmony paid sC T T [ THowoftero {Jother deductions sU T T 1T JHowotten?
[ student loan interest $ DID Howoften? Type:

31. YEARLY INCOME: complete only if your income changes from month to month. o
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)

s T T T 1 11 s T 1T 1 1|
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 formularlo 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.
01/31/17 Page 3 of 8




If you have more than two people to include, complete as many Additional Person single
page supplement forms as you need,

Complete Step 2 for
both parents living in the home (for a chlld under 21). See page 1t for more information about who to include, If you don‘t file a tax return,
remember to still add family members who five with you.

your spouse and children who live with you and/or anyone on your same federal income tax return if you file one. Include

1. Flrst name Middle name Last name Suffix
3. Date of birth (mm/dd/yyyy) 4, Sex 2, Relationship to you?
i/ /L1 Owmale [ remale

5. Social Securitynumber sy I [ T |- [ |- T T 1 |
We need this if you want health coverage for PERSON 2 and PERSON 2 has an S5N,
6. Does PERSON 2 five at the same address as you? []Yes [JNo

If no, list address;

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
{You cah still apply for health Insurance even if PERSON 2 doesn't file a federal income tax return.)

[ ves. If yes, please answer questions a-c.
a. Will PERSON 2 file jointly with a spouse? [Yes [INo
If yes, name of spouse:
b. Will PERSON 2 claim any dependents on his or her tax return? Clyes [Ono
If yes, list name(s) of dependents:
¢. Will PERSON 2 be claimed as a dependent on someone's tax return? Flves [No
If yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer?

LINO. If no, skip to question c.

8, Is PERSON 2 pregnant? [JYes [INo a. if yes, how many bables are expected during this pregnancy?lj Expected due date:

9. Does PERSON 2 need health coverage? {Fven if Person 2 has Medlcare or other insurance, there might be a program with better coverage
or lower costs.) If NO, skip to the income guestions on page 5 and leave the rest of this page blank.

[ vEs. If yes, answer all the questions below. 0

9a.
[] vEs. If under 19 or over 64 and not eligible for full coverage,
does PERSON 2 wish to be evaluated for Plan First (family
planning coverage onlyy?

[ no. If PERSON 2 is age 19 to 64 and Is not eligible for full coverage,
PERSON 2 wilt be evaluated for Plan First {family planning coverage
only) unless you check NO.

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes limitations in activitles (like bathing, dressing, daily
chores, etc} ot live in a medical facility or nursing home? _If Yes, please complete Appendix D. Clyes [INo
11. Is PERSON 2 a U.S, ditizen or U.S, natlonal? []Yes [INo
12. If PERSON 2 isn’t a U.S. citizen or U.S. natlonal, do they have eligible immigration status?
[ Yes. Fill in their document type and 1D number below.
a. Document type

b. Document 1D number

NN EEEENEENa.

d. Is PERSON 2, or their spouse or parent a veteran or an active-
duty merber in the U.S, milltary? [1Yes [JNo

c. Has PERSON 2 lived In the U.S, since 19967 [Jves [INo

13. 1 Person 2 living with at least one child under age 19 and the
main person taking care of this child? (W

14, Was PERSON 2 in foster care at age 18 or alder? Cves [(ONe
If yes, In which state

15. Is PERSON 2 incarcerated (detained or jailedi? [JYes [INo

if Yes [ Federal []State (DOCorDJ)) []Local/Regional

[ Check here if pending disposition of charges Expected release date ANy L1011 |
16.15 PERSON 2 a full-time student? [Jves [INo
17. If Hispanic/Latino, ethnicity {OPTIONAL—check all that apply.)
[IMexican [IMexican American []Chicano/a [CPuerto Rican [Jcuban [JOther
18. Race (OPTIONAL—check all that apply.)
[ white [ 1 American Indian or Alaska [ Filipino [ vietnamese -1 Guamanian or Chamotro
] Black or African Native ] japanese [ Other Asian [} samoan

American (1 Asian indian [ Korean [ Mative Hawallan [l other Pacific Islander

[ chinese [} other

Now, tell us about any income from PERSON 2 on the next page. Q

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 formularlo en Espafiol, 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 Janguage you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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Current Job & income Information
[ Employed
1f PERSON 2 is currently employed,

tell us about thelr income, Start with
question 19.

CURRENT OB 1:

] Not employed
Skip to question 29,

(1 self-employed
Skip to question 28,

19. Employer name a. Employer address

b. City c. State d. Zip code 20. Employer phone number
21. Wages/tips (before taxes) [JHourly Oweekly [ Every 2 weeks 22, Average hours worked each WEEK

sCT T T [ T

Citwice amonth [ Monthly [Yearly

LT T

CURRENT JOB 2: (if PERSON 2 has more Jobs and needs more space, attach another sheet of paper.)

23, Employer name

a, Employer Address

b, City

¢. State

L]

d. Zip code

24. Employer phone number

CLL 1 1]

(-t

25, Wages/tips (before taxes) [JHourly

Oweekly [every 2 weeks

26. Average hours worked each WEEK

s T T [ 1 [ |

Otwice amonth  TiMonthly T yearly

[T ]

27. In the past year, did PERSON 2: [] Change jobs [] Stop working [] Start working fewer hours [l Nene of these

28, If PERSON 2 Is self-employed, answer the following gquestions:
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?

s L1 T 1 1]

20. OTHER INCOME THIS MONTH: Check all that apply, and glve the amount and how often PERSON 2 gets it. Check here if none [
NOTE: You don't need to tell us about PERSON 2's child support, veteran's payment, or Supplemental Security Income (554,

Tlunemployment $ D:I:Ij Howoften? . [JAlimony received  § [:]ID Howoften? ..

[ pensions $ El:ljj Howoften? _ [ Net farming/fishing  $ ]:D:I:] Howoften?

[ 5ocial Security ${ T T [ |Howofter? O et rentalsroyalty  $[ | | | | Howoftenz

[T Retlrement accounts  $ l:l:[jj Howoften? ____ .. Dl other income $ [j:]:]:] Howoften? ...
Type

30. Does PERSON 2 want help paying for medical bilis from the last 3 months? ves [INo Ifyes, provide monthly income for last 3 months,

month 1:$C [ T | [ ] monthz:$ (1 [ [ T ] Month3:$[ | [ [ T}

31, DEDUCTIONS: Check all that apply, and give the amount and how often PERSON 2 gets it,

{f PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn't include a cost that you already considered In your answer to net self-employment (question 28b).

CJ Alimony paid $ How often? [other deductions %
[CIstudent loan interest $ How often? Type:

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

PERSCN 2's total income this year

sC I T 1 T 1]

How often?

@

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

s LT i1 1]
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 toverva,org or call us at 1-855-242-8282, Para obtener

una copia de este formulario en Espaiiol, llame 1-855-242.8282. If you need help In a language other than English, calt 1-855-242-8282 and

tell the customer service representative the language you need, We'll get you help at no cost te you. TTY users should call 1-888-221-1590.
01/3117
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Aerican Indn or Alaska Natie (AIA) famly memb)

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

[1if No, skip to Step 4.
Cves, Ifyes, go to Appendix B,

Your Coverage

Answer these questions for anyone who needs health coverage,

1.1s anyone enrolled in health coverage now from the following?
[ YES. if yes, check the type of coverage and write the person(sy name(s) next to the coverage they have. [ ]NO,

L] medicaid O Employer insurance
O eamis Nate of health insurance;
[ Plan First Policy number;

Is this COBRA coverage? (1 Yes [ ]No

Is this a retiree health plan? [Jves [Ino
LI TrRICARE {Don't check if you have direct care or Line of Duty) [ other

Marne of health insurance:

[ Medicare

Policy number:

[ veterans Administration health care programs
Is this a limited-benefit plan (like a school accident policyy?

Cves CliNo

[ peace Corps

[ rederal Health Insurance Marketplace

2. Is anyone listed on this application offered health coverage from a job?
Check ves even [f the coverage Is from someone else’s job, such as a parent or spouse.,
[1vES. If yes, you'll need to complete and include Appendix A, Is this a state employee benefit plan? [1Yes [JNo
[INoO. If no, continue to Step 5,

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persens are required to respond te a collection of information unless it displays a valid OMB control number,
The valid OMB control number for this Information collectlon is 0938-1191, The time required te complete this Informatlen colfection Is estimated to average [Insert
Time thours 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. I you have comments concerning the accuracy of the time estimate{s} or suggesticns for improving this form, please write to: CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop {4-26-05, Baitimore, 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 cbtener

una copia de este formulario en Espafiol, lame 1-855-242-8282, If you need help In a language other than English, call 1-855-242-8282 and

teli 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.
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Read & sign this appction.

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

+ | understand that | am authorizing the local Department of Social Service (LDSS) and the Department of Medical Assistance
Services (DMAS) to obtain verification/information necessary to determine my eligibility for Medicaid or FAMIS.

+ | understand that Medicaid and DMAS contractors may exchange informatlon relating to my coverage with LDSS to assist with
application, enrollment, administration and billing services.

+ | understand 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. | may have to repay these premiums even if no medical services were received during those
months.

+ | know that | must tell the local Department of Soclal Services within 10 calendar days 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.

+ | know that under federal law, discrimination isn't permitted on the basis of race, color, national origin, sex, age, sexual
orlentation, gender identity, or disability. | can file a compiaint of discrimination by visiting www.hhs.gov/ocr/office/file,

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 Securlty, the

Department of Homeland Security, and/or a consumer reporting agency. It 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 recelve
notification of the outcome of my renewal. | understand that | can opt out at any time.

Yes, | consent to the use of electronic income data including information from tax returns to annually renew my eligibility
automatically for the next

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

Oayears [3years [Hzyears [1year [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 purstie and get medical support from a spouse or parent.

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

+ Ifyes, L 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 Medlcald and | may not have to cooperate,

My right to appeal

If | 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 I think the Health Insurance Marketplace has made a mistake, | can appeal its decision. To appeal means to telt someone at

the Health Insurance Marketplace that 1 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 should sign this application. If youre an authorized representative you
may sign here, as long as you have provided the information required in Appendix C.

Signature Date (mm/ddfyyyy)

cCL/ e/t

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

9 NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva,org or cali us at 1-855-242-8282. Para obtener
una copia de este formulario en Espafiol, lame 1-855-242-8282. i¥ 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,
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NEED HELP WITH YOUR APPLICATION? Visit the Cover Virglnia 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.
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Health Coverage from jobs

You DONT need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach a
copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.

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

EMPLOYEE information

1. Employee narne {First, Middle, Last} 2, Employee Social Security number

I O 1 0 A

4 Employer Ide
LT
6. Employsr phone number

(-

1. Phone number (&

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

13a, If you're in a walting or probationary period, when can you enroll in coverage? {mm/dd/yyyy)

O T O I

List the names of anyone else who is eligible for coverage from this job.

Name: Name: Name:
COne (Stop here and go to Step 5 in the application)

Tell us about the health plan offered by this employer.

e would pay if he/she re
d on wellness programs

[ L[]

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

1 Employer will start offering health coverage to employees or change the premiurm 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 guestion 15.)

a, How much will the employee have to pay in premiums for that plan? s LR T |
b, How often? C1weekly [JEvery 2weeks [Twice amonth [Jonceamonth [0 Quarterly [lvearly

¢. Date of change (mmvddryyyyr: [ 1 /0 T /LT 1 1 |

*An employer-sponsored health plan meets the “minimum value standard” if the plan's share of the total allowed benefit costs covered by the plan Is no
less than 60 percent of such costs (Section 36B(cH2)(C)H) of the internal Revenue Code of 1986)

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia webslte at coverva,org or call us at 1-855.242-8282, Para obtener una
@ ¢opla de este formulario en Espafiol, llame 1-855.242-8282, If you need help in a fanguage 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.
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Use this tool to help 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 that you're eligible for.

, EMPLOYEE Information

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

I Y O O

, EMIPLOYER Information
1V Ask the employer for this information,
3 Employer e e S T [ Erioyer e AT N

“Phone number (i different from above) |

a

(NN NN
13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the naxt 3 months?
[ves {Continue)
13a. If the employee Is not eligible today, including as a resuit of a waiting or probationary period, when Is the employee eligible for
coverage? {mm/ddfyyyy) (Continue)
CINo (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?
[¥es. Which people? []Spouse ] Dependent(s)
[dNe

{Go to question 14}

fered only 1o the employe (dont Inclide family plansy If the
oyee wolld pay ifhe/ she received the maximuim discount foi
d on wellness progran

form to employee,

16. What change will the employer make for the new plan year?
] employer won't affer health coverage

[ 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 weliness programs. See guestion 15.)

a. How much will the employee have to pay in premiums forthatplan?${ | | [ [ | |
b. How often? [Iweekly [JEvery 2weeks [Twice amonth [Honce amonth [lQuarterly [vearly
c. Date of change {(mm/dd/yyyy): L) L7 1 | [

*an employer-sponsored health pian meets the “minimum value standard” if the plan's share of the total allowed benefit costs covered by the plan is no
fess than 60 percent of such costs (Section 36B{C)(2)(C){il) of the Intermat 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
9 copia de este formulario en Espafio), llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tel|
the custorner service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1 590.
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APPENDIX B

American indian or Alaska Native Family Member (Al/AN)
Complete this appendix if you or a family member are American Indian or Alaska Native, Submit this with your Application for
Health Coverage & Help Paying Costs.

Tell us about your American Indian ot 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 enrollment periods. Answer the
following questions to make sure your family gets the most help possible.

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

£ L P », .
1. Name First Middle First T Middle
(First name, Middle name, Last name)
Last Last
2. Member of a federally recognized tribe? [des [Cyes
if yes, tribe name If yes, trihe name
[INo , o
3. Has this person ever gotten a service fromthe | [T yes Cves
Indian Health Service, a tribal health program,
or urban Indian health program, or through a O No CINo
referral from one of these programs? If no, is this person elflgible to get tf no, is this person eligible to get
services from the Indlan Health Service, services from the Indlan Health Service,
tribal health programs, or urban Indian tribal health programs, or urban Indian
health programs, or through a referral health programs, or through a referrat
from one of these programs? from one of these programs?
ves [INo [Clyes COnNo
4, Certain money received may not be counted sT T T T T 1 s T T T 111
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 Virginta website at coverva.org or call us at 1-855-242-8282. Para obtener una
copla de este formulario en Espafiol, 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 .
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Assistance with Completing this Application

You can choose an authorized representative,

* "_ -
&
FU‘I’EK VIK?)I?"(

AT PO P

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 are applying for someone other than a spouse or family member, an

authorized representative form (Appendix C) must be completed. If you're a legally appointed representative for someone on this
application, submit proof with the application.

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

2. Address 3, Apartment or suite number

4, City 5. State . 6, ZIP code

LT LT T T

7. Phone number

(Crrherri-rrri

8. Organization name

9. ID number (if applicabie}
[(TT TP T TP ]I 1]

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)

LWL T )

OR

'Is there anyone else that you would like us to share your information with about your application?

1.1 give permisslon for (name) and/ar (organization name}

2. Address City State Zip

3. Phone number 4, ID number {If applicable)

(O ) O O I L N O O I A L I

to receive eligibility and enroliment information relating to my application/case. | also give the Department of Social Services

and/or the Department of Medical Assistance Services permission to release information about this application to this person/
organization. '

5. Your signature 6. Date (mm/ddiyyyy)

CT 1/

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

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

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

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

3. Organization name

4, 1D number (if applicable) 5, Agents/Brokers only: NPN Number

BENENEEREERNE LI T IT 1T

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855.242.8282, Para obtener

una copla de este formularlo en Espafio), 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.
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Commonwealth of Virginia Voter Registration Agency Certification

if you are not registered to vote where you live now, would you like to apply to register to vote here today? {Please check only
one)

[1 1am already registered to vote at my current address, or | am not eligible to register to vote and do not need an application
to register to vote.

[T Yes, | would like to apply to register to vote. {please fill out the voter registration application form)

1 No, 1 do not want to register to vote.
If you do not check any box, you will be considered to have decided not to 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. If you decline to register to vote, this fact will remain confidentlal. If you do register to vote, the office where your
application was submitted will be kept confidential, and it will be used only for voter registration purposes. If you 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 out the application form In private if you desire.

If you believe that someone has interfered with your right to register or to decline to register to vote, your right to privacy in
deciding whether to register or in 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 232193497, phone (804) 864-8901.

Applicant Name Signature Date

{for agency use only)
Voter Registration form completed: [ Yes (1 No

Voter Registration form given to applicant for later malling {at applicant’s request): (i

Agency Staff Signature Date

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

una copla de este formulario en Espaiiol, lame 1-855-242 8282, If you need help in a language other than English, call 1-855-242-8282 and

telf 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.
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Cuies
Name from STEP 1 COVER VIRGINIA

3 $iFaustinde Hellth bvdiees

Complete Step 2 for your spouse and children who live with you and/or anyone on your same federal income tax return if you file one. Include
both parents living in the home (for a child under 21}, See page 1 for more information about who to inciude, If you don't file a tax return,
remember to still add family members who live with you.

1. First name Middle name Last name Suffix
3. Date of birth (mm/dd/yyyy) 4, Sex 2. Relationship to you?

HEEEEEEE Mmale [Female
5. Social Security humber (SSN) [ I | -| I -

We need this If you want health coverage for this PERSON and they have an SSN.
&. Does this PERSON live at the same address as you? []Yes [[JNo

If no, list address:

7. Does this PERSON plan to file a federal income tax return NEXT YEAR?
{You can still apply for health insurance even if this PERSON doesrt file a federal income tax return.)

I YES. If yes, please answer questions a-c. [CINO. If no, skip to question ¢,
a. Will this PERSON file jointly with a spouse? []ves [INo

If yes, name of spouse:
b. Wil this PERSON claim any dependents on his or her tax return? Llves [INo

If yes, list name(s) of dependents:
¢. Will this PERSON be claimed as a dependent on someone’s tax return? ves [INo

If yes, please list the name of the tax filer:
How is this PERSON related to the tax filer?

8. Is this PERSON pregnant? []Yes [CIne  a. if yes, how many bables are expected during this pregnancy?[::l Expected due date:

0. Does this PERSON need health coverage? (Even if this PERSON has Medicare or other insurance, there might be a program with better
coverage or lower costs.) if NO, skip to the income guestions on the next page and leave the rest of this page blank. e

[ ves. if yes, answer all the questtons below. o

ga_D YES. If under 19 or over 64 and not eligible for full coverage, ] NO. If this PERSON Is age 19 to 64 and Is not eligible for full
does this PERSON wish to be evaluated for Plan First (family coverage, this PERSON will be evaluated for Plan First {family
planning coverage only}? OF  planning coverage only) uniess you check NO.

10. Does this PERSON have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live In a medical facliity or nursing home? If Yes, please complete Appendix D. Oyes Tno

11. IS this PERSON a U.S. citizen or US. national? []Yes [JNo

12. If this PERSON isn't a U.S. citizen or U.S. national, do they have eligible immigration status?
[J Yes. Fill in their document type and 1D number below.
a. Document type b, Document |D number
0 Y I O O A

¢. Has this PERSON lived in the 1.5, since 19967 [Yes [INo d. Is this PERSON, or their spouse or parent a veteran or an active-
duty member In the U.S. military? [JYes [INo

13. Is this PERSQN living with at least one child under age 19 and the | 14. Was this PERSON in foster care at age 18 or older? [Jves [[INo
main person taking care of this child? [ If yes, in which state

15. Is this PERSON incarcerated (detained or jailed? [Jves [INo if Yes [Federal [state (DOCor D)) [Jlocal/Regional

[ check here if pending disposition of charges Expected release date 5 [ / [ ] / | 1 [ l

16. Is this PERSON a full-time student? [ves [JNo

17. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply)
[IMexican [ Mexican American [TJchicano/a [ Puerto Rican [dcuban [JOther

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

] white [ American Indian or Alaska [} Filipino [l vietnamese 3 Guamanian or Chamorro
{7 Black or African Native 1 Japanese [ other Asian [ samean
American [] Asian Indian ] Korean ] Native Hawaiian ] Other Pacific Islander
1 chinese (] other

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-B55-242-8282, Para obtener una
copla 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.
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1 Employed
if this PERSON is currently employed,

1 Not empioyed
Skip to question 29,

[] self-employed
Skip to question 28,

tell us about thelr income. Start with
question 19,

CURRENT JOB 1:
19. Employer name

a, Employer address

b. City c. State d. Zip code 20. Employer phene number

LI I (I 1 0 A I ey O O A
21. Wages/tips (before taxes) [JHourly [weekly [ Every 2 weeks 22, Average hours worked each WEEK
s T 1 1T 11 [dtwice a month [Tl Monthty [ Yearly CT L]

CURRENT JOB 2: (If this PERSON has more jobs and needs more space, attach another sheet of paper.)
23. Employer name a, Employer Address

b, City C. State d. Zip code

N I O O T

24, Employer phone number

(O I

25, Wages/tips (before taxes) []Hourly 26. Average hours worked each WEEK

sCT T 1T LTI Ll

27. In the past year, did PERSON 2. [ change jobs £ Stop working [ start working fewer hours [} None of these

Clweekly  [[levery 2 weeks
O rwice amonth  TlMonthly [ Jvearly

28. If this PERSON Is self-employed, answer the following questions:
a. Type of work

b. How much net income {profits once business expenses are pald)
will this PERSON get from this self-employment this month? $ CT 11|

|

29. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often this PERSON gets It. Check here if none L]
NOTE: You dor't need to tell us about this PERSON's child support, veteran's payment, or Supplemental Security Income (S5i}.

[ unemployment $ C 1T T T ] wowottenr ClAlimony received  $ CLEL T 1 owotenr—
[ rensions $ :l:r_—l:] How often? ] Net farmingffishing  $ El:ljj How often?
M social Security $ D:D__—I How often? [ Net rental/royalty % How often?
CiRretirement accounts  $ How often? [ other income $ How often?

Type

30, Does this PERSON want help paying for medical bills from the last 3 months? ves [ INo If yes, provide monthly incomne for fast 3 months,

Month 1: $ monthz2$ [ [ 1 | [ | Monthz:$[ | | | [ |

31. DEDUCTIONS: Check all that apply, and give the amount and how often this PERSON gets it.

{f 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 fower.

MNOTE: You shouldn't include a cost that you already considered in your answer to net seif-employment {question 28b).
[ JAlimony pald $ How often? [ other deductions $[:[ iIJ:
[ student loan interest $ How often? Type:

32. YEARLY INCOME: Complete only If this PERSON's Income changes from menth to menth.
If you don't expect changes to this PERSON's monthly income, skip to the next person.

How often?

@

This PERSON's total income this year

s T 111

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

|| sL I T 1111

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.
0 NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginla webslite at coverya.org or call us at 1-855-242.8282, Para obtener una

copla 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'li get you help at no cost to you. TTY users should call 1-888-221-1590.
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Application for Health Coverage and Help Paying Costs
APPENDIXD

Complete Appendix D if you are applying for Health Care Coverage for:
» someone who has disabilities
+ someone age 65 years or over

+ all people, including children, in need of Long-term Care Services (nursing facility or community
hased care)

« someone who is medically needy (has income greater than Medicaid limit and would like to be
evaluated based on their income, resources and medical expenses) - Spenddown

atis A ndi sed For?

Appendix D gathers additional information needed to determine your eligibility for Health Care
Coverage,

Appendix D is not a stand-alone application. You must also complete the Application for Health
Coverage and Help Paying Costs and submit Appendix D with the application.

If completing Appendix D for someone else, please answer the questions for that person.

Name Date Left

Reason for Leaving

Where is the person currently staying? Expected Return Date

1 3/10/2017




Answer guestions 4-11 if any applicants are under age 65 years.

Name of Person

Name

Name

Outcome

3/10/2017




Explain

Answer questions 12-14 if you are applying for anyone whoisina nursing facility or assisted living
facility, or who requires nursing home care or assistance to remain in the home

Name

Address

Name Date of Entry . In what County was the prior
address?

person’s address prior to entering the facility

Facility Name Facllity Address

Was Placement made by a State agency?
O Yes [INo

Name of Insurance Company Address City, State, ZIP

Policy Number Person(s) insured Is this a Partnership Policy?
O Yes [ONo

3 3/10/2017




Type of Property Transferred

Value at Transfer

$

$

Amount Received

Date of Transfer

From Whom

To Whom

Explain the Reason for Transfer

Note: f more than one transfer has occured, please attach documentation of each transfer.

Amount $

Amount ¢

O Checking, Savings
3 Credit Union

O Deferred Compensation Plan

O Certificate of Deposit (CD)

{1 Christmas Club
O Money Market Funds

1. Cwner Name

Co-Owner Name

Name of Bank Account Type Account Number Balance/Value
$

2, Owner Name Co-Owner Name

Name of Bank Account Type Account Number Balance/Value
$

3, Owner Name Co-Owner Name

Name of Bank Account Type Account Number Balance/Value

$

s your income (Social Security or SSI benefits, retirement pension, wages, etc.) deposited directly into any of the

accounts? [ Yes [INo

If yes, which account?
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1, Owner Name

Co-Owner Name

Where Is the Account Held?

Account Type

Account Number

Balance/value

$

2. Owner Name

Co-Owner Name

Where Is the Account Held?

Account Type

Account Number

Balance/Value

$

3, Owner Name

Co-Owner Name

Where is the Account Held?

Account Type

Account Nurmber

Balance/Value

$

1. Owner Name

Person Insured

Type of Insurance (whole life or term)

Company Name

Policy Number

Face Value

$

Cash Value
$

2. Owner Name

Person lnsured

Type of Insurance (whole life or term}

Company Name

Policy Number

Face Value

$

Cash Value

$

3. Owner Name

Person Insured

Type of Insurance {whole life or term)

Company Name

Policy Number

Face Value

$

Cash Value
3
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- Ifyes, please provide the following information:

s' have burlal plots,

“burlal arrangements, of trust

Owner{s) ltem/Type Value/Amount Owned
$

Owner(s) Item/Type Value/Amount Owned
$

owner(s) ltem/Type Value/Amount Owned
$

Owner(s} Type of Property/Number of Acres Value/Amount Owned
$
Do you live on this property? s this property currently for sale?
[0 ves LiNo O ves [INo
fs this property rented? Do you recelved money from this property
O Yes [INo [1Yes [INo

Owner{s) Year-Make-Model Value/Amount Owned
$

Owner(s) Year-Make-Model Value/amount Owned
_ $

owner(s) Year-Make MOdel Value/Amount Owned
$

Owner(s} Type Value Amount Owned
$ $

Owner{s) Type Value Amount Owned
$ $

L
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Explain

Date Change Expected

How Often?

is the payment for past-due child support payments?

[ Yes [INo

How Often?

Person Receiving Money

Person Providing Help

Type of Help Received Amount
$

Does the money come directly to you?

O Yes [INo
Is this a loan?

Ol Yes [No
is repayment expected?

[Jves [INo




Person Receiving Money Person Providing Help
Type of Help Received Amount
$

Does the money come directly to you?

(] Yes [INo
Is this a loan?

O Yes [INo
Is repayment expected?

[1Yes [INo

Sign the application

| am signing this application under penalty of perjury which means I've provided true answers to all the

questions on this application to the best of my knowledge. | know that | may be subject to penaities
under federal law if | provide false or untrue information.

Signature Relationship to Applicant bate
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Appendlx E Is not a stand-alone application. Subrmit at LDSS request after filing The Application for Heaith Coverage and Help Paying Costs.

Name of Applicant

(obdds” Case Numb

4 ase Number
% COVER VIRGINIA :

Connecting Virginians o Afoidable Health inserance Date Recelved

Application for Health Coverage and Help Paying Costs
APPENDIX E (Medically Needy Spenddown)

Complete Appendix E if you have applied for Health care Coverage for someone who is medically
needy (has income greater than the Medicaid limit and would like to be evaluated based on

income, resources and medical expenses). LIFC (low income families with children) applicants
cannot be evaluated as medically needy.

Resources and Assets

O PensionPlan

IMPORTANT: if you have any of the above resources, please provide the foliowing information and return
documents, such as bank statements, life insurance poficies, or a letter from the bank or company documenting
the cash value of the resource. Verify any liens which reduce cash value. Use additional pages to list additional
resources.

Complete the following section for any “Yes" answers

owner Name (last, first, middle initial} Co-owner Name (last, first, middle Initial)

a.

Name of Bank, Institution or Company Resource Type Identifying Number Balance ar Value
$

Address of Bank, Institution or Company (if applicable)

Owner Name (fast, first, middle initial) Co-owner Name (last, first, middle initial)

b.

Name of Bank, Institution or Company Resource Type ldentifying Number Balance or Value
$

Address of Bank, Institution or Company (if applicable)

Owner Name (last, first, middie initial) Co-owner Name (last, first, middle initial)

C.

Name of Bank, Institution or Company Resource Type identifying Number Balance or Value
$

Address of Bank, Institution ar Company (if applicable)
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Owner Name {last, first, middie initial} Co-owner Name {last, first, middle initial)

d.

Name of Bank, Institution or Company Resource Type Identifying Number Balance or Value

Address of Bank, Institution or Company {if applicable)

(6] ) E vl Additional Income

IMPORTANT: If you answered “yes" above, please provide the following information and return documents, such as
a letter from the source documenting the monthly gross amount of income. Use additional pages if needed to list
additional income sources.

Complete the following section for any “Yes" answers

Name of Person Amount Type of Money or Help How Often Received?
a. $
Name of Person Amount Type of Money or Help How Often Recelved?
b. $
Name of Person Amount Type of Money or Help How Often Received?
c. $
Narme of Person Amount Type of Money or Help How Often Recelved?
d. $

Name of Person Being Cared For Natme of Person Providing Care Monthly Cost

$

Sign the Form

I am signing this appendix 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 penaities under
federal law if | provide false or untrue information.

Signature Relationship to Applicant Date
Return:

» Signed Appendix E

+ Bank statements, life insurance policies, or a letter from the bank or company documenting
the cash value of the resource and verification of any liens which reduce cash value.

« Pay stubs or a letter from the source documenting the monthly gross amount of income.
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