STATE OF CALIFORNIA—-HEALTH AND WELFARE AGENCY

DEPARTMENT OF HEALTH SERVICES

7147744 P Street

P.O. Box 942732

Sacramento, CA 94234-7320

(916) 657-2941 November 30, 1995
TO: All County Medi-Cal Program Specialists/Liaisons Letter No.: 95-71

EMPLOYER GROUP HEALTH PLAN PROGRAM HEALTH INSURANCE
PREMIUM PAYMENT PROGRAM

This is to provide you with information about the Department of Health Services' (DHS)
Employer Group Health Plan (EGHP) and Health Insurance Premium Payment (HIPP) Programs.
Additionally, differences between the two programs are explained, allowing workers to better
understand how and when thereafter Medi-Cal beneficiaries to either the EGHP or HIPP

Program.
1. What are the EGHP and HIPP Programs?

The EGHP and HIPP Programs may, whenever it is cost effective, enroll and pay health
insurance premiums for certain Medi-Cal beneficiaries. The objective is to reduce
Medi-Cal expenditures by redirecting the cost of medical care to the insurance. The
average monthly cost of the beneficiary's health care must be at least twice as much as the
monthly insurance premium.

2, What are the differences between the EGHP and HIPP Programs?

To be eligible for the EGHP Program, a beneficiary must have employer-related insurance
AVAILABLE to them, or currently have insurance provided through an employer

(or family member's employer). To be eligible for the HIPP Program, a beneficiary must
currently be enrolled in a health insurance plan (private or group plan).

3. How does a person qualify‘v for either the EGHP or HIPP Program?
In order to qualify for either program, all of the requirements listed below must be met:

a. The beneficiary must currently be on Medi-Cal.

b. The beneficiary's share of cost (SOC), if any, must be $200 or less.

c. EGHP - The beneficiary's insurance must be available through an employer (or
family member's employer).
HIPP - The beneficiary must have a CURRENT health insurance policy, COBRA
continuation policy, or a COBRA conversion policy in effect or available at the
time of application.
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d. The beneficiary must have an expensive medical condition. The average monthly
cost of the beneficiary's health care must be at least twice the monthly insurance
premium. Any SOC amount will be subtracted from the monthly health care costs
to determine if paying the premiums is Cost effective.

e. The beneficiary must not be enrolied in a Medi-Cal related prepaid health plan,
County Health Initiative, Geographic Managed Care, or the County Medical
Services Program (CMSP).

f The beneficiary's health insurance policy or available health insurance policy must

cover the beneficiary's high cost medical condition.

8. The beneficiary's EGHP or HIPP application must be completed and returned in
time for the State to process the application and pay the premiums.

h. The beneficiary's health insurance policy must not be issued through the California
Major Risk Medical Insurance Board.

4. How do I make a referral if a Medi-Cal beneficiary currently has health
insurance (private or employer related) and has a high cost medical
condition?

Assist the beneficiary in completing the Health Insurance Questionnaire -
(DHS 6155 - see sample form No. 1 enclosed). In Section I on the document, list
_the beneficiaries currently covered by the health insurance policy. In Section II on
the document, complete questions 1-11. Because it must be cost effective in
order for the EGHP or HIPP Program to pay the premiums, it is especially
important to provide the name and type of illness of the beneficiary receiving
medical treatment in the No. 9 area of the document. Notate "HIPP" at the top of
the document and mail the questionnaire to the Department of Health Services,
P.O. Box 1287, Sacramento, California 95812-1287.

How do I make a referral if a Medi-Cal beneficiary DOES NOT currently pay for
health insurance through an employer (or family member's employer), but health
insurance is AVAILABLE and the beneficiary has a medical condition?

Because the insurance is AVAILABLE through an employer, the beneficiary may be
eligible for the EGHP Program. Assist the beneficiary in completing the Health Insurance
Questionnaire (DHS 6155 - see sample form No. 2 enclosed). List the beneficiaries who
COULD BE covered by the health plan in Section I on the document. In Section II on the
document, indicate the name of the AVAILABLE health pan, the name of who the
policyholder WOULD BE (who is employed), and the name and address of the employer.
Check the No. 6 box indicating "Medical coverage available through employer, but has
not been applied for." Because it must be cost effective in order for the EGHP Program
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to pay the premiums, it is especially important to provide the name and type of illness of
the beneficiary in the No. 9 area of the document. Notate "EGHP REFERRAL
ONLY" at the top of the document and mail questionnaire to the Department of Health
Services, P. O. Box 1287, Sacramento, California 95812-1287. By indicating this is an
"EGHP REFERRAL ONLY" you are notifying DHS that the beneficiaries listed DO NOT
currently have the insurance, only that it is available to them.

Is it required that a beneficiary have a high cost medical condition in order to
qualify for the EGHP or HIPP Program?

In order to meet the cost effectiveness criteria, the average monthly cost of health care
must be at least twice the monthly insurance premiums. Usually, in order to meet this,
someone receiving Medi-Cal in the family must have a high cost medical condition.

When I submit an EGHP or HIPP referral on the DHS 6155 to DHS, does that take
the place of an application for either program?

No. By submitting the DHS 6155 to DHS you have simply made a referral to DHS for
the EGHP or HIPP Program. If DHS determines after initial screening that your client
appears to meet the requirements for either program, an application package will be sent
directly to the Medi-Cal beneficiary.

How will I find out if one of my clients has been enrolled into either the EGHP or
HIPP Program? '

DHS will main notification to your county that your clients has been enrolled.
Additionally, by accessing DHS' Health Insurance Action Request Menu and viewing the
Medi-Cal beneficiary's Health Insurance Record (see All County Welfare Directors Letter
No. 94-50) you can view "Source" field to determine if the Medi-Cal beneficiary is
enrolled in the EGHP or HIPP Program. If the Medi-Cal beneficiary is enrolled in either
the EGHP or HIPP Program, the source field will indicate either "EGHP" or "HIPP."

Will the EGHP or HIPP Program pay for health insurance premiums that are past
due?

No. the EGHP or HIPP Program does not make payments for premiums paid prior to
application approval, that are past due.
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12.

13.

Can the EGHP or HIPP Program pay insurance premiums for a family member
who is not receiving Medi-Cal?

The EGHP Program can pay health insurance premiums for a person who is not Medi-Cal
eligible provided that person must be enrolled in the employer's health plan in order to
enroll the family members who are on Medi-Cal in the plan.

A Medi-Cal beneficiary's child (who is Medi-Cal cligible) has an absent parent who
is supposed to pay for the child's health insurance, but doesn't. Can the EGHP or
HIPP Program pay the premiums, as the child has a lngh cost medical conditions?

No. The EGHP or HIPP Program cannot purchase or pay any health insurance premiums
for a Medi-Cal beneficiary when an absent parent has been ordered by the court to provide
medical support.

Once a person is enrolled in either the EGHP or HIPP Program, how long are they
eligible?

The EGHP and HIPP Program staff will reevaluate each case periodically to determineif it
is still cost effective for DHS to pay the health insurance premiums. DHS will mail
notification to your county notifying you when a Medi-Cal beneficiary is terminated from
the EGHP or HIPP Program.

What kind of documentation will my client need to submit to DHS to be enroiied in
cither the EGHP or HIPP Program and do I need to notify the beneficiary of the
required documentation?

DHS will notify the Medi-Cal beneficiary of information needed. For your information,
the following information will be required:

a. A fully completed and signed Health Insurance Premium Payment Application
form (DHS 6172 - sample No. 3 enclosed).

b.. A copy of the health insurance policy (i.e., booklet, pamphlet, or brochure
describing the health plan's, scope of beneﬁts)

c. A copy of a doctor’s statement of diagnosis (signed and dated by a physician).

d. .If the Medi-Cal beneficiary has health insurance -

(1) A copy of Explanation of Benefits (EOBs) from the health insurance
company which details medical costs for a period of six (6) months prior to
the month of application.
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14.

15.

16.

(2) A copy of the latest premium payment notice or signed COBRA election
form, showing: (a) Where the premium is to be sent; (b) the exact
amount of the premium; (c) the date the premium is due; and (d) the period
of coverage (i.e., monthly, quarterly, etc.)

If the Medi-Cal beneficiary does not currently have health insurance but
health insurance is available through an emplover -

(1) A statement from the employer (or employer's insurance carrier) indicating
the premium cost.

NOTE: DHS will obtain probable future medical cost information from the
beneficiary's physician to determine cost effectiveness.

Is my client required to apply for either the EGHP or HIPP Program?

Section 50763(a)(1) of the California Code of Regulations requires a Medi-Cal
beneficiary to apply for, and/or retain any available health insurance that is
provided at no cost. When premium payment by either the EGHP or HIPP
Program is found to be cost effective and DHS has started premium payments, the
county will be notified by DHS to discontinue Medi-Cal eligibility if the beneficiary
terminates enrollment in the health insurance without DHS' approval.

The Medi-Cal beneficiary informed me that his/her health insurance lapsed
within the last few months, but the beneficiary does have a medical condition
- can I still make a EGHP or HIPP Program referral?

If the beneficiary has a medical condition, but the beneficiary's health insurance
lapsed within the last 60 days, submit and EGHP or HIPP Program referral. If the
case appears cost effective, DHS will contact the insurance company and find out
if it's possible to reobtain the insurance.

Is there a phone number where the beneficiary can reach either the EGHP or
the HIPP Program?

Yes. To reach the EGHP or HIPP Program, the beneficiary can call toll free
1-800-952-5294, Monday through Friday, 7:30 a.m. to 5:00 p.m. To reach the
EGHP or HIPP Program technicians directly, contact the appropriate technician
according to the first letter of the beneficiary's last name:
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17.

NS
AAAAA-BUSKA Yolinda Moguel (916) 323-9506
BUSKB-FRANC Helen Springer -~~~ (916) 323-8146
FRAND-HRTIC Becky Pike (916) 323-7977
HRTID-LYNCH Maria Serrano (916) 324-1563
LYNCI-PEREI Constance Samuels (916) 323-4837
PEREJ-SMITH Mary Ballard (916) 323-5499
SMITI-ZZZZZZ Evelyn Johnson (916) 323-8116
EGHP TECHNICIANS
AAAAA-LLLLL Karla Burbage (916) 323-4844
MMMMM-ZZZZZ Suky Lerma (916) 323-4849

Why would a Medi-Cal beneficiary want to retain their private health
insurance when they receive Medi-Cal ?

a.
b.

C.

Beneficiaries can continue health care from their current medical provider.
Beneficiaries can receive greater access to medical care by having private
health insurance and Medi-Cal. ,

The private health insurance carrier may pay for some services Medi-Cal
does not cover. ‘

Private health insurance copayments and deductibles may be paid by
Medi-Cal. The provider bills the insurance first and then can bill Medi-Cal
for the balance once the beneficiary has met his/her SOC. Providers
cannot bill Medi-Cal beneficiaries for the cost of covered services.

If a Medi-Cal beneficiary has private health insurance, a provider may be
willing to treat them as a private pay patient. Some providers are not
taking new Medi-Cal patients. The beneficiary's doctor may choose to
continue the medical treatment if he/she knows that the beneficiary has
private health insurance.

If a Medi-Cal beneficiary drops the private health insurance because of
Medi-Cal eligibility, it is often times very difficult or impossible to reobtain
private health insurance, particularly if the beneficiary has a preexisting
medical condition. The EGHP or HIPP Program allows Medi-Cal
beneficiaries to obtain/retain private health insurance, at no cost.
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If you have any questions regarding the EGHP or HIPP Programs, please contact Ms. Judy Gelein
of the HIPP Program, Third Party Liability Branch, at (916) 323-9588.

Sincerely,

ORIGINAL SIGNED BY

Frank S. Martucci, Chief
Medi-Cal Eligibility Branch
Enclosures



Sumple #1 HIFF

State of Cahtormo—Heaith and Weltae Agency Deportment of Heaglth Services

HEALTH INSURANCE QUESTIONNAIRE
Please piovide all the Information requested and return this torm to your eligiblity worker. Use ond attach a copy of your Insurance policy.
membership card. or any other aid to help complete this quastionnaire. PLEASE TYPE OR PRINT. DO NOT ABBREVIATE. Additional instructions and

informnation coliection and access are on the teverse. If you have any questions about compteting this form or tequite Spanish transiation, call toli-
free 1-800-952-5294 (7:30o.m. to 500 p.m.).

COMPLETE THIS FORM FOR ANY HEALTH INSURANCE, INCLUDING MEDICARE SUPPLEMENTS, PREPAID HEALTH PLANS/HEALTH

MAINTENANCE ORGANIZATIONS, OR CHAMPUS. HAVING PRIVATE HEALTH INSURANCE DOES NOT AEFECT YOUR MEDI-CAL ELIGIBILITY;
HOWEVER, FAILURE TO REPORT OTHER HEALTH INSURANCE MAY BE CAUSE FOR TERMINATION OF YOUR MEDI-CAL ELIGIBILITY,

Case Na A D FOR COUNTY USE ONLY STATE USE ONLY
: ?MC . 0 O | Wotke{ Numbpr - e Veified By
Case Addrass V & 2——

/1 Hau’? st Date ) / & / 44~ Date Inifials

&l”ammfa. CA %ZO Worket Telephone Number _ Date Tnifials
9/l 555 -5555

initiot Intake O Redeterminotion Q  HIPP O Optional Dist. No. Scope ccw
SECTION I:  Beneficiory Information LIST ALL PERSONS, INCLUDING UNBORNS, 14-DIGH 1-CAL NU
ON MEDI-CAL AND COVERED 8Y HEALTH INSURANCE POLICY DIGIT MED MBER
Beneficiory Name Soclal Date of Co. Ald Pers.
OHC (First, Middle, Last) Securlty Number Sex Sirth Code| Code Case Number FBU | No.

TJane A. Doe. _|123 45 4109 \F | (-1-503 413,104 23/B167] 1]0,(
Tohn B . Dot 1234 _ 567890 M 2-1-#0 34|30V 23 45011702
Hary L. Noe. 1345 41 -890( \F | 3-19013¢ |20 1234561 10,3

SECTION Ii: Health Insurance Information
}.  Whatis the name and udd(ewl your hegtth Insutance company? Include stieet number. city, state, and ZIP. Do not use abbreviations.

Name: Aalser
Addres: /122 Fust Streck
City, State. 2P: sacraminio, cAa 95810
2. Do you have to obtain medical services from a specific fachity or a group of providers? (PHP/HMO/PPO) X Yes QO No
3. Where do you send your ciaims?
Name: Al / A
Address:

Clty, State, ZiP:

4. Whatis the full né;;ne address. phone number, and SSA number of individual. employee. union member, of person 1o whom the insutance
Ppolicy was issue

Name: /1 4 D 0L Soctal Securty Number; / 23 '45"078 q
Adaress: /1 Mol St Telephone Number: /@) 595 - (222
City, State, 2IP: __| A ‘/ i Q w Absent Parent? Qg Yes B No

5. Whotis the policy number? (23 -4S- [pTKY

6. What are/were the dates of your poficy? Beginning Date: _2L7¥0 Ending Date (it applicoble): -

0 _Medical coverage available through empioyer. but has not been apptied for.
7. Premium Amount:$__ {50.00 & Monthty Q Quartery Q Yeary

How are premiums poid? 0 By Insured to insurance Carrer O 8y Employer ¥, By Payrofl Deduction
8. Give name ot union; employef &oup, lzcmon of school, address. and elephone number.

Name: stried Locat of Group Number: (23

Address: 222 /J sYth 14'V Telephone Number: %_ﬁ'_ﬂd_
City. State. 21P: Sacramemdd, ch 954 iz
9. Does any covered beneficiaty have an acute, chcov}j o1 pre- exlsﬂnc #ness that requites him/her to see a physicion? &K Yes O No -
If yes, please specify the kness: L
10. Does your healih insurance piovide of pay for. (éheck oﬂﬁc'n apply)

XY Hospital Qutpotient (L.e., lab work/ physical therepy) ¥ Prescription Drugs Q tong Temm Care/Nursing Kome
P Hospital Stays Q DentgiCare O Only specific iiness (i.e., cancer)
Doctor Visits 0 Vision Care Type of itiness:
1. is the policy a Medicare Supplemenit? Q  Yes & No .
Rermarks:

“By signing this documents, | hereby authorize the Deporiment of Health Services to obtain, If needed, any Information regoraing my
private health Insurance coverage. including payments and/or benefits for medical care made In my behall, to be used in
determining whether the Departrment will pay my private hegith insurance premium.”

Home Telsphone Work Telephon Date
-

Signature of Applicant
ot /AM/ 4/¢, 5255. G LT 10/ a5

RETURN COMPLETED FORM TO: RECOVERY BRANCH, PO. BOX 1287, SACRAMENTO, CA 95812-1287
Originci-{ftate Yellow—County File Pink (Extra Copy-District Attomey-8eneficiary.)

DOHS 6135 10/0)



| EsHP
Sample #2 " ReFerRAL ONLY

Stole of Canformg—Health and Weilae Agency Departmean) of Heo'h Servic ns

HEALTH INSURANCE QUESTIONNAIRE
Please provide alt the Information requested and refurn this form to your eligibllity worker. Use ond attach a copy of your insurance policy.
membership cord. or any other aid 1o help complete this questionnaire. PLEASE TYPE OR PRINT. DO NOT ABBREVIATE. Additional instructicns and

information coliection and occess are on the reverse. It you have any questions about completing this form o require Spanish transiation. call toll
free 1-80G-952-5294 (7:30 a.m. to 5:00 p.m.). .

COMPLETE THI5 FORM FOR ANY HEALTH INSURANCE, INCLUDING MEDICARE SUPPLEMENTS, PREPAID NEALTH PLANS/HEALTH

MAINTENANCE ORGANIZATIONS, OR CHAMPUS. HAVING PRIVATE HEALTH INSURANCE DOES NOT AFFECT YOUR MEDI-CAL ELIGISILITY;
HOWEVER, FAILURE TO REPORT OTHER HEALTH INSURANCE MAY BE CAUSE FOR TERMINATION OF YOUR MEDI-CAL ELIGIBILITY.

Case N FOR COUNTY USE ONLY STATE USE ONLY
A’ . @06 Worker Nambz Verified By

Case Address

/1! MMV) é{' DO'G/O/Qﬁ/qs, Date Inttials
.Sa.mm' [/4‘ q%zo Worker Telephone Number _ Date Initials

/) 555 -55SS

Inifigl intake O Redetermination O HIPP O Optional Dist. No. Scope cew
SECTION I: Beneficlaty information LIST ALL PERSONS, INCLUDING UNBORNS, 14-DIGIT MEDI-CAL NUMBER
ON MEDI-CAL AND COVERED BY HEALTH INSURANCE POLICY oie M
Beneficlary Name Sociat Date ot Co. | Ad Pers.
OHC (First, Middte, Last) Security Number Sex Birth Code | Code Case Number FBU{ No.

Jane f- Dt |pz us yiga \Fli1-50 |30 B 10 )esdisLglabi 1
Dhn B Doe, 234 5l 990 M R-1-80 | 3¢ 3101123045617 |0 2
Ma.rg L. Do 345" 1,1-8901 |Fl3-1-90| 2t |20 2134 50,017 |02
- - j | P |
- - : NN |

I i

wWE ™

SECTION It: Health Insurance Information
1. What is the name and address of your Zeiﬂh insurance company? Include street number, city. state, and ZIP. Do not use abbreviations.

Name:
Address: 123 Fipst St
City, State, ZIP: Shcramantd, (A G580 -
2._Do you have to obtain medical services trom a specitic facility or a group of providers? {PHP/HMO{PPO) o Yes 3 No
3. Whete do you send your ciaims?
Name: U/ A
Address:

City. State, 2iP: S S

4. What is the full n 3);“9 address, phone number, and SSA number of individuat, employee. union membet, or person to whom the insuronce
pom:v was issue

Name: JZ/’]L A DD@ Soclal securty Number: (2.3 =4S - 678 q
Address: (I Main 5F. Telephone Number: Glla S8 S - 1222
City, State, 2IP: Sacranunio, (e 4.{& 2.0 Absent Parent? Q Yes @ No

5._Whot Is the policy number? .. &/ ZF
6. Whot are/were the dates of your policy?  BeginningDote: ____ A/ A Ending Date (f apphcable):
Z Medical coverage gvallable thiough employer, but has not been applied for.

7. Premnium Amount: § 150.00 ¢ Montnly 0 Quartery Q Yeary
How are premiums paid? 0 By Insured to Insurance Catrier Q By Emplover O By Payroll Deduction
8. Give nomg zcunlon empkx)er grou orgonlzoﬂon f” s ool oddress and telephone number.
nName: rarhepn Locat or Group Number,
Address: %g Telephone Number: 4[@1 5-5.5‘ 67 8 q
City. Stote, 21P: 546M , A 3|2
9. Does any covered beneficiary have an acute, chionic, or -existing Kiness that requires him/her to see a physician? d‘ Yes @ No
Hf yes. please specity the Bness: . arf ~
10. Does your heaith insurance provide ot pay for. (Check of that aBply.)
Hospitat Outpatient (Le., lab work/ physical therapy) GK Prescription Drugs QO long Teirn Care{Nursing Home
¥ Hospital Stays 0 Dental Care Q  Only specific liness (i.e.. cancer)
‘& Doctor Visits . Q) _Vision Care Ivoe of illness:
11. s the poiicy a Medicare Supplement? O Yes- o< No
Remarks:

ane, John, # are Mot durrntly nrolled in Rawser -
et oney ! |

"By signing this documents. | hereby authorize the Departmant of Hegolth Services to obtain, If needed. any Information regarGing my
private heaith insurance coveroge. Including payments andior benelits for medical care made in my behalf. to be used in
determining whether the Department will pay my private heaoith insuronce premium.”

Signature of Applicant Home Ielep e Work Ieleprlg;gg_ Date
e A Do o 5 \ow oo | solefas

X RETURN COMPLETED FORM TO: RECOVERY BRANCH, PO. BOX 1287, SACRAMENTO, CA 95812-1287
Qrigingl-f£Atate Yellow—County File Pink (Extra Copy-District Aftomey-8eneficiory.)

OHKS 6185 {10/}



SHMPLE # 3

HEALTH INSURANCE
PREMIUM PAYMENT REFERRAL

State of California—Heaith and welfare Agency Department of Heaith Services

1. Name of Applicant/Bsneficiary 2. Medai-Cali identification Number

Applicant/Beneficiary Address 3. social Security Number

City State ZIP Code 4. Teispnone Number (include ares cods)

5. Poilcy Status (Check appropriate box)
Maedical coverage available, but not

8. OPolicy will lapse on b. [JPolicy lapsed on ¢. LJd applied for
6. Type of Coverage Your insurance Provides or Pays for (Check all that apply):
[ Hospital stays {3 vision care
O Hospital outpatient {i.e., lab work or physical therapy) O Medicare supplement
0 Doctor visits 0 Only specific iliness {i.e., cancer)
4 Prescription drugs Type of illness
{J pentat care
7. Policy Number: 8. Premium Amount
$ Oper month 1 Per year
9. How are Premiums Patd? (Check appropriate box)
a. CJPaid by insured to insurance carrier b. (JEmployer Paid- — T c. CPayroli degucted
10. Name of {nsured Policyholder Soclal Security number
Address of Insured Policyholder Teiephone Number

11. Name(s) of Other Maedi-Cal Eligible Family Meamber(s) Covered Under the Health Insurance Policy

12. Does Any Covered Beneficlary Have an Acute, Chronic, Pre-existing itiness that Requires Him/Her to see a Physician?

Oves Ono 1 ves, please specify the individual's name and the illness:

13. Premium 8iiling L.ocation (wWhere Pramiums are Maiied and Processed):

Name of {nsurance Company, Employer or Unlon

Address of insurance Company, Employer or Union

14. Name of Employer:

Address of Empioyer: Telephone Number of Employer

15. List Additional Heaith Insurance Coverage, If Any (Compiete a Separate Health insurance Premium Payment Refarral)

IMPORTANT: As a condition of sligibility, all Medi-Cal beneficiaries shall assign rights to medical insurance, support, or other third-party payments to lh}’
Medi-Cal program and shail cooperate with the Department of Heaith Services in obtaining medical support or payments. The assignment of rights to benefits "’:
effactive only for services paid for by the Medi-Cal program, Assignment of medical rights allows the Department of Health Serwcgs to recover funds from heait
insurance companies or funds when the Medi-Cal program pays for madical services which should have baen billed 1o other henl(h insurance coverage. Please note
that in order to comply with the Federal Privacy Act (42USC, Section 552a) your Social Security number and any mformauoq your provadg may be usodd:o
contact insurance companies, employers, providers of health care services, and county agencies to determine the extent of available he?lth insurance, Under
Weifare and Institutions Code, Section 14100.2, any submitted information is considered confidential and disciosed only as necessary for Medi-Cal program
administration purposes.

AUTHORIZATION: I hereby authorize the Department of Heaith Services to obtain, if needed, any information regarding my p'rivate health insurance
cowverage, including payments and/or benefits for medical care made in my behaif, which may be used in determining if the Department will pay heaith insurance
premiums for continued coverage.'’

Signature of Appllcant/Beneficiary (or Authorized by):

Date:

OHS 6172 (5/89)



