Application for
Health Insurance

Your destination for affordable

COVERED
CALIFORNIA

Attachments A-F
Frequently Asked  43-49

Questions (FAQ)
iy
Covered California™ is the place where individuals and families can
get affordable health insurance. With just one application, you'll find out
if you qualify for free or low-cost health insuran ing Medi-Cal
The state of California created Covered Califo elp you these

and your family get health insurance. )
English  1-800-300-1506

Having health insurance can give you ind and help make it -

possible for you to stay healthy. Withsinsurange, you'll know you and your Espafiol  1-800-300-0213
family can get health care whenyou it. gxadi=  1.800-300-1533
Use this application to apply fo dable health insurance, including: Tiéng Viét 1-800-652-9528

= Free or low-cost(he insurance from Medi-Cal St=20{ 1-800-738-9116

hi nce for pregnant women

= Free or low-cost
Tagalog 1-800-983-8816

Pyccknin  1-800-778-7695

insurance plans
» Help payi alth insurance

®» You m

a free or low-cost program even if you earn Zuybnkl 1-800-996-1009
95,000 a year for a family of 4. i 1-800-921-8879

se this application to apply for anyone in your family, 2
ey already have insurance now. manigi  1-800-906-8528

Hmoob 1-800-771-2156

faster through Covered California

4y gl 1-800-826-6317
at CoveredCA.com e

Or call: 1-800-300-1506 (TTY: 1-888-889-4500) Call 1-800-300-1506 to
From November 15, 2014 to February 15, 2015, you can call get this application in
Monday to Friday, 8 a.m. to 8 p.m. and Saturday, 8 a.m. to 6 p.m. other formats, such as
Starting February 16, 2015, you can call Monday to Friday, large print.

8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m. -
STATE OF CALIFORNIA Health Insurance Application :
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Things to know

What you need
to know when

you apply

= Social Security numbers (SSNs) for applicants who are U.S. citizens, or information
shown on documents for lawfully present immigrants who need insurance. Proof of
citizenship or immigration status is required only for applicants.

= Employer and income information for everyone in your family.

= Your federal tax information. For example, the person who files taxes as head of
household and the dependents claimed on your taxes. If you don’t file taxes, you.can
still qualify for free or low-cost insurance through Medi-Cal.

= Information about health insurance offered by an employer to you or any family member.

= We ask about income and other information to make sure you andyout family
get the most benefits possible.

= We keep your information private and secure, as requirediby law. Your information
will not be used for immigration purposes. We'll use your informatien aonly to see if you
qualify for health insurance.

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

® If you are a federally recognized Americandndian or AlaskaiNative who is getting services
from the Indian Health Services, tribal health programs, or urban Indian health programs,
you may still qualify for health insurance through Covered California or Medi-Cal.

Get help
with this
application

We're here to help you! You can get help at no cost.
= Online: CoveredCA.com

= Phone: Call our Customer Service Center at 1-800-300-1506 (TTY: 1-888-889-4500).
The call is free. From November 15, 2014 to February 15, 2015, you can call Monday
to Friday, 8 a.m. to 8 p.m. andySaturday, 8 a.m. to 6 p.m. Starting February 16, 2015,
you can call Monday.to Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m.

= In person: We have trained Certified Enrollment Counselors and Certified Insurance
Agents who can help you. For a list of Certified Enroliment Counselors and Certified
InsurancedAgents nearwhere you live or work, or a list of county social services offices
near you, visit CoveredCA.com or call 1-800-300-1506 (TTY: 1-888-889-4500).
This help is/free!

= [fyou have a disability or other need, we can provide assistance with completing this
application at no cost to you. You can go to your local county social services office in
person:or call our Customer Service Center at 1-800-300-1506 (TTY: 1-888-889-4500).

Apply faster
online

Apply online at CoveredCA.com. It's safe, secure, and fast—and you will get
results sooner!

When
you're done

Send your completed and signed application to:

Covered California
P.O. Box 989725
West Sacramento, CA 95798-9725

®» If you don’t have all the information we ask for, sign and send in your application
anyway. We will contact you to help you finish your application.

= Do not send your health insurance plan enroliment payment with this application.
Your plan will send you a bill for the amount you owe.

RO
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Start application here (use blue or black ink only)

There are 4 steps to enroliment.
> Step 1: Tell us about the main contact person for this application.
> Step 2: Tell us about yourself and your family.
> Step 3: Read and sign this application.

> Step 4: Mail your signed application with any required copies and Attachments. /
W
Tell us about the adult who will be our main cont
for this application
First name Middle name Last name Suffix (examples: S, Jr., 11l 1V)
Home address Apartment #
City (home address) State ZIP code County

[] Check here if you do not have a home address. You must give us a mailing address below.

[] Check here if your mailing address is the same as your home address.
If it is not the same, you must give us your mailing address below:

Mailing address or P.O. Box (if different from home address) Apartment #

City (mailing address) State ZIP code County

Best phone number to reach you |:| Home |:| Cell |:| Weork | Other phone number |:| Home |:| Cell |:| Work
Number: ( ) — Number: ( ) -

What language do you want us to write to you in? What language do you want us to speak to you in?

How do you want to get information about this application?
[ ] Pphone [ ] Mail [] Email Email address:

Are you applying for an infan'y{n?than 1 year old?

d qualify for Medi-CaI if the mother was on Medi-Cal at the time of delivery. You
ion for this infant. To make sure your baby is covered, contact your county
is born. Or, fill out the information below.

Infants younger than
do not need to fill ou

social services office
V- N

Optional: If the following information is provided, the infant may be eligible for Medi-Cal.
You do not haveto fill out Step 2 of this application for the infant.

Are you applying for aninfant younger than 1 year old? [Jves []No
If yes, did the'infant's mother have Medi-Cal when the infant was born? [Jves []No
If yes, willthe infant's mother be listed on this application? [ ] Yes [ ] No
If yes, the mother is Person # on this application
If nofwhat is the mother’s first and last name?

Please provide the mother's Medi-Cal number or Social Security number (SSN):

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. -
(_Pregu ntaS? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
2

O visite CoveredCA.com.
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m Tell us about yourself and your family

Your income and family size help us decide what programs you qualify for.
With this information, we can make sure everyone gets the best coverage possible.

You must include these people on this application P

= Your spouse
= Your children who live with you
= All parents living in the home with their child or children

= Anyone on your federal income tax return, if you file one. You don't need to file taxes to
apply for health insurance.

Y If you are claimed as a dependent on someone else’s tax return, you mustinclude,on
this application all members of the tax filing household that claimed you and'any family
members living with you.

Y Anyone else who lives with you—for example, a boyfriend, girlfriend, oriroommate—will
need to file his or her own application if he or she wants health insurance.

Complete Step 2 for each person in your family. S't with M

= To apply for more than 4 people on this application, make a copy of pages 9-13 for each
additional person.

= |f you include more than 2 people on this application, filllout “Family relationships” on pages
24 and 25.

= We'll keep all your information private, assrequired by law. We'll use personal information
only to see if you qualify for health insurance. You do not need to provide the immigration
status or Social Security number (SSN) for those in your family who are not applying for
health insurance.

Step 2 continued on next page ‘»

)
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m Person 1 Tell us about yourself.

First name Middle name Last name Suffix (examples: Sr., Jr., lll, 1V) | Relationship to you
Self
Are you: [ ] male [] Female Are you: ] Single [] Never married ] Married [] Divorced
] Registered domestic partner [] widowed

Date of birth (month / day / year) Are you pregnant? [_] Yes [ ] No Ifyes, how many babies are expected?

What is the expected delivery date?

q q v
Applying for health insurance Even if you have insurance now, you might find better coverage or kcosts. J

» Are you applying for health insurance for yourself?

L] ves If yes, answer the questions below and complete pages 5-8.

LlNo  if you are not applying for yourself but you are applying for a dependent, be sure to answer the.questions
at the bottom of page 7 about your current job and how you get money. Also answer all questionsion page 8.

LlNo  if you are not applying for yourself or for a dependent, go to page 9.

* If you have a Social Security number (SSN), you must provide it on this applicationdf youwish to apply for
health insurance. Giving your SSN will help you get health insurance faster. We use'SSNs to check your

citizenship and household income. Even if you are not applying for yourself, we use your SSN todecide if
other people on this application can get tax credits.

If you do not have an SSN, please provide a reason and continue with the application. If you file your taxes
using an Individual Taxpayer Identification Number (ITIN), and you are applying for prefnium assistance

(tax credits) or cost-sharing subsidies, you must indicate that ygu'do not have an SSN'and must provide
your ITIN in the space below.

% Social Security number (SSN) If you do not haveran SSN,check a box below:
|:| | do not have an SSN, but have applied for one.
—_ — _— — — — — — |0 Adoption Taxpayer |dentification Number (ATIN)

[] Individual Taxpayer |dentification Number (ITIN)
] Religious exemption [ ] 1donot qualify for an SSN.

If someone who is applying does not have an'SSN and would like help getting one, call your local Social Security
Administration office or visit www.ssa.gov.

Person 1 continued on next page w

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. -
‘_Pregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
4

O visite CoveredCA.com.
CCFRM604 (11/14) EN


http://http://www.coveredca.com
http://www.ssa.gov

m Person 1 (continued)

Federal income tax information Ifyou don't file taxes, you can still qualify for free or low-cost insurance through
Medi-Cal. We will keep your information private. We will use your information only to decide if you qualify for health insurance.

Are you the primary tax filer (your name was first on the tax return)? [Jves [INo
Only one person on this application can be the primary tax filer.

Do you expect to be required | Are you going to file taxes for the year you want health insurance? [ ] Yes [] No
to file taxes for the year you

If yes, how will you file?
want health insurance?

[] Head of household [] single [] Married filing jointly [] Marriedfiling separately

[Jves [INo
Name of spouse:
Does anyone claim you as a dependent on their taxes? Will you claim any dependents on your taxes?
[Jves [INo If yes, who? [Jves [1No If yes, tell us themames of these dependents.
Include first, middle, last, suffix (examples: Sr., Jr., lll, IV) Include first, middle, last, suffix (examples: SENr., I1\V)

How are you related to this person?

[_] This person is a parent without custody.

[_] This person is a parent without custody who is not listed on
this application.

Do you have other health insurance or are you offered insurance through a job? []ves<[] No
If yes, fill out Attachment B on pages 34 and 35.

Do you have a physical, mental, emotional, or developmental disability? 3L_| Yes [ ] No
See FAQ #XX on page XX for more information on what it means to havea disability.

Do you need help with long-term care or home and
community-based services?
(See FAQ #XX on page xX) [ ] Yes [] No

Are you involvediin a lawsuit Have you ever served in the United States
because@f,an ipjury or accident? | military? [ ] Yes [] No

|:| Yes |:| No

Immigration information

Y Are you a U.S. citizen or U.S. national? [ ]Yes [ ] No
If yes, you do not need to answer the questions below or on the next page. Go to page 7.

\ 4
» If you are not a U.S. <"itizen or U.S ional, answer these questions.

Are you an honorably discharged veteran or active-duty member of the U.S. armed
forces, or the spouse or unmarried dependent child of an honorably discharged veteran
or active-duty member of the U.S. armed forces? |:| Yes |:| No

Have you lived in the U.S. since 1996?

|:|Yes |:| No

Are you lawfully preSentimthe U.S¥ [ ves

To see if you are lawfully present and may qualify for health insurance, go to the “Immigration status” list on page 41.
Then write the document information here and on the next page.

Name asit appears on the document

Country of issuance Document issue date Expiration date

Person 1 continued on next page ‘»
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m Person 1 (continued)

Immigration information (continued)

» If you are not a U.S. citizen or U.S. national, tell us more about your immigration document.
If you are a U.S. citizen or U.S. national, go to the next page.

Check the box next to your immigration document below. Check only one document type. Then write the document number or
numbers below the box you check. Different types of documents require different information.

[] Permanent Resident Card (“Green Card,” I-551)

Alien registration number (A-number or USCIS number) Permanent Resident Card number
A N A N
|:| Reentry Permit (1-327) |:| Notice of Action (I-797) |:| Office ofsRefugee Resettlement (ORR)
|:| Refugee Travel Document (I-571) |:| Document indicating American Indian eligibility letten
born in Canada - LPR - I-551 |:| Cubanior Haitian entrant

] Employment Authorization
Card (I-766) [] Document indicating member of a '] Resident@f,American Samoa

[] Temporary I-551 stamp federally recognized Indian tribe L] Resident of Commonwealth of the

(on passport or 1-94, [-94A) [] certification from U.S. Department of NorthernfMariana Islands
Health and Human Services (HHS)
Office of Refugee Resettlement (ORR)

Alien registration number (A-number or USCIS number)

| W | 7 4
|:| Arrival or Departure Record (I-94, |:| Arrival or Departure Record (I-94, |:| Arrival or Departure Record (I-94) in
[-94A) issued by U.S. Citizenship and I-94A) issued byd:S. Customs and unexpired foreign passport
Immigration Services Border Prote€tion

[-94 number

V 4
[] Certificate of Eligibility for Nonimmigrant (F-1) Student Status (I-20) [] Certificate of Eligibility for Exchange Visitor (J-1) Status (DS2019)

Student and Exchange Visitor InformationdSystem (SEVIS)ID

M A M

[] Machine-readable immigrant visa (with temporary I-551 language)

Alien registration number Visa number Passport number
(A-number or USCIS number)

& A ©
L] Unexpiredforeignipasspart
Visa numbér [-94 number
Passport number Student and Exchange Visitor Information System (SEVIS) ID

[] other document establishing immigration status

Alien registration number (A-number or USCIS number) 1-94 number

Person 1 continued on next page ‘»

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. -
(_Pregu ntaS? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
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m Person 1 (continued)

Tell us more about yourself This information will help us decide what health insurance you qualify for.

Are you enrolled in any of these Medicare plans now? (check all that apply) Do you want to apply for Medi-Cal to get
[] Medicare Part Awith a premium  [_] Medicare Part B help paying medical expenses from the past
|:| Free Medicare Part A |:| Medicare Part C (Medicare Advantage Plan) 3 months? (See FAQ #19 on page 46.)
[Jyes []No
Do you live with any children under the age of 19? [Jves []No
If yes, do you take care of the child or children? |:| Yes |:| No
Are you 18 to 20 years old Are you 18 to 26 years old? [Jyes []No Are you 18 years old or)younger?
and a full-time student? If yes, were you in foster care in any state on []ves [INo
[Jves [INo your 18th birthday? (See FAQ #XX on page XX.) How many parents live with you?
[Jves []No

Are you temporarily living out of state? [Jves []No

Tell us about your ethnicity and your race This information is conf/ and /onI sed to make sure

that everyone has the same access to health care. It will not be used to decide wi hea/th ur”e you qualify for.
Are you of Hispanic, Latino, or Spanish | What is your race? (optional; check allthat.apply)
origin? (optional) [ Yes [] No [ ] white [] Asian Indian [Jyapanese ] Guamanian or
If yes, check which ones: [] Black or African  [] Cambodian [ Korean Chamorro
[_] Mexican, Mexican American, Chicano American [4 Chinese ["] Laotian [ ] samoan
[ ] salvadoran [_] Guatemalan [] American Indian (Y Eilipino [] Vietnamese [ other:
[ cuban [ Puerto Rican or Alaska Native [ [ Hmeng [_] Native Hawaiian
[_] other Hispanic, Latino, or Spanish

origin:

Y [] Check here if you are an American Indian or Alaska Native, and fill out Attachment A on pages 32 and 33.
Tell us about your current job and Met money Attach an extra page if you need more space.
Do you work now? [ ves If yes, answer the questions below. [ ] No If no, go to other income on the next page.

» Where do you work now? ‘

If you have more than 2 jolﬁ attach anoth of paper. If you are self-employed, go to self-employed on the next page.
JOB 1: ] Hauely: Number of hours per week? [] Daily: Number of days per week?
H ften d
y;L\:Vth E:\idg ] Weekly . [] Every 2 weeks [_] Twice a month ] Monthly ] Quarterly
[ | Every.6 months [] Yearly [_] One-time payment (See FAQ #XX on page XX.)
Employer name (optional) How much do you get paid (before taxes)? $
JOoB 2: [JdHourly: Number of hours per week? [] Daily: Number of days per week?
yH;:VgZitZ;SS [ ] weekly  [] Every 2 weeks [_] Twice a month (] Monthly ] Quarterly
L] Every 6 months L] Yearly [] One-time payment (FAQ #XX on page XX.)
Employer name (optional) How much do you get paid (before taxes)? $

Person 1 continued on next page w
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m Person 1 (continued)

Tell us about your current job and how you get money (continued)

» Are you self-employed? People who are self-employed earn a living directly from their own business or services.
They do not earn money from a company that pays them.

Are you self-employed? [ ] Yes If yes, answer the questions below. [ No If no, go to other income on this page.

How much net profit or loss will you get from self-employment this m
Figure your net profit or loss by subtracting your business expenses from your totalligcome
Type of work this month. Attachment E on page 41 lists expenses you can include. ‘

$
$

» Do you have other income? Other income is money a person gets from something other tha.
on page 41 to see examples of other income. Tell us about your other income below. For all income so

and interest income, include only taxable income. For Social Security benefits and interest in gross iné@me (taxable
and non-taxable). Gross income is income before taxes or pre-tax deductions are taken out.fDo not bport payments,
veteran'’s payments, or Supplemental Security Income (SS). \ a

Do you get income that is not from a job? [ ] ves If yes, answer the questions below. [ No If no, g0 to income change on this page.

Where does this How often do you get this income? (check one) n \ v How much?

i ?
income come from? ] Hourly: Number of hours per week? L] Daily: Number, of'days per week?

|:| Weekly |:| Every 2 weeks |:| Twice a month |:| Monthly |:| Quarterly $
L] Every 6 months L] Yearly [ ]'Ore-time payment (FAQ #XX on page XX.)

] Hourly: Number of hours per week? ! Daily: Number of days per week?
] Weekly L] Every 2 weeks [] Twice a month L] Monthly L] Quarterly $
] Every 6 months L] Yearly [ ] One-time payment (FAQ #XX on page XX.)

» Does your income change from monthplonth? This is important to make sure we get your correct income.

What do you expect your total income to If you expect your income to change next Does your income go up and down from
be this year? year, what will the new total income be? month to month? |:| Yes |:| No
$ $
v
» Do you have deductions? Deductiowunts subtracted from income on a federal tax return for certain expenses.
Telling us about these iofis may lowe cost of your health insurance. Attachment E on page 42 lists the expenses you may

deduct. If you do not can still tell us if you pay for these types of expenses below.

Do you have deductions?  [_]ies Ifyes, answer the questions below. [] No Ifno, go to the next page.

Type of deductiom mn does this deduction happen? (check one) How much?
[] Alimony paid L] Hourly: Number of hours per week? [] Daily: Number of days per week?

[] student loaniinterest =] Weekly  [] Every 2 weeks [_] Twice a month ] Monthly [] Quarterly $

[ Other: L] Every 6 months L] Yearly [] one-time payment (See FAQ #XX on page XX.)

L] Alimony paid ] Hourly: Number of hours per week? L] Daily: Number of days per week?

[ ]"Studentdoan interest | [] Weekly L] Every 2 weeks [] Twice a month L] Monthly L] Quarterly $

[] other: ] Every 6 months L] Yearly [] One-time payment (See FAQ #XX on page XX.)

If you are only applying for yourself, go to Step 3 on page 26.

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. -
‘_Pregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
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m Person 2 Tell us about the next person.

Answer these questions for anyone living in your home or anyone you include when you file your taxes.
If you have more than 4 people on this application, make a copy of pages 9-13 for each additional person first.

First name Middle name Last name Suffix (examples: Sr., Jr., ll, 1V) | Relationship to you

[] Check here if this person’s home address is the same as the main contact's home address.
If it is not the same, you must give us this person’s home address below:

Home address Apartment #

City (home address) State ZIP code County

[] Check here if this person does not have a home address. This person must give us a mailing address below.

[] Check here if this person’'s mailing address is the same as the main contact’'s mailing address:
If it is not the same, you must give us this person’s mailing address below:

Mailing address or P.O. Box (if different from home address) Apartment #
City (mailing address) State ZIP code County
Best phone number to reach this person [_] Home [ ] Cell [ ] Work Other phone number [ ] Home [ ] Cell L work
Number: ( ) - Number: ( ) -

Email address

What language does this person want us to write to him or her'in? | What language does this person want us to speak to him or her in?

Is this person: [ ] male [] Female Is this persoen: L] Single [] Never married [] Married [] pivorced
[] Registered domestic partner [] widowed

Date of birth (month / day / year) Is'this\person pregnant? [Jyes []No If yes, how many babies are expected?

What isthe expected delivery date?
v
Applying for health ilsuArance Ms person has insurance now, you might find better coverage or lower costs.

Is this person applying for healthlinsurance? [ | Yes If yes, answer the questions below. [_] No If no, SSN information is optional.

¥ Social Security number (SSN) If this person does not have an SSN, check a box below:
[] This person does not have an SSN, but has applied for one.

_ — — — — _ — — — |:|Adoption Taxpayer Identification Number (ATIN)
[] Individual Taxpayer Identification Number (ITIN)

L] Religious exemption [] Does not qualify for an SSN.

Person 2 continued on next page d)
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m Person 2 (continued)

Federal income tax info

rmation If this person didn't file taxes, he or she can still qualify for free or low-cost insurance

through Medi-Cal. We will keep the information private and use it only to decide if the person qualifies for health insurance.

Is this person the primary tax filer (his or her name was first on the tax return)? [_] Yes [_] No
Only one person on this application can be the primary tax filer.

Does this person expect to be
required to file taxes for the
year he or she wants health
insurance? [ Yes [] No

Is this person going to file taxes for the year he or she wants health insurance? [ vesdl'] No

If yes, how will he or she file?

[_] Head of household [] single (] Married filing jointly [] Marriedifiling separately

Name of spouse:

Does anyone claim this person as a dependent on their taxes? Will this person claim any dependents on his,or her taxes?

[Jvyes []No If yes, who?

Include first, middle, last, suffix (exam

[1ves [INo If yes, tell us theamames of these dependents.
ples: Sr., Jr., I, 1V) Include first, middle, last, suffix (examples: Sr; Jis, 111514)

How are these people related?

[_] This person is a parent without custody. : : ) Y

[_] This person is a parent without custody who is not listed on

this application.

Does this person have other health insurance or is this person offered insurance through'ajob? [Jves []No
If yes, fill out Attachment B on pages 34 and 35.

Does this person have a physica

|, mental, emotional, or developmental disability? [ ] Yes [ ] No

See FAQ #XX on page XX for more information on what it means to havé a disability.

Does this person need help with

Is this person involved in a lawsuit because | Has this person ever served in the United

long-term care or home and community- | of an injury or accident? States military?
based services? (See FAQ #X on page XX.) (] Yes AZbNo [Jves []No
[]ves [INo

-
Immigration information A J

Y Is this person a U.S. citizen or U.S. national? [ ] Yes [ ] No
If yes, you do not need te answer the questiofis below or on the next page. Go to page 12.

4
» If this person is gtsxxcitizen or U.S. national, answer these questions.

Has this person lived in the U:S.
since 19967 |:| Yes |:| No

Is this person an honorably discharged veteran or active-duty member of the U.S. armed
forces, or the spouse or unmarried dependent child of an honorably discharged veteran
or active-duty member of the U.S. armed forces? |:| Yes |:| No

Is this person i@Wfullyresentin the U.S.? [ ] Yes

To see if this person is lawfully present and may qualify for health insurance, go to the “Immigration status” list on page 41.
Then write the document information here and on the next page.

Name as it appearson the docu

ment

Country offissuance

Document issue date Expiration date

Lla

éPregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m.
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m Person 2 (continued)

Immigration information (continued)

» If this person is not a U.S. citizen or U.S. national, tell us about his or her immigration document.
If this person is a U.S. citizen or U.S. national, go to the next page.

Check the box next to this person’s immigration document below. Check only one document type. Then write the docu t
number or numbers below the box you check. Different types of documents require different information.

|:| Permanent Resident Card (“Green Card,” I-551)

Alien registration number (A-number or USCIS number) Permanent Resident Card number
A N A N
] Reentry Permit (I-327) ] Notice of Action (1-797) [] Office of Refugee'Resettlement (ORR)
|:| Refugee Travel Document (I-571) |:| Document indicating American Indian eligibility letten
born in Canada - LPR - I-551 [] cubanler Haitian entrant

|:| Employment Authorization
Card (I-766) |:| Document indicating member of a |:| Resident'ofiAmerican Samoa

L] Temporary I-551 stamp federally recognized Indian tribe )] Resident of Commonwealth of the

(on passport or |-94, [-94A) [] certification from U.S. Department of NortherpfMariana Islands
Health and Human Services (HHS)
Office of Refugee Resettlemént (ORR)

Alien registration number (A-number or USCIS number)

| N | 7 4
] Arrival or Departure Record (I-94, ] Arrival or Departure Reeord (1-94, ] Arrival or Departure Record (I-94) in
[-94A) issued by U.S. Citizenship and [-94A) issued by S, Customs and unexpired foreign passport
Immigration Services Border Protegtion
[-94 number
V 4

[] Certificate of Eligibility for Nonimmigrant (F-1) Student Status (I-20) [] certificate of Eligibility for Exchange Visitor (J-1) Status (DS2019)

Student and Exchange Visitor Informationdystem (SEVIS)ID

M A M

[] Machine-readable immigfaatvisa (with tefporary I-551 language)

Alien registration numbek Visa number Passport number
(A-number or USCIS number)

& B 9
(] Unexpired foreign passport
Visa number [-94 number
Passport number Student and Exchange Visitor Information System (SEVIS) ID

[] other document establishing immigration status

Alien registration number (A-number or USCIS number) 1-94 number

Person 2 continued on next page ®
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m Person 2 (continued)

Tell us more about this person This information will help us decide what health insurance this person qualifies for.

Is this person enrolled in any of these Medicare plans now? (check all that apply) Does this person want to apply for Medi-Cal
[] Medicare Part Awith a premium  [_] Medicare Part B to get help paying medical expenses from the
?
|:| Free Medicare Part A |:| Medicare Part C (Medicare Advantage Plan) past 3 months? (See FAQ #19 on page 46.)
[lves []No

Does this person live with any children under the age of 19? [Jves []No
If yes, does this person take care of the child or children? |:| Yes |:| No

Is this person 18 to 20 years old | Is this person 18 to 26 years old? [ ] Yes [ ] No | s this person 18 years old oryoeunger?

and a full-time student? If yes, was this person in foster care in any state on | [] Yes [] No
[Jves [INo his or her 18th birthday? (See FAQ #XX on page XX.) How many parents live\with this person?
[Jves [INo
Is this person temporarily living out of state? [JYes []No
Tell us about this person’s ethnicity and race This information is co t/al w:ll only be used to make sure
that everyone has the same access to health care. It will not be used to decide Wh health u ’e this person qualifies for.
Is this person of Hispanic, Latino, or What is this person'’s race? (optional;zcheck.all that apply)
Spanish origin? (optional) [] Yes [ No [ ] white [] Asian Indian [ Jyapanese [] Guamanian or
If yes, check which ones: L] Black or African ] Cambodian [ Korean Chamorro
] Mexican, Mexican American, Chicano American |:| hinese |:| Laotian |:| Samoan
[] salvadoran [ ] Guatemalan [ ] American Indian [ kifipino [] Vietnamese [ ] other:
[ cuban [ Puerto Rican or Alaska Native [ ] Hmong [] Native Hawaiian
[] other Hispanic, Latino, or Spanish
origin:

* |:| Check here if this person is an American Indian or Alaska Native, and fill out Attachment A on pages 32 and 33.

Tell us about this person’s current j w he or she gets money
Attach an extra page if you need more space.

-~

Does this person work now? [_] Yes Iflyes, answer the questions below. [_] No If no, go to other income on the next page.

» Where does this perswork no

If this person has mor bs, attach another sheet of paper. If this person is self-employed, go to self-employed on the next page.

JOB 1: [ d Hourly: Number of hours per week? [_] Daily: Number of days per week?

;ci):vpoefrtse:ndgoeetspaid? bo] weekly [ ] Every 2 weeks [_] Twice a month (] Monthly ] Quarterly
[£ ) Every 6 months [] vearly [_] One-time payment (See FAQ #XX on page XX.)

Employer name (optional) How much does this person get paid (before taxes)? $

JoB2: ] Hourly: Number of hours per week? ] Daily: Number of days per week?

H ften d

th(i):vpc;rse:n goeispaid? ] Weekly ] Every 2 weeks [] Twice a month L] Monthly L] Quarterly
L] Every 6 months ] Yearly [] One-time payment (See FAQ #XX on page XX.)

Employer name (optional) How much does this person get paid (before taxes)? $

Person 2 continued on next page w
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m Person 2 (continued)

Tell us about this person’s current job and how he or she gets money (continued)

» Is this person self-employed? People who are self-employed earn a living directly from their own business or services.
They do not earn money from a company that pays them.

Is this person self-employed? [] Yes If yes, answer the questions below. [ ] No If no, go to other income on this page:

How much net profit or loss will this person get from self-employment th o
Figure your net profit or loss by subtracting your business expenses from your total i this
Type of work month. Attachment E on page 41 lists expenses you can include. ‘

$
$

» Does this person have other income? Other income is money a person gets from somethi
Attachment E on page 41 to see examples of other income. Tell us about this person’s other income be
except Social Security and interest income, include only taxable income. For Social Security b
gross income (taxable and non-taxable). Gross income is income before taxes or pre-tax deductions\are tak
child support payments, veteran’s payments, or Supplemental Security Income (SSl). \ a

erest in€@me, include
Do not include

Does this person get income that is not from a job?
[] Yes If yes, answer the questions below. [1No If no, go to income change on this page.

Where does this How often does this person get this income? (ch‘k one)l A‘ How much?

i ?
income come from? [] Hourly: Number of hours per week? [] Daily: Nuraber of days per week?

] Weekly L] Every 2 weeks [ awice a month L] Monthly L] Quarterly $

L] Every 6 months L] Yearly [] Oneitime payment (See FAQ #XX on page XX.)

L] Hourly: Number of hours per week? L] Daily: Number of days per week?

|:| Weekly |:| Every 2 weeks D Twice a month |:| Monthly |:| Quarterly $

|:| Every 6 months |:| Yearly |:| One-time payment (See FAQ #XX on page XX.)
» Does this person’s income change frorMo month? This is important to make sure we get his or her correct income.
What does this person expect his or Ifyouexpect this person’s income to change Does this person’s income go up and down

her total income to be this year? next/year, what will the new total income be? | from month to month? [Jves []No

$ $
ductionM:/uctions are amounts subtracted from income on a federal tax return for certain

ductions may lower the cost of your health insurance. Attachment E on page 42 lists the expenses this
ot file taxes, you can still tell us if he or she pays for these types of expenses below.

» Does this person
expenses. Telling us a
person may deduct. If

Does this person have deductions? [ ] vYes If yes, answer the questions below. [ ] No If no, go to the next page.

Type of dedut‘on‘ IH‘ften does this deduction happen? (check one) How much?
L] Alimony paid 1 Hourly: Number of hours per week? L] Daily: Number of days per week?

[ Studentloan interest | [ ] Weekly L] Every 2 weeks [] Twice a month L] Monthly L] Quarterly $

[ ] other: ] Every 6 months L] Yearly [] One-time payment (See FAQ #XX on page XX.)

L] Alimony‘paid L] Hourly: Number of hours per week? L] Daily: Number of days per week?

[] student loan interest | [_] Weekly  [_] Every 2 weeks [_] Twice a month (] Monthly [ ] Quarterly | $

[] other: L] Every 6 months L] Yearly [] one-time payment (See FAQ #XX on page XX.)

Step 2 continued on next page ‘»
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m Person 3 Tell us about the next person.

Answer these questions for anyone living in your home or anyone you include when you file your taxes.
If you have more than 2 people on this application, fill out “Family relationships” on pages 24 and 25.
If you have more than 4 people on this application, make a copy of pages 9-13 for each additional person first.

First name Middle name Last name Suffix (examples: Sr., Jr., lll, IV) | Relationship to you

[] Check here if this person’s home address is the same as the main contact's home address.
If it is not the same, you must give us this person’s home address below:

Home address Apartment #

City (home address) State ZIP code County

[] Check here if this person does not have a home address. This person must give us a mailing address below.

[] Check here if this person’s mailing address is the same as the main contact’'s mailing address.
If it is not the same, you must give us this person’s mailing address below:

Mailing address or P.O. Box (if different from home address) Apartment #
City (mailing address) State Z|P code County
Best phone number to reach this person [ ] Home [] cell []Work Otherfphone number [ ] Home [] cell L] work
Number: ( ) - Number: ( ) —

Email address

What language does this person want us to write to him or herin? | What language does this person want us to speak to him or her in?

Is this person: [_] Male [_] Female | Is this pérson;s.[ ] Single [] Never married ] married [] Divorced
[ ] Registered domestic partner [] widowed

Date of birth (month / day / year) Is this person pregnant? [Jves [INo If yes, how many babies are expected?

What is the expected delivery date?

Applying for heal' iMance EM if this person has insurance now, you might find better coverage or lower costs.

Is this person applying for health insirance? [_| Yes Ifyes, answer the questions below. [_] No If no, SSN information is optional.

Y Social Security Aumber(SSN) If this person does not have an SSN, check a box below:

[_] This person does not have an SSN, but has applied for one.
—_— — — —— — — — — | [[] Adoption Taxpayer Identification Number (ATIN)
|:| Individual Taxpayer Identification Number (ITIN)

[ Religious exemption  [_] Does not qualify for an SSN.

Person 3 continued on next page d)
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m Person 3 (continued)

Federal income tax information If this person didn't file taxes, he or she can still qualify for free or low-cost insurance
through Medi-Cal. We will keep the information private and use it only to decide if the person qualifies for health insurance.

Is this person the primary tax filer (his or her name was first on the tax return)? [Jves []No
Only one person on this application can be the primary tax filer.

Does this person expect to be | Is this person going to file taxes for the year he or she wants health insurance? [ ] Yes 4] No
required to file taxes for the If yes, how will he or she file?

h h ts health
?/::Jrai:er_)s le:|w$255 E‘a No [_] Head of household [] single [] Married filing jointly ] Marriedfiling separately
Name of spouse:

Does anyone claim this person as a dependent on their taxes? Will this person claim any dependents on hisor her taxes?
[lyes []No If yes, who? [1ves [INo If yes, tell us thesnames of these dependents.
Include first, middle, last, suffix (examples: Sr., Jr., lll, IV) Include first, middle, last, suffix (examples: Sr.; Jfy, 111, 1)

How are these people related?

[_] This person is a parent without custody. : - Vv 4

[_] This person is a parent without custody who is not listed on
this application.

Does this person have other health insurance or is this person offered'insurance through@job? [Jves [INo
If yes, fill out Attachment B on pages 34 and 35.

Does this person have a physical, mental, emotional, or developmental disability? [ ] Yes [ ] No
See FAQ #XX on page XX for more information on what it means to have'a disability.

Does this person need help with Is this person involved in a lawsuit because | Has this person ever served in the United
long-term care or home and community- | of an injury or accident? States military?

based services? (See FAQ #X on page XX.) (] Yes {ZlNo [1ves []No

[Jves [INo

-
Immigration information A J

Y Is this person a U.S. citizen or U.S. national? [ ] Yes [ ] No
If yes, you do not need tg,answer the questions below or on the next page. Go to page 17.

4
» If this person is g‘zMitizen or U.S. national, answer these questions.

Has this person lived in the UiS. Is this person an honorably discharged veteran or active-duty member of the U.S. armed
since 19967 [ ] Yes fml No forces, or the spouse or unmarried dependent child of an honorably discharged veteran
or active-duty member of the U.S. armed forces? |:| Yes |:| No

Is this person |@fully presentin the U.S.? [] Yes

To see if this'person is lavifully present and may qualify for health insurance, go to the “Immigration status” list on page 41.
Thén write the document information here and on the next page.

Name as it appears on the document

Country ofissuance Document issue date Expiration date

Person 3 continued on next page d)
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m Person 3 (continued)

Immigration information (continued)

> If this person is not a U.S. citizen or U.S. national, tell us about his or her immigration document.
If this person is a U.S. citizen or U.S. national, go to the next page.

Check the box next to this person’s immigration document below. Check only one document type. Then write the docu t
number or numbers below the box you check. Different types of documents require different information.

|:| Permanent Resident Card (“Green Card,” I-551)

Alien registration number (A-number or USCIS number) Permanent Resident Card number

A N A N
] Reentry Permit (I-327) [] Notice of Action (1-797) [] Office of RefugeeResettlement (ORR)
|:| Refugee Travel Document (I-571) |:| Document indicating American Indian eligibility letten

D Employment Authorization born in Canada - LPR - I-551 |:| Cuban or Haitian entrant

Card (1-766) |:| Document indicating member of a |:| ResidentiofifAmerican Samoa

] Temporary I-551 stamp federally recognized Indian tribe L] Resident of Commonwealth of the

(on passport or 1-94, 1-94A) [ Certification from U.S. Department of NortherpfMariana Islands
Health and Human Services (HHS)
Office of Refugee Resettlemént (ORR)

Alien registration number (A-number or USCIS number)

| W | 7 4
] Arrival or Departure Record (I-94, ] Arrival or Departure Record (1-94, ] Arrival or Departure Record (I-94) in
I-94A) issued by U.S. Citizenship and 1-94A) issued by.d:S. Customs and unexpired foreign passport
Immigration Services Border Protegtion

1-94 number

V 4
[ Certificate of Eligibility for Nonimmigrant (F-1) Student Status (I-20) [] Certificate of Eligibility for Exchange Visitor (J-1) Status (DS2019)

Student and Exchange Visitor InformationSystem (SEVIS)ID

M A M

[] Machine-readable immigtaatvisa (with tefporary I-551 language)

Alien registration number Visa number Passport number
(A-number or USCIS number)

& B 9
(] Unexpiredforeign passpart
Visa numbér [-94 number
Passport number Student and Exchange Visitor Information System (SEVIS) ID

[] other document establishing immigration status

Alien registration number (A-number or USCIS number) [-94 number

Person 3 continued on next page w
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m Person 3 (continued)

Tell us more about this person This information will help us decide what health insurance this person qualifies for.

Is this person enrolled in any of these Medicare plans now? (check all that apply)
] Medicare Part B
|:| Medicare Part C (Medicare Advantage Plan)

[] Medicare Part A with a premium
|:| Free Medicare Part A

Does this person want to apply for Medi-Cal
to get help paying medical expenses from the
past 3 months? (See FAQ #19 on page 46.)

|:|Yes |:| No

|:| Yes |:| No
|:| Yes |:| No

Does this person live with any children under the age of 19?7

If yes, does this person take care of the child or children?

Is this person 18 to 26 years old? [ ] Yes [ ] No

If yes, was this person in foster care in any state on
his or her 18th birthday? (See FAQ #XX on page XX.)

|:|Yes |:| No

Is this person 18 to 20 years old
and a full-time student?

|:|Yes |:| No

Is this person 18 years old or younger?

|:|Yes |:| No

How many parents live with this person?

Is this person temporarily living out of state? [Jyes []No

Tell us about this person’s ethnicity and race This information is co
that everyone has the same access to health care. It will not be used to decide wi

Is this person of Hispanic, Latino, or

Spanish origin? (optional) [ Yes [] No [] white [] Asian Indian
If yes, check which ones: [] Black or African ] Cambodian
] Mexican, Mexican American, Chicano American [4] Chinese
[] salvadoran  [] Guatemalan L] American Indian [ fipino
[] cuban ] Puerto Rican or Alaska Native =7, oo

[] other Hispanic, Latino, or Spanish

origin:

WI// 0 e used to make sure
Ie this person qualifies for.

t/al
hea/th

What is this person'’s race? (optionalz€heck all that apply)

[JJapanese [] Guamanian or
(2] Korean Chamorro

|:| Laotian D Samoan

|:| Vietnamese D Other:

|:| Native Hawaiian

* |:| Check here if this person is an American Indian or Alaska Native, and fill out Attachment A on pages 32 and 33.

Tell us about this person’s current j
Attach an extra page if you need more space.

-~

ow he or she gets money

Does this person work now? [_] Yes Ifyes, ahswer the questions below. [_] No If no, go to other income on the next page.

» Where does this perwork no

If this person has mor;

JOB 1:
How often does

[d Hourly:Nunmber of hours per week?
[] Twice a month

bs, attach another sheet of paper. If this person is self-employed, go to self-employed on the next page.

[_] Daily: Number of days per week?

|:| Quarterly

this person get paid?

L] weekly [ ] Every 2 weeks ] Monthly

[} Every 6 months [] vearly [_] One-time payment (See FAQ #XX on page XX.)

Employer name (optional)

How much does this person get paid (before taxes)? $

JoB 2:
How often does
this person get paid?

L] Hourly: Number of hours per week? ] Daily: Number of days per week?
L] Weekly ] Every 2 weeks [] Twice a month L] Monthly L] Quarterly
L] Every 6 months ] Yearly [] One-time payment (See FAQ #XX on page XX.)

Employer name (optional)

How much does this person get paid (before taxes)? $

@ Need help?

Person 3 continued on next page ‘»
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m Person 3 (continued)

Tell us about this person’s current job and how he or she gets money (continued)

» Is this person self-employed? People who are self-employed earn a living directly from their own business or services.
They do not earn money from a company that pays them.

Is this person self-employed? [] Yes If yes, answer the questions below. []No If no, go to other income on this page:

How much net profit or loss will this person get from self-employment th o
Figure your net profit or loss by subtracting your business expenses from your total i this
Type of work month. Attachment E on page 41 lists expenses you can include. ‘

$
$

» Does this person have other income? Other income is money a person gets from somethi
Attachment E on page 41 to see examples of other income. Tell us about this person’s other income be
except Social Security and interest income, include only taxable income. For Social Security b erest inc@me, include
gross income (taxable and non-taxable). Gross income is income before taxes or pre-tax deductions
child support payments, veteran’s payments, or Supplemental Security Income (SSl). \ a

Does this person get income that is not from a job?
[] Yes If yes, answer the questions below. [ ] No If no, go to income change on this page.

Where does this How often does this person get this income? (ch‘k one)l A‘ How much?

i ?
income come from? (] Hourly: Number of hours per week? [] Daily: Nuraber of days per week?

] Weekly L] Every 2 weeks [ awice a month L] Monthly L] Quarterly $
L] Every 6 months L] Yearly [] Oneitime payment (See FAQ #XX on page XX.)

L] Hourly: Number of hours per week? L] Daily: Number of days per week?

|:| Weekly |:| Every 2 weeks D Twice a month |:| Monthly |:| Quarterly $
|:| Every 6 months |:| Yearly |:| One-time payment (See FAQ #XX on page XX.)

» Does this person’s income change frorMo month? This is important to make sure we get his or her correct income.

What does this person expect his or Ifyouexpect this person’s income to change Does this person’s income go up and down
her total income to be this year? next/year, what will the new total income be? | from month to month? [Jvyes []No

$ $

ductionM:/uctions are amounts subtracted from income on a federal tax return for certain
ductions may lower the cost of your health insurance. Attachment E on page 42 lists the expenses this
ot file taxes, you can still tell us if he or she pays for these types of expenses below.

» Does this person
expenses. Telling us a
person may deduct. If

Does this person have deductions? [ ] ves If yes, answer the questions below. []No If no, go to the next page.

Type of dedut‘m‘ IH‘ften does this deduction happen? (check one) How much?
L] Alimony paid 1 Hourly: Number of hours per week? L] Daily: Number of days per week?

[ Studentloan interest |[ ] Weekly L] Every 2 weeks [] Twice a month L] Monthly L] Quarterly $

[ ] other: ] Every 6 months L] Yearly [] One-time payment (See FAQ #XX on page XX.)

L] Alimony‘paid L] Hourly: Number of hours per week? L] Daily: Number of days per week?

[] student loan interest |[_] Weekly [ Every 2 weeks [_] Twice a month ] Monthly [ ] Quarterly | $

[] other: _ L] Every 6 months L] Yearly [] one-time payment (See FAQ #XX on page XX.)

Step 2 continued on next page ‘»
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m Person 4 Tell us about the next person.

Answer these questions for anyone living in your home or anyone you include when you file your taxes.
If you have more than 2 people on this application, fill out “Family relationships” on pages 24 and 25.
If you have more than 4 people on this application, make a copy of pages 9-13 for each additional person.

First name Middle name Last name Suffix (examples: Sr., Jr., lll, 1V) | Relationship to you

[] Check here if this person’s home address is the same as the main contact's home address.
If it is not the same, you must give us this person’s home address below:

Home address Apartment #

City (home address) State ZIP code County

[] Check here if this person does not have a home address. This person must give us a mailing address below.

[] Check here if this person’s mailing address is the same as the main contact's mailing address.
If it is not the same, you must give us this person’s mailing address below:

Mailing address or P.O. Box (if different from home address) Apartment #
City (mailing address) State ZIP code County
Best phone number to reach this person [ ] Home []cell []JWork Otherfphone number [ ] Home [] cell L] work
Number: ( ) - Number: ( ) -

Email address

What language does this person want us to write to him or heriin? | What language does this person want us to speak to him or her in?

Is this person: [_] Male [] Female | Is this pérson;.[ ] Single [] Never married ] married [] Divorced
[ ] Registered domestic partner [] widowed

Date of birth (month / day / year) Is this person pregnant? []ves [INo If yes, how many babies are expected?

What is the expected delivery date?

Applying for heal' iMance EM if this person has insurance now, you might find better coverage or lower costs.

Is this person applying for health instirance? [ ] Yes Ifyes, answer the questions below. [_] No If no, SSN information is optional.

¥ Social Security Aumber(SSN) If this person does not have an SSN, check a box below:

[_] This person does not have an SSN, but has applied for one.
— — — — | [[] Adoption Taxpayer Identification Number (ATIN)
[] individual Taxpayer Identification Number (ITIN)

[_] Religious exemption [ _] Does not qualify for an SSN.

Person 4 continued on next page w
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m Person 4 (continued)

Federal income tax information Ifthis person didn't file taxes, he or she can still qualify for free or low-cost insurance
through Medi-Cal. We will keep the information private and use it only to decide if the person qualifies for health insurance.

Is this person the primary tax filer (his or her name was first on the tax return)? [_] Yes [_] No
Only one person on this application can be the primary tax filer.

Does this person expect to be | Is this person going to file taxes for the year he or she wants health insurance? [ ] Yesdl"] No
required to file taxes for the
year he or she wants health

insurance? [ Yes [] No

If yes, how will he or she file?
[_] Head of household [] single (] Married filing jointly [] Marriedifiling separately

Name of spouse:

Does anyone claim this person as a dependent on their taxes? Will this person claim any dependents on his,or her taxes?
[Jves [INo If yes, who? [1ves [INo If yes, tell us theamames of these dependents.
Include first, middle, last, suffix (examples: Sr., Jr., lll, IV) Include first, middle, last, suffix (examples: Sr; Jis, 111514)

How are these people related?

[_] This person is a parent without custody. : : ) Y

[_] This person is a parent without custody who is not listed on
this application.

Does this person have other health insurance or is this person offered insurance through'ajob? [Jves []No
If yes, fill out Attachment B on pages 34 and 35.

Does this person have a physical, mental, emotional, or developmental disability? [ ] Yes [ ] No
See FAQ #XX on page XX for more information on what it means to havé a disability.

Does this person need help with Is this person involved in a lawsuit because | Has this person ever served in the United
long-term care or home and community- | of an injury or accident? States military?

based services? (See FAQ #X on page XX.) (] Yes AZbNo [Jves []No

[]ves [INo

-
Immigration information A J

Y Is this person a U.S. citizen or U.S. national? [ ] Yes [ ] No
If yes, you do not need te answer the questiofis below or on the next page. Go to page 22.

4
» If this person is gtsxxcitizen or U.S. national, answer these questions.

Has this person lived in tHe US. Is this person an honorably discharged veteran or active-duty member of the U.S. armed
since 19967 [_] Yes.lml No forces, or the spouse or unmarried dependent child of an honorably discharged veteran
or active-duty member of the U.S. armed forces? |:| Yes |:| No

Is this person i@Wfullyresentin the U.S.? [ ] Yes

To see if this person is lawfully present and may qualify for health insurance, go to the “Immigration status” list on page 41.
Then write the document information here and on the next page.

Name as it appearson the document

Country offissuance Document issue date Expiration date

Person 4 continued on next page w

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. .
‘_Pregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
20

O visite CoveredCA.com.

CCFRM604 (11/14) EN


http://http://www.coveredca.com

m Person 4 (continued)

Immigration information (continued)

» If this person is not a U.S. citizen or U.S. national, tell us about his or her immigration document.
If this person is a U.S. citizen or U.S. national, go to the next page.

Check the box next to this person’s immigration document below. Check only one document type. Then write the docu t
number or numbers below the box you check. Different types of documents require different information.

|:| Permanent Resident Card (“Green Card,” I-551)

Alien registration number (A-number or USCIS number) Permanent Resident Card number
A N A N
] Reentry Permit (I-327) ] Notice of Action (1-797) [] Office of Refugee'Resettlement (ORR)
|:| Refugee Travel Document (I-571) |:| Document indicating American Indian eligibility letten
born in Canada - LPR - I-551 [] cubanler Haitian entrant

|:| Employment Authorization
Card (I-766) |:| Document indicating member of a |:| Resident'ofiAmerican Samoa

L] Temporary I-551 stamp federally recognized Indian tribe )] Resident of Commonwealth of the

(on passport or |-94, [-94A) [] certification from U.S. Department of NortherpfMariana Islands
Health and Human Services (HHS)
Office of Refugee Resettlemént (ORR)

Alien registration number (A-number or USCIS number)

| N | 7 4
] Arrival or Departure Record (I-94, ] Arrival or Departure Reeord (1-94, ] Arrival or Departure Record (I-94) in
[-94A) issued by U.S. Citizenship and [-94A) issued by S, Customs and unexpired foreign passport
Immigration Services Border Protegtion
[-94 number
V 4

[] Certificate of Eligibility for Nonimmigrant (F-1) Student Status (I-20) [] certificate of Eligibility for Exchange Visitor (J-1) Status (DS2019)

Student and Exchange Visitor Informationdystem (SEVIS)ID

M A M

[] Machine-readable immigfaatvisa (with tefporary I-551 language)

Alien registration numbek Visa number Passport number
(A-number or USCIS number)

& B 9
(] Unexpired foreign passport
Visa number [-94 number
Passport number Student and Exchange Visitor Information System (SEVIS) ID

[] other document establishing immigration status

Alien registration number (A-number or USCIS number) 1-94 number

Person 4 continued on next page ®
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m Person 4 (continued)

Tell us more about this person This information will help us decide what health insurance this person qualifies for.

Is this person enrolled in any of these Medicare plans now? (check all that apply) Does this person want to apply for Medi-Cal
[] Medicare Part Awith a premium  [_] Medicare Part B to get help paying medical expenses from the
?
|:| Free Medicare Part A |:| Medicare Part C (Medicare Advantage Plan) past 3 months? (See FAQ #19 on page 46.)
[lves []No

Does this person live with any children under the age of 19? [Jves []No
If yes, does this person take care of the child or children? |:| Yes |:| No

Is this person 18 to 20 years old | Is this person 18 to 26 years old? [ ] Yes [ ] No | s this person 18 years old oryoeunger?

and a full-time student? If yes, was this person in foster care in any state on | [] Yes [] No
[Jves [INo his or her 18th birthday? (See FAQ #XX on page XX.) How many parents live\with this person?
[Jves [INo
Is this person temporarily living out of state? [JYes []No
Tell us about this person’s ethnicity and race This information is co t/al w:ll only be used to make sure
that everyone has the same access to health care. It will not be used to decide Wh health u ’e this person qualifies for.
Is this person of Hispanic, Latino, or What is this person'’s race? (optional;zcheck.all that apply)
Spanish origin? (optional) [] Yes [ No [ ] white [] Asian Indian [ Jyapanese [] Guamanian or
If yes, check which ones: L] Black or African ] Cambodian [ Korean Chamorro
] Mexican, Mexican American, Chicano American |:| hinese |:| Laotian |:| Samoan
[] salvadoran [ ] Guatemalan [ ] American Indian [ kifipino [] Vietnamese [ ] other:
[ cuban [ Puerto Rican or Alaska Native [ ] Hmong [] Native Hawaiian
[] other Hispanic, Latino, or Spanish
origin:

* |:| Check here if this person is an American Indian or Alaska Native, and fill out Attachment A on pages 32 and 33.

Tell us about this person’s current j w he or she gets money
Attach an extra page if you need more space.

-~

Does this person work now? [_] Yes Iflyes, answer the questions below. [_] No If no, go to other income on the next page.

» Where does this perswork no

If this person has mor bs, attach another sheet of paper. If this person is self-employed, go to self-employed on the next page.

JOB 1: [ d Hourly: Number of hours per week? [_] Daily: Number of days per week?

;ci):vpoefrtse:ndgoeetspaid? bo] weekly [ ] Every 2 weeks [_] Twice a month (] Monthly ] Quarterly
[£ ) Every 6 months [] vearly [_] One-time payment (See FAQ #XX on page XX.)

Employer name (optional) How much does this person get paid (before taxes)? $

JoB2: ] Hourly: Number of hours per week? ] Daily: Number of days per week?

H ften d

th(i):vpc;rse:n goeispaid? ] Weekly ] Every 2 weeks [] Twice a month L] Monthly L] Quarterly
L] Every 6 months ] Yearly [] One-time payment (See FAQ #XX on page XX.)

Employer name (optional) How much does this person get paid (before taxes)? $

Person 4 continued on next page w
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m Person 4 (continued)

Tell us about this person’s current job and how he or she gets money (continued)

> Is this person self-employed? People who are self-employed earn a living directly from their own business or services.
They do not earn money from a company that pays them.

Is this person self-employed? [ ] Yes If yes, answer the questions below. [ ] No If no, go to other income on this page:

How much net profit or loss will this person get from self-employment t o

()

Figure your net profit or loss by subtracting your business expenses from your total i this
Type of work month. Attachment E on page 41 lists expenses you can include. ‘
$
$
» Does this person have other income? Other income is money a person gets from somethi ajeb. Go to
Attachment E on page 41 to see examples of other income. Tell us about this person’s other income bé oMme sources
except Social Security and interest income, include only taxable income. For Social Security b erest income, include
gross income (taxable and non-taxable). Gross income is income before taxes or pre-tax deduction. A
child support payments, veteran’s payments, or Supplemental Security Income (SS). \ a
Does this person get income that is not from a job?
[] Yes If yes, answer the questions below. [ ] No If no, go to income change on this page.

Where does this How often does this person get this income? (cr‘k onel A‘ How much?

i ?
income come from? [] Hourly: Number of hours per week? [] Daily: Numaber of days per week?

L] Weekly L] Every 2 weeks [} avice a month L] Monthly L] Quarterly $
L] Every 6 months ] Yearly [] Oneitime payment (See FAQ #XX on page XX.)

L] Hourly: Number of hours per week? L] Daily: Number of days per week?
|:| Weekly |:| Every 2 weeks |:| Twice a month |:| Monthly |:| Quarterly $
|:| Every 6 months |:| Yearly |:| One-time payment (See FAQ #XX on page XX.)

» Does this person’s income change frorMo month? This is important to make sure we get his or her correct income.

What does this person expect his or Ifyouexpect this person’s income to change Does this person’s income go up and down
her total income to be this year? next'year, what will the new total income be? | from month to month? [Jyes []No
$ $

ductionM/uctions are amounts subtracted from income on a federal tax return for certain
ductions may lower the cost of your health insurance. Attachment E on page 42 lists the expenses this
ot file taxes, you can still tell us if he or she pays for these types of expenses below.

» Does this person
expenses. Telling us a
person may deduct. If

Does this person have deductions? [ ] Yes If yes, answer the questions below. [ ] No If no, go to the next page.

Type of deduﬂ'o' IH‘ften does this deduction happen? (check one) How much?
L] Alimony paid ] Hourly: Number of hours per week? L] Daily: Number of days per week?

[) Studentloan interest | [] Weekly L] Every 2 weeks [] Twice a month ] Monthly ] Quarterly $

[ ] other: L] Every 6 months ] Yearly [] One-time payment (See FAQ #XX on page XX.)

L] Alimony paid L] Hourly: Number of hours per week? L] Daily: Number of days per week?

[] student loan interest |[_] Weekly — [_] Every 2 weeks [] Twice a month (] Monthly [ ] Quarterly | $

[] other: _ | Every 6 months L] Yearly [] one-time payment (See FAQ #XX on page XX.)

Step 2 continued on next page w
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m Family relationships

If you listed more than 2 family members on your application, tell us how each person is related

to you and to each other. Use the Relationships list to fill in the boxes below and on the next page. If you
listed more than 8 people on your application, tell us about the first 8 people. Covered California will contact
you to ask about the relationships of other people you listed on your application.

Family members List everyone you included on your application.

Person 1: You. The person you listed on page 4 of this application.

First name Middle name Last name Suffix (exa r., Jr., Il

Person 2: The person you listed on page 9 of this application.

First name Middle name Last name es: Sr., Jr., I, IV)

Person 3: The person you listed on page 14 of this application.

First name Middle name Last name fix (examples: Sr., Jr., I, 1V)

Person 4: The person you listed on page 19 of this application.

First name Middle name st name Suffix (examples: Sr., Jr., Ill, 1V)

Person 5: The 5th person you added If you made copies of pages,

First name Middle name name Suffix (examples: Sr., Jr., Il V)

Person 6: The 6th person you added If you made es of pages 9-13.

First name Middle name Last name Suffix (examples: Sr., Jr., I, V)
Person 7: The 7th person you added If yo pies of pages 9-13.
First name le name Last name Suffix (examples: Sr., Jr., 1l V)
Person 8: The 8th p yo ed If you made copies of pages 9-13.
First name iddle name Last name Suffix (examples: Sr., Jr., 1, V)

d Family relationships continued on next page w
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m Family relationships (continued)

Relationships Use these words to tell us how each person is related to you and to each other.

Husband or wife
Domestic partner

Son or daughter
Stepson or stepdaughter
Parent

Stepparent

Brother or sister

Stepbrother or stepsister
Grandparent

Grandchild

Child of domestic partner
Parent's domestic partner
Uncle or aunt

Nephew or niece

Father-in-law or mother-in-law
Son-in-law or daughter-in-law

Brother-in-law or sister-in-law

Former spouse

First cousin

Foster child

Guardian
Court-appointed guardian
Trustee

Ward

Other relative

Other unrelate

|

Person 1: How is each person on your application related to you?

N &~

Person 2 is my:

Person 6 is my:

Person 3 is my:

Person 7 is my:

Person 4 is my:

Person 8 is my:

Person 5 is my:

Person 2: How is each person on your application related to Person 2? n

Person 3 is his or her:

Person 6 is hislor herz

Person 4 is his or her:

Person 7 is his\of her:

Person 5 is his or her:

Persen 8 is his or her:

Person 3: How is each person on your application relate((:rsoi3?

Person 4 is his or her:

Person 7 is his or her:

Person 5 is his or her:

Person 8 is his or her:

Person 6 is his or her:

w A
Person 4: How is each person on your a @ on related to Person 4?

Person 5 is his or her:

Person 7 is his or her:

Person 6 is his or her:

Person 8 is his or her:

Person 6 isdhis or her:

Person 5: How i‘ on oIn your application related to Person 5?

Person 8 is his or her:

Person 7ishis enher:
&on 6:)1\/ is each person on your application related to Person 6?

Persend is his or her:

Person 8 is his or her:

Person 7: How is each person on your application related to Person 7?

Person 8 is his or her:

” .
N % Need help?

Call Covered Califtomizaait1-800-300-1506 (TTY: 1-838-88D
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m Please read and sign this application

You can choose an authorized representative

% You can choose someone to be your “authorized representative.” An authorized representative is a
person or organization you allow to see your application and talk with us about it now and in the future.

Name of authorized representative Phone number
Address Apartment #
City State | ZIP code County

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

Your signature Date

>

Privacy statement y _ N \ V

This application is for determining eligibility for health For more information'or to see Covered California records,
insurance through Covered California or for benefits through contact the Privacy Officer at:

the Department of Health Care Services (DHCS) (Medi-Cal). The Covered Califorria

personal and medical information you provide on it is private Attn: Privacy Officer - Office of Legal Affairs

and confidential. Covered California or the DHCS needs it to P.0. Box 13908

identify you and the other people on this application and to Sacramento, CA 95853

administer our programs.
Rhone: 1-800-889-3871

We will share your information with other state, federal, and TTV: 1-888-889-4500
local agencies, contractors, health plans, and programs only

to enroll you in a plan or program or to administer programs,
and with other state and federal agencies as requireddyslaw.

For the Department of Health Care Services, contact the
Information Protection Unit at:

Department of Health Care Services
Attn: Information Protection Unit
P.O. Box 997413, MS 4721
Sacramento, CA 95899-7413

= You must answer all of the questions on.this application
unless they are marked “optional.” If your application
is missing anything that we require, we will contact you
to getit. ™ [fyou do not provide it, we will not be able

to make a decision onyour.dpplication. You may have Phone: 1-866-866-0602
to submit a new application, or you may not be able to TTY: 1-877-735-2929
get health insurance through Covered California, or your These state and federal laws give us the right to collect and keep the
application for benefits may be denied. information on the application:

= In most cases, Jou have the right to see personal Covered CA: 42 U.S.C. § 18031; CA Government Code 88 100502(k)
information aboutyou that.is in federal and state records. and 100503(a)
You can.see it in an alternative format (such as large print) if DHCS: CA Welfare and Institutions. Code § 14011 and Article 3,
you.need that. Chapters 5 and 7, Parts 2 and 3, Division 9

We must give you this Privacy Statement under CA Civil Code 8
1798.17. You can see Covered California's Notice of Privacy Practices
at CoveredCA.com. See DHCS's Notice of Privacy Practices at
www.dhcs.ca.gov/formsandpubs/laws/priv/Pages/
NoticeofPrivacyPractices.aspx.

Step 3 continued on next page ‘»
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N % Need help?

m Please read and sign this application (continued)

Your rights and responsibilities

= The information | gave on this application is true as far as |
know. | know that | may be subject to a penalty if | do not tell
the truth.

= | understand that the information | give will be used only
to see if those in my family who are applying for health
insurance will qualify.

| understand that Covered California and the Medi-Cal
program will keep my information private, as the law
requires. For more information, or for access to personal
information in records maintained by Covered California
and the Medi-Cal program, | can call the Covered California
Privacy Officer at 1-800-889-3871 (TTY: 1-888-889-4500) or
contact my county social services office.

I understand that to be eligible for Medi-Cal, | am required to
apply for other income or benefits to which | or any member
of my household is entitled, unless he or she has good cause
for not doing so. Examples of such income or benefits are
pensions, government benefits, retirement income, veteran’s
benefits, annuities, disability benefits, Social Security benefits
(also called OASDI or Old Age, Survivors, and Disability
Insurance), and unemployment benefits. But such income

or benefits do not include public assistance benefits, such as
CalWORKs or CalFresh. If I have a question about a possible
source of income, | can call Covered California at
1-800-300-1506 (TTY: 1-888-889-4500) for help.

| know that | must tell Covered California or my county social
services office about changes to anything | wrote on this
application. To report changes, | can call Covered California at
1-800-300-1506 (TTY: 1-888-889-4500) or visit CoveredCA.com.
Or | can contact my county social services offices

| know that Covered California or the Medi-Cal prograi must
not discriminate against me or anyone on_ this application
because of race, color, national origin, religion, age, sex,
sexual orientation, maritalstatus, veteran'sistatus, or
disability. If | think that Covered California or the Medi-Cal
program has discriminated against me, including the failure
to provide reasonable'accommodations for my disability as
required under state and federal law, | can make a complaint
by contacting the U.S{ Department of Health and Human
Services atwww.hhs.gov/ocr/office/file or the California
Office ofithe Attorney.General at http://oag.ca.gov/contact/
general-comment-question-or-complaint-form. If | believe
that Covered California or the Medi-Cal program has
discriminated against me or anyone else on this application
in connection with a Medi-Cal eligibility determination, | can
alse file'a complaint with the Department of Health Care
Services, Office of Civil Rights by calling 1-916-440-7370

(TTY: 1-916-440-7399).

Call Covered Caiftnmizaatt1-800-300-1506 (TTY: 1-8833-883
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.

= | understand that any changes in my information or
information of any member(s) in the applicant’s household
may affect the eligibility of other members of the household.

Except for purposes of applying for Medi-Cal, | confirm that
no one applying for health insurance on this application’is
confined, after the disposition of charges (judgment),in a jail,
prison, or similar penal institution or correctional facility.

I understand that | must report income changes'to Covered
California or my county social services'office, because they
may affect eligibility for the amount of premium assistance
(or tax credits) for a Covered'Califarnia health plan or
Medi-Cal benefits that | may be eligible,to receive. | also
understand if | receive too much premium assistance during
the benefit year, | will' have,to repay some or all of the extra
premium assistance back to the IRSwhen | file my federal
income taxes for the benefit yean

= | give my permission to Covered California to check other
agencies’ computer records to verify citizenship or whether
I am{lawfully/presentin the U.S., tax information, and other
information related.only to eligibility to see if I and other
people on this application qualify for health insurance.

If someone on the application qualifies for Medi-Cal:

= ['know that if Medi-Cal pays for a medical expense, any
money | or anyone on this application gets from other health
insurance or legal settlements related to that expense will go
to Medi-Cal as payment for the expense until the expense is
paid in full.

For parents whose child or children qualify for Medi-Cal:

= | know | will be asked to help the agency that collects medical
support from any parent on this application who does not
live with the child and does not send support for the child. If
I think that helping will harm me or my children, | can tell the
Medi-Cal program and | will not have to help.

Your right to appeal:

= If I think Covered California or the Medi-Cal program has
made a mistake, | can appeal the decision. To appeal means
to tell someone at Covered California or the Medi-Cal
program that | think the decision is wrong and ask for a fair
review of the action.

= | know that | can find out how to request an appeal,
including an expedited appeal, by calling 1-800-300-1506
(TTY: 1-888-889-4500) for Covered California enrollees or
1-855-795-0634 (TTY: 1-800-952-8349) for the Medi-Cal
program.

Your rights and responsibilities continued on next page w
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m Please read and sign this application (continued)

Your rights and responsibilities (continued)

Your right to appeal (continued):

= | know that | must file an appeal within 90 days of the
decision notice.

= | know that | can represent myself or have someone
else represent me in my appeal, such as an authorized
representative, a friend, a relative, or a lawyer.

| know that all hearings will be conducted by telephone or
video conference unless | request an in-person hearing.

| know that if | need help, someone at Covered California,
the Medi-Cal program, or the county social services office
can explain my case to me.

| know that someone at Covered California or the county

social services office can explain the circumstances when

my eligibility may be maintained or reinstated pending an
appeal decision.

| know that an appeal decision for me or other members
of my household may change my eligibility or the eligibility
of other members of my household. The change in
eligibility may result in a redetermination of eligibility for all
household members.

Declaration and signature This is required.

| declare under penalty of perjury, under the laws of the Staté
of California, that what | say below is true and correct.

= | understood all questions on this application and gave true
and correct answers as far as | know. Where | didsnot know
the answer myself, | made every reasonable attempt.to
confirm the answer with someone who did know

= | know that if | do not tell the truth ondhisapplicatien, there
may be a civil or criminal penalty for perjufry.

= | know that the information in this application will be used
to decide if the people who.are applying qualify for health
insurance. Covered/Californiawill keep the information
private, as required by federal'and California law.

> Signature ofmmuthorized representative

Renewal of insurance

To make it easier to continue getting help to pay for health
insurance in future years, | agree to allow Covered Califernia to
use computer sources, such as the IRS, to check my household
income during the renewal process. If the sources show /@m
still eligible, Covered California will continue my eligibility at
the level indicated by the sources for another 12 months and |
won't have to fill out a renewal form or ,send/otherpaperwork
unless | need to make changes.

I understand that if | choose not to allow'Covered California

to use computer sources, | muSt complete @arenewal packet
every 12 months in order to ¢ontinue getting help to pay for my
health insurance. | understand that | may.change this choice at
any time by contacting Covered California.

| agree to allow Govered California to check my information for:
L] 5years L] 4 years (1 3 years L] 2 years (] year
OR

[_] 1 do not want Covered California to check my tax returns at
renewal.

‘ \ 4

= | agree to notify Covered California by calling 1-800-300-1506
(TTY: 1-888-889-4500) or visiting CoveredCA.com if anything
changes on this application for any person applying for
health insurance.

= | understand that if | select a health insurance plan in this
application, and | am determined eligible for the plan |
selected:

= By signing below and making timely payment of the initial
premium, if applicable, | am entering into a contract with
the issuer of that plan; and

= | am at least 18 years of age or an emancipated minor,
and mentally competent to sign a contract.

Date

{Preguntas?

O visite CoveredCA.com.

CCFRM604 (11/14) EN

Step 3 continued on next page w

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita.
Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m.
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m Please read and sign this application (continued)

You can register to vote

% Covered California is a voter registration agency and is providing you the opportunity to register to vote.

To register to vote, you must be a U.S. citizen and at least 18 years old by the next election.

If you are not registered to vote where
you live now, would you like to apply to
register to vote today?

] Yes, please send me a voter
registration form.

D Yes, | will go online and
register to vote at
www.registertovote.ca.gov.

] No

Note: If you do not check a box, you will be
considered to have decided not to register
to vote at this time and a voter registration
form will be sent to you.

. Applying to register or declining to register to vote will not affect the apdount of

assistance that you will be provided by this agency.

. If you would like help in filling out the voter registration form, we will help'you.

The decision whether to seek or accept help is yours. You may fill eut the voter
registration form in private.

. You may file a complaint with the Secretary of State if you'think 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; or

= Your right to choose your own political party or othempalitical preference.

. To file a complaint, call 1-800-345-VOTE(8683)0r you,may write to:

Secretary of State
1500 11th Street
Sacramento, CA 95814

. To learn more about elections and voting,‘please visit the Secretary of State’s

website at www.ses.ca.gov.

Complete this section if you are a Covered Californi e?ﬂ’ied individual helping

someone fill out this application.

| certify that as a Certified Enrollment Counselor; Certified Insurance Agent, or Certified Plan-Based Enroller, | helped the
applicant complete this application and that this service.was free of charge. | also certify that | gave true and correct answers
to all questions on this application as far as | know. | explained to the applicant, in easy-to-understand language, the risk to
the applicant of providing inaccurate information,and the applicant understood the explanation.

[] certified Enroliment Counselor CEC number
Name:
Certified Enrollment Entity CEE number

Name:

[] Certified Insurafice Agent

Name:

License number

|:| Certified Plan-Based Enroller Plan:

Name:

Certification number

Certified individual's signature

>

Date

The state will not compensate the Covered California Certified Enrollment Entity unless the Certified Enrollment Counselor fills out
this section completely and correctly when the application is submitted.

.
N ﬁ Need help?

Call Covered Caiftnmizaatt1-800-300-1506 (TTY: 1-8833-883
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.
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m Mailing information and other questions

Mailing information

Did you remember to:

= Tell us about everyone in your family and household, even if they don't
need insurance? See page 3 for the list of whom to include.

= Ask your employer about any job-related insurance you may qualify for? Covered California
= Sign this application on page 28? If you chose an authorized P.O. Box 989725
representative, also sign page 26. West Sacramento, CA 98-9725

= Enclose any required copies and Attachments from the back
of this application?

A few more questions (optional) P \

» Other Medi-Cal programs ( \\

Would you like to be considered for all Medi-Cal programs? [_] Yes [ ] No

There are other Medi-Cal programs for people 65 years old or older, people with a disability, or people with special health care needs.

If you check yes, we will contact you to get information about your property and assets.

» Recent life changes A \ V

Have you had any recent changes in your life that made you want to apply for health insurance? [lyes []No
If yes, check all that apply. Write the date the change happened nextto each change thatyou check.
Write the date in this order: month / day / year.

Y Mail your signed application to:

Life change Date of change _»’I\hange Date of change
L] Permanently moved to California / / [0 Released from jail or prison
Newly eligibl ly ineligible f
[] Permanently moved within California ~ —/— /" [ New y eligib'e or newly Inellgihie for — —
premium assistance (or tax credits)
[] Gained citizenship or lawful presence / / [] Applying for Medi-Cal
Federall ized American Indi
[ Lost or will lose health insurance . [ Federa yrecognized American ‘ndian .
or Alaska Native
[] Got married or enteredjinto a / / [] Returned from active-duty
domestic partnership military service
[] Gained or lost dependent (byBirth; / / [] other:
marriage, adoption, or death)

Step 4 continued on next page c)

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita.

(‘_Pregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m.
O visite CoveredCA.com.
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m Mailing information and other questions (continued)

» How did you hear about Covered California?

Check all that apply.

|:| TV advertisement

[] Certified Enrollment Counselor
[] Certified Insurance Agent

L] County eligibility worker

|:| Outdoor advertisement (billboard,
transit, bus, bus shelters) |:| Mail

|:| News program or story
[] Radio advertisement

|:| Social media (Facebook,
Twitter, YouTube)

|:| Family or friend (word of mouth) |:| Online advertisement

L] Magazine or newspaper advertisement

|:| Email message

] Provider or hospital

[] other: | N )

|:| Web or internet search

» Do you need more information about other programs?

Would you and your household like to share the information you provided in this application in a referral to your
county social services office for other programs? Families that include immigrants can apply=You can.apply for your
child even if you don't qualify for coverage. Applying for your child won't affect your immigration status or.chances of

becoming a permanent resident or citizen.

To apply for nutrition or cash assistance, visit benefitscal.org. Or to apply in person, call 1-877-847-3663 for a list of

places near where you live or work.
Check the box next to programs you want a referral for:

[] calFresh A program that helps people pay for food.
Benefits are renewed monthly on a debit card that
can be used to buy most foods at many markets
and stores. It is also known as the Supplemental
Nutrition Assistance Program (SNAP). Visit
www.calfresh.ca.gov for more information.

[] calWORKs A prégram that gives cash
assistance and support services to low-income
families with children to help pay for housing,
food, and other necessary expenses.

» You may also find more information about these programs online.

Child Health and Disability Prevention (CHDP)
A preventive program that delivers periodic health
assessments and services to low-income_children.
www.dhcs.ca.gov/services/chdp

Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT)

A Medi-Cal program for children and young adults
under the age of 21—it allows for regular checkups to
identify health care needs, followed by diagnosis and
treatment when néecessary.
www.dhcs.ca.gov/services/Pages/EPSDT.aspx

Family Planning, Access, Care, Treatment

(Family PACT)

A programithat provides no-cost family planning services
to low-income men and women, including teens.
www.familypact.org

.
5 ﬁ Need help?

Call Covered Caiftnmizaatt1-800-300-1506 (TTY: 1-8833-883
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.

In-Home Supportive Services (IHSS) Program

A program that will help pay for services provided to
you so that you can remain safely in your own home.
www.cdss.ca.gov/agedblinddisabled/pg1296.htm

Text4baby

A service that sends free text messages with helpful
reminders and health tips through pregnancy and baby's
first year. To sign up, text BABY (or BEBE for Spanish) to
511411. Available in English and Spanish only.
www.text4baby.org

Women, Infants, and Children (WIC)

A nutrition program for pregnant women, new
mothers, and children under the age of 5.
www.wicworks.ca.gov
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Attachment A: For American Indians or Alaska Natives

Complete this page and the next page if you or a family member is American Indian or Alaska Native. American
Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian
health programs. Federally recognized American Indians and Alaska Natives also may not have to pay out-of-pocket
costs (such as copayments) and may get special enroliment periods.

You may send a document from a federally recognized Indian tribe that shows you are a member of the tribe or affjliated
with the tribe. Documents may include a tribal enrollment card or certificate of degree of Indian blood (CDIB) from the
Bureau of Indian Affairs. If you think you qualify for Medi-Cal, you do not have to send proof. See AttachmentE oh
page 42 to see if you can qualify for Medi-Cal.

Send these pages with your application. To tell us about more than 4 people, make a copy of this page and theynext
page first. Send the completed copied pages and proof of American Indian or Alaska Native heritage for each persen.

Person 1

First name Middle name Last name Suffix (examples: Sr., Jr., I, V)

Is this person a member of a federally recognized American Indian or Alaska Native tribe? [1ves [FNo

If yes, write the name of the tribe: and the state of the tribe:

Has this person ever gotten a service from the Indian Health
Service, a tribal health program, or an urban Indian health
program or through a referral from one of these programs?

|:|Yes |:| No

Does this person get income from any of the sources below?

If no, is this person eligible to get services from the Indian Health
Service, a tribal'health program, or an urban Indian health
program/or through a referral from one of these programs?

|:| Yes |:| No
L] ves

If yes, fill in the amount and frequency below.

[INo If no, continue the application.
] Payments to the tribe that come from L] Payments fromrleases or royalties for L] Money from selling things that have
natural resources, usage rights, leases, the use of Indian trustland for natural cultural value
or royalties resources, farming, ranching, or fishing
Amount $ Amount $ Amount $
[ weekly [] Every 2 weeks [ ] weekly [] Every 2 weeks [ ] weekly [] Every 2 weeks
[l Monthly  [_] Other: [ Monthly \ [] Other: [] Monthly  [] Other:
Person 2
First name Middle name Last name Suffix (examples: Sr., Jr., I, V)

Is this person a member/of a federally recognized American Indian or Alaska Native tribe? [Jyes []No

If yes, write the name of the'tribe: and the state of the tribe:

Has this person ever gotten a service from the Indian Health
Service, a tribal health program, oran urban Indian health
program or through'a referral from one of these programs?

If no, is this person eligible to get services from the Indian Health
Service, a tribal health program, or an urban Indian health
program or through a referral from one of these programs?

[]ves [ JaNo [JvYes []No
Attachment A continued on next page ‘»
. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. .
‘_Pregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. ;
O visite CoveredCA.com. D)
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Attachment A: For American Indians or Alaska Natives

Person 2 (continued)

Does this person get income from any of the sources below? [ ] ves If yes, fill in the amount and frequency below.
[ ] No If no, continue the application.

L] Payments to the tribe that come from L] Payments from leases or royalties for ] Money from selling things

natural resources, usage rights, leases, the use of Indian trust land for natural that have cultural value

or royalties resources, farming, ranching, or fishing
Amount $ Amount $ Amount $
L] Weekly ] Every 2 weeks L] Weekly ] Every 2 weeks ] Weekly L] Every.2 weeks
L] Monthly [] other: L] Monthly [] other: ] Monthly [ ] other:
Person 3
First name Middle name Last name Suffix (examples: Sr., Jr., lll, 1V)

Is this person a member of a federally recognized American Indian or Alaska Native tribe? [dwves 0] No

If yes, write the name of the tribe: and the state of the tribe:

Has this person ever gotten a service from the Indian Health
Service, a tribal health program, or an urban Indian health
program or through a referral from one of these programs?

|:|Yes |:| No

Does this person get income from any of the sources below?

If no, is this person eligible to get services from the Indian Health
Service, a tribal health program,.oran urban Indian health
program or through a referral from one of these programs?

|:| Yes |:| No
[ Yes

If yes, fill in.the amount and frequency below.

[Ll No Ifno, continue the application.

L] Payments to the tribe that come from L] Payments from leases or royalties for L] Money from selling things

natural resources, usage rights, leases, the use of Indian trustland for natural that have cultural value

or royalties resources, farming, ranching, or fishing
Amount $ Amount $ Amount $
|:| Weekly |:| Every 2 weeks |:| Weekly |:| Every 2 weeks |:| Weekly |:| Every 2 weeks
|:| Monthly |:| Other: |:| Monthly. |:| Other: |:| Monthly |:| Other:
Person 4
First name Middle name Last name Suffix (examples: Sr., Jr., 11, IV)

Is this person a member of a federally recognized American Indian or Alaska Native tribe? [Jves [INo

If yes, write the name ofi the tribe: and the state of the tribe:

Has this person ever gotten a service from the Indian Health
Service, a tribal health program, or an urban Indian health
program or through a referral from one of these programs?

|:| Yes |:| No

If no, is this person eligible to get services from the Indian Health
Service, a tribal health program, or an urban Indian health
program or through a referral from one of these programs?

|:|Yes |:| No

|:| Yes
|:| No

Doesithis.person get income from any of the sources below? If yes, fill in the amount and frequency below.

If no, continue the application.

L) Payments to the tribe that come from
natural resources, usage rights, leases,
orroyalties

Amount $
|:| Weekly
|:| Monthly

|:| Every 2 weeks
|:| Other:

L] Payments from leases or royalties for
the use of Indian trust land for natural
resources, farming, ranching, or fishing

Amount $
|:| Weekly |:| Every 2 weeks
L] Monthly [] other:

L] Money from selling things
that have cultural value

Amount $
|:| Weekly |:| Every 2 weeks
L] Monthly [] other:

.
N % Need help?

Call Covered Caiftnmizaatt1-800-300-1506 (TTY: 1-8833-883
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.
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a1y -4 | Tell us about your family’s health insurance

Tell us about the health insurance you have now

Complete this page and the next page if you or a family member has other health insurance. Send these pages
with your application. To tell us about more than 4 people on this page and the next page, make a copy of the pages
first. Send the completed copied pages with your application.

&
. N . 5
» Does anyone on this application have other health insurance? { -

We need to know if anyone applying for health insurance has coverage now. Please tell us about health insurance that
is considered minimum essential coverage. Minimum essential coverage is health insurance that meets the “individual
responsibility” requirement of the Federal Patient Protection and Affordable Care Act of 2010 (ACA).

Minimum essential coverage includes all government and job-based insurance and most private insurance you need to have
so you don't have to pay a penalty. It includes COBRA; employer-sponsored insurance; Medicare Part A with alpremium;
free Medicare Part A; Medicare Part C (Medicare Advantage Plan); state high-risk pools; Peace Corps; retiree health plan;
TRICARE/CHAMPUS; veterans' health program; student health plans; or other health insurance. It'does notinclude,indian
Health Service, tribal health program, urban Indian health program, flex savings plans, healthssavings,accounts, or insurance
available in another country. Does anyone have any of these insurances?

[] Yes Ifyes, answer the questions below. [] No Ifno, go to the next pagef

What type? (choose one) If you have privat insurance you bought on your
Name First, middle, last, suffix (examples: Sr., Jr., lll, IV) | own, check the box for “ Ith inslirance)
Person 1: [] coBra [_] Peace Corps

L] Employer-sponsored insurance [_] Retiree health plan

(] Medicare Part A with a prenditim ] TRICARE/CHAMPUS
Does this person have or has this person been [] Free Medicare part A [] Veterans' health program
offered affordable full-coverage health insurance [] Medicage Part@(Medicare Advantage Plan) [] student health plans
for 20152 []Yes []No [] state high-risk poals* [] other health insurance
Person 2: [ ] COBRA [ ] Peace Corps

[_] Employer-sponsored insurance [_] Retiree health plan

[_] Medicare Part A with a premium [_] TRICARE/CHAMPUS
Does this person have or has this person been [TFree Medicare part A [] Veterans'’ health program
offered affordable full-coverage health insufance [d'Medicare Part C (Medicare Advantage Plan) [] student health plans
for 20152 [ ] Yes [] No [_] state high-risk pools* [_] other health insurance
Person 3: (] coBrA [_] Peace Corps

L] Employer-sponsored insurance [_] Retiree health plan

|:| Medicare Part A with a premium |:| TRICARE/CHAMPUS
Does this person have or has'this person been ] Free Medicare part A [[] Veterans' health program
offered affordable full-coverage health insurance [] Medicare Part C (Medicare Advantage Plan) (] student health plans
for 20157 [] Yesfi[ ] Mo [] state high-risk pools* [_] other health insurance
Person 4: [] coBra [_] Peace Corps

] Employer-sponsored insurance [_] Retiree health plan

] Medicare Part A with a premium ] TRICARE/CHAMPUS
Does this person have or has this person been [] Free Medicare part A [] Veterans' health program
offered affardable full-coverage health insurance [] Medicare Part C (Medicare Advantage Plan) [] student health plans
for 201827 ] Yes [] No [] state high-risk pools* [] Other health insurance

*State high-risk pools means a state program that provides health coverage to eligible uninsured individuals with pre-existing conditions.

Attachment B continued on next page w

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. .
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Tell us about your family’s health
insurance (cont'd)

Attachment B:

Tell us about health insurance you get through a job

Answer these questions for everyone who needs help paying for health insurance. We need to know about

any health insurance you could get through someone’s job. You can use Attachment C, Employer Insurance Form,

on page 36 to help you complete this section. Answer these questions or use Attachment C only if someone in the

household qualifies for health insurance from a job. - S
| N v ‘

This could be someone else’s job, such as a parent’s or a spouse’s. It could also include COBRA, TRICARE, federal or state
employer, private employer, or Peace Corps plans.

> Is anyone on this application offered health insurance by an employer?

[] Yes If yes, answer the questions below. [ ] No If no, go back to the application to continue.

How \)oes this health
RO, this p lan meet
First, middle, last, suffix i the minimum
(examples: Sr., Jr., Ill, V) Employer name (optional) This person: premiums value standard*?
Person 1: [] Is enrolled now [ ves
[] Plans to enroll $ [ ] No
Start date: [ ] 1 don't know
|:| Is not enrolled
Person 2: [ ] Is enrolled now L] Yes
[] Plans tosenroll $ [ No
Start date: ] 1 don't know
[41s notenrolled
Person 3: [ Jis.enrolled now L] Yes
] Plans to enroll $ [ No
Startdate: [ ] 1 don't know
|:| Is not enrolled
Person 4: [ ] I1s enrolled now L] Yes
[] Plans to enroll $ [ No
Start date: ] 1 don't know
] Is not enrolled

» What change will &nNmake for the new plan year (if known)?

How much will the employee have to pay in

[_] Employer won offerhealthihsurance.
premiums for that plan? $

[] Employer will'start offering health insurance to employees or change
the premium (monthly'cost) for the lowest-cost plan available that
meets the minimum value standard.* (Premium should reflect the
discount forwellness programs.)

How often?
|:| Weekly |:| Every 2 weeks |:| Twice a month
L] Monthly ] Quarterly L] Yearly

Date of change:

*Minimumdalue standard means that a plan pays at least 60% of the total cost of plan
benefitsiprovided to the employee. (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)

Call Covered California at1-800-300-1506(TTY: 1-888-889-4500). The call is free. You can ca
Monday to Friday,8 a.m. to 6 p.m, and Saturday,8 a.m. to 5 p.m.Or visit CoveredCA.com.

.
N % Need help?
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' Natleiil-1i9.® " Employer Insurance Form

Complete this page if you qualify for health insurance through a job. Fill in your name and Social Security
number (SSN). Take this application or a copy of this page to your employer. Ask your employer to fill in the rest

of the page. If you copy the page, be sure to send it with your application. If another person, or more than one
person, in your family qualifies for health insurance through a job, make a copy of this page for each person first.
Fill in the name and SSN and have each person ask his or her employer to fill out the copied page. Be sure to send
the completed copied pages with your application.

COVERED
CALIFORNIA

This form is only necessary for those who qualify for health insurance through a job. It is not necessary for some health
insurance programs offered through Covered California, including Medi-Cal. If you are not sure whether or not to use this form,
call Covered California to ask: 1-800-300-1506 (TTY: 1-888-889-4500). If you think you qualify for Medi-Cal, you do'not'need to fill
out this form. To see if you qualify for Medi-Cal or premium assistance (or tax credits), see Attachment F on'page 42. If more than
one job offers health coverage, use a separate form for each employer.

» Employee information You need to fill out this section.

Employee: First name Middle name Last name Suffix«rSecial Security number (SSN) (optional)

» Employer information Ask your employer for this information.

# Note for employer: To complete the Covered California application, we need to.know about health insurance that your
employee or his or her dependents might be able to get from you. Please complete the'information below, even if your
company does not offer health insurance.

Employer name Employer Identification Number (EIN)

Employer address Employer phone number

City State ZIP code

Whom can we contact about employee health covefage at this job?

Phone number Email address

[ ] This employee does not qualify for coverage under our plan.
(start date).

|:| We do not offer health insurance.

L] The employee qualifies'for coverage under our plan beginning on

What's the name of the loweést-cost, self-only health plan this employee could
enroll in at this job? Consider only those plans that meet the minimum value
standard* set by theAffordable Care Act. If you're not sure, ask your health
insurance issuer.

Name:

|:| No.plans meet the minimum value standard.*

How much will the employee have to pay in
premiums for the lowest cost? $
How often?

|:| Weekly |:| Every 2 weeks
] Monthly L] Quarterly

|:| Twice a month

] Yearly

What change will you make for the new plan year (if known)?
|:| We won't offer health coverage.

[ T'We will start offering health coverage to employees or change the
premium for the lowest-cost plan available that meets the minimum value
standard.* (Premium should reflect the discount for wellness programs.)

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

How often?
|:| Weekly |:| Every 2 weeks
|:| Monthly |:| Quarterly

Date of change:

[] Twice a month
|:| Yearly

*Minimum value standard means that a plan pays at least 60% of the total cost of plan benefits

provided to the employee. (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)

Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita.
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Choose your health insurance plan and your
optional family dental plan

Attachment D:

Complete pages 36-39 to choose health insurance plans for you and your family members. Send these pages with
your application. To tell us about more than 4 people, make a copy of pages 36-39 first. Send the completed copies with
your application.

After you choose the health insurance plan you want for each family member, fill in the information below. Tell us the name of
each plan, the metal level (Platinum, Gold, Silver, or Bronze), the metal number, and the plan type. See Frequently Asked Question
(FAQ) #7 on page 44 for information about plan types.

Once you choose the health insurance plan, you will need to pay your first premium (monthly cost) payment for theéyplan to start.
You must make your payment directly to the health insurance plan. You may contact them or wait forithem to send you a
bill. Do not send your payment to Covered California. See FAQ #16 on page 46 for more information about hew to makeyour first
premium payment.

To learn more about available health insurance plans or premium assistance (or tax credits) through Covered California, see FAQ
#26 on page 47. Or visit CoveredCA.com or call 1-800-300-1506 (TTY: 1-888-889-4500).

To see if you may qualify for Medi-Cal or premium assistance, see Attachment F on page 42«

To learn more about available Medi-Cal plans in your county, or to change your plan once you are enrolledj€all Health Care
Options at 1-800-430-4263 (TTY: 1-800-430-7077), or visit www.healthcareoptions.dhgs.ca.gov.

Choose your Covered California or Medi-Cal health insurwla\ V

Person 1 ( ‘ \ E

First name Middle name Last name Suffix (examples: Sr., Jr., 11, IV)

Health plan name

For Covered California plans only:

Metal tier Metal number Plan type

L] Platinum []Gold  []siver [ Bronze []EerPo L] Hmo

(] Minimum coverage plan [ ] HSA [1prPO

Person 2 W

First name Middle name = Last name Suffix (examples: Sr., Jr., Ill, 1V)

Health plan name

For Covered California plans only:

Metal tier Metal number Plan type
[] platinum (£l Gold [Psilver [] Bronze []Epo [ ] HmO
] Minimum coverage plan [ ] HsA [ ]rrPO

EPO-Exclusive'Provider Organization; HMO-Health Maintenance Organization; HSA-Health Savings Account (this plan type allows members to open and
contribute te,a Health Savings Account); PPO-Preferred Provider Organization

Attachment D continued on next page w
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Attachment D:

Choose your health insurance plan and your
optional family dental plan (continued)

Choose your Covered California or Medi-Cal health insurance plan (continued)

Person 3

First name Middle name

Last name

Suffix (examples: Sr., Jr., 11, IV)

Health plan name

For Covered California plans only:

Metal tier Metal number Plan type

[ platinum [ ] Gold [ Isiver [ Bronze []Eero L1 HmO

[ ] Minimum coverage plan [ lHsA N

Person 4 ‘ “

First name Middle name Last name Suffix (examples: Sr., Jr., 11, IV)
Health plan name

For Covered California plans only:

Metal tier Metal number Plan type

[ platinum [ ] Gold [ Isiver [ Bronze [ ]Eero [ ] HmO

[ ] Minimum coverage plan [ ] HSA []prPO

EPO-Exclusive Provider Organization; HMO-Health Maintenance Organization; HSA=Health Savings Account (this plan type allows members to open and
contribute to a Health Savings Account); PPO-Preferred Provider Organization

Complete plan selection

A 4

Y To complete plan selection, all individualsiage 18 or older who are selecting a health

insurance plan must agree to.and sign the'arbitration agreement on the next page.

{Preguntas?

O visite CoveredCA.com.
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Choose your health insurance plan and your
optional family dental plan (continued)

Attachment D:

Agreement for Binding Arbitration
» For each person who selects a Covered California plan:

I understand that every participating health plan has its own rules for resolving disputes or claims, including,
but not limited to, any claim asserted by me, my enrolled dependents, heirs, or authorized representatives
against a health plan, any contracted health care providers, administrators, or other associated parties,
about the membership in the health plan, the coverage for, or the delivery of, services or items, medical or;
hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly,
negligently, or incompetently rendered), or premises liability.

I understand that, if | select a health plan that requires binding arbitration to resolve disputes, l.accept, and
agree to, the use of binding arbitration to resolve disputes or claims (except for Small Claims Court cases
and claims that cannot be subject to binding arbitration under governing law) and give up my.right to a jury
trial and cannot have the dispute decided in court, except as applicable law providesfor judicialreview of
arbitration proceedings. | understand that the full arbitration provision for each participating health-plan, if
they have one, is in the health plan’s coverage document, which is available online at CoveredCA.com for my
review, or, | can call Covered California at 1-800-300-1506 (TTY: 1-888-889-4500) for more information.

» For each person who selects a Kaiser Medi-Cal health plan:

Notice of binding arbitration: | have read the plan description. | understand that Kaiser requires the use

of binding neutral arbitration to resolve certain disputes. Thisincludes disputes about whether the right
medical treatment was provided (called medical malpractice) and other disputes relating to benefits or the
delivery of services, including whether any medical services provided were unnecessary or unauthorized,

or were improperly, negligently, or incompetently rendered. If hpick Kaiser as my Medi-Cal health plan, |
give up my constitutional right to a jury or court trial for those certain disputes. | also agree to use binding
neutral arbitration to resolve those certain disputes. | do hot give up my right to a state hearing of any issue,
which is subject to the state hearing process.

» Signatures of enrollees for all plans
Signature of Person 1, or responsible party;onauthorizedtepresentative for Person 1, if at least 18 years old | Date

Signature of Person 2, or responsible party, or authorized representative for Person 2, if at least 18 years old | Date

>

Signature of Person 3, or responsible party, or authorized representative for Person 3, if at least 18 years old | Date

>

Signature of Person 4, or responsible party, or authorized representative for Person 4, if at least 18 years old | Date

>

Attachment D continued on next page ‘»
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Choose your health insurance plan and your
optional family dental plan (continued)

Attachment D:

Complete this page if you want stand-alone family dental plans for you and your family members.
Send this page with your application. To tell us about more than 4 people, make a copy of this page first.
Send the completed copy with your application.

Starting January 1, 2015, all children younger than 19 years old will have pediatric (children’s) dental coverage included
in their Covered California health insurance plans.

Individuals 19 years of age and older will not have dental coverage included in their health insurance plans. Starting in
early 2015, they will be able to buy a stand-alone family dental plan to get affordable dental insurance when they|get
health insurance through Covered California.

You do not have to enroll children in a stand-alone family dental plan, because children’s dental coverage is already
covered in the health insurance plans. But if you want to enroll a child or children in an optional stand-alone family
dental plan, you must also enroll yourself and all children younger than 19 years old. Financial assiStance is,not
available for stand-alone family dental plans.

If you want a stand-alone family dental plan, write the plan name and plan type for each persembelow. The family dental
plan you select will contact you when these plans are available. If you don’t want a family/dental\plan, gote.page 41.

To learn more about optional family dental plans visit CoveredCA.com or call 1-800-300-1506 (TTY: 1-888-889-4500).

Choose your Covered California stand-alone family denta T ptioWd-alone family dental
plans will be available in early 2015. Financial assistance is not available for the cost of the optional family dental plan.
Person 1 must be an adult at least 19 years old A 4 l “
First name Middle name Last name Suffix (examples: Sr., Jr., lll, IV)
Family dental plan name Plan type
[IoHmo [ orpo
Person 2 ‘ ‘ -
First name Middle name Last name Suffix (examples: Sr., Jr., lll, IV)
Family dental plan name Plan type
[IoHmo [ orpo
Person 3 A J
First name Middle name Last name Suffix (examples: Sr., Jr., 11, IV)
Family dental plan name Plan type
[JoHmo [ ppPO
Person 4 "\ v
First name Middle name Last name Suffix (examples: Sr., Jr., 11, IV)
Family dental plan name Plan type

[ IpHmo  [] DpPPO

DHMO-DentalHealth Maintenance Organization; DPPO-Dental Preferred Provider Organization

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita.
(_Pregu ntaS? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m.
O visite CoveredCA.com.
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. %ﬁ Need help?

Attachment E: Step 2 references use these lists to answer the questions in Step 2.

Immigration status
Use this list for “Applying for health insurance”

If you have one of these immigration statuses, you may qualify
for health insurance:

= | awful Permanent Resident (LPR, or Greencard holder)
= Lawful Temporary Resident (LTR)

= Asylee

= Refugee

= Cuban or Haitian entrant

= Paroled into the U.S.

= Conditional entrant granted before 1980

= Battered spouse, child, or parent

= Victim of trafficking and his or her spouse, child, sibling, or
parent

= Individual with non-immigrant status (includes worker
visas, student visas, and citizens of Micronesia, the Marshall
Islands, and Palau)

= Temporary Protected Status (TPS) or applicant for
Temporary Protected Status (TPS)

= Deferred Enforced Departure (DED)

= Deferred action status Note: If you are an individual with
deferred action status under the Department of Homeland
Security’s deferred action for childhood arrivals (DACA) process,
you can receive Medi-Cal if you meet all eligibility requirements.
However, you are not eligible to buy a Covered California
health insurance plan.

= Granted withholding of deportation or withholding
of removal, under the immigration laws or under the
Convention against Torture (CAT)

= Applicant for withholding of deportation or withholding
of removal, under the immigration laws or under the
Convention against Torture (CAT)

= Applicant for speciallimmigrant juvenile status

= Applicant for adjustment to LPR status, with approved visa
petition
= Applicant for asylum

= Registry applicantsiwith Employment Authorization
Document (EAD)

= Order of supervision (with EAD)

= Applicant for cancellation of removal or suspension of
deportation (with EAD)

Ifyour immigration status is not listed above, you may still
qualify for health insurance and should still apply.

Call Covered Caiftnmizaatt1-800-300-1506 (TTY: 1-8833-883
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.

Self-employment
Use this list for “Are you self-employed?”

You can subtract these items from your gross income to
find your net self-employment income. See “Instructions for
Schedule C" at www.irs.gov for more information.

= Car and truck expenses (workday travel, not commuting)
= Depreciation

= Employee wages and fringe benefits

= Property, liability, or business interruption insurance

= Interest (for example, mortgage interest paid to banks)
= Legal and professional services

= Rent or lease of business property and utilities

= Commissions, taxes, licenses, and fees

= Advertising

= Contract labor

= Repairs and maintenance

= Certain business'travel and meals

Examples of other income
Use this list for “Do you have other income?”

Fenmore information, visit www.irs.gov to get instructions
for Schedule D, Capital Gains and Losses (for capital gains
income); Schedule E, Supplemental Income and Loss (for
rent or royalty income); and Schedule F, Profit or Loss from
Farming (for farming or fishing income).

= Unemployment benefits

= Social Security retirement benefits

= Social Security survivors benefits

= Social Security disability benefits

= Retirement or pension income

= Rent or royalty income

= Alimony received

= Investment income (including certain types of dividends)

= Taxable refunds, credits, or offsets of state and local
income taxes

= Capital gains

= Foreign-earned income

= Farming or fishing income
= Canceled debts

= Court awards

= Jury duty pay

= Miscellaneous

Attachment E continued on next page w
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Nadtedylil114 24 Step 2 references (continued)

Deductions
Use this list for “Do you have deductions?”

For information about deductions, visit www.irs.gov.

= Certain self-employment expenses = Penalty on early withdrawal of savings

= Student loan interest deduction = Health savings account deduction

= Tuition and fees = Alimony paid

= Educator expenses = Domestic production activities deduction

= |RA contribution = Certain business expenses of reservists, performing artists,
= Moving expenses and fee-basis government officials

N 2T 17,14 #38  Federal Poverty Guﬂu\ 4

Estimate what type of health insurance you may bieligiﬁe fo'n}l!.

You may be eligible
for insurance with financial help

You may be eligible for Medi-Cal. through Covered California.
$ ¥
Number of people in If your annual hchome If your annual household income
your household ‘is less than: is between:
1 $146,105* $16,105 - $46,680
2 Avw ,708 $21,708 - $62,920
3 $27,311 $27,311 - $79,160
4 l_x W 32013 $32,913 - $95,400
5 $38,516 $38,516 - $111,640

* These annual household' income amounts are approximate only and based on 2014 income data.
The Medi-Cal income limijt for. 2015 is expected to be higher.

If you already have affordable insurance from your employer or a government program,
yourmay'not qualify for Covered California health insurance plans.

I you have children or are pregnant, you can have higher income and still qualify for free or low-cost
insurance through Medi-Cal. If you are pregnant, you and your expected baby (or babies) are counted as
separate persons to qualify for Medi-Cal and as one person for financial help through Covered California.

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. .
‘_Pregu ntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
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Frequently Asked Questions (FAQ)

Getting health insurance
through Covered California

1.

4.

” .
" % Need help?

What is Covered California?

Covered California is the marketplace that makes it
possible for individuals and families to get free or low-
cost health insurance through Medi-Cal, or to get help
paying for private health insurance available through
Covered California.

Our goal is to make it simple and affordable for
Californians to get health insurance. Covered California
is a partnership of the California Health Benefit
Exchange and the California Department of Health Care
Services.

What is Medi-Cal?

Medi-Cal is California’s version of the federal Medicaid
program. It is free or low-cost health insurance for
California residents who qualify. You can apply for
Medi-Cal through Covered California or your county
social services office at any time of the year. To see if
you qualify for Medi-Cal, see Attachment F on page 42.

How can Covered California help me?

Covered California can help you find a private insurance
plan that meets your health needs and budget. We
offer some of the state’s best-known health/plans, and
some regional or local plans too.

We can explain the costs and benefits of health
insurance plans clearly, so you can'compare the
different choices available to you. You'will know exactly
what you're getting and how much you have to pay
before you choose your plan.

Am | requirediby lawito have health
insurance?,

Most people, including/children, are now required to
have health.insurance or pay a tax penalty. Health
insurance mawinclude coverage through your job,
coverage you buy on your own, Medicare, or Medi-Cal.

But some people are not required to have health
insurahce. For example, members of federally
recognized American Indian or Alaska Native tribes, and
people for whom health insurance would cost

Call Covered Califtnmizaaat1-800-300-1506 (TTY: 1-88%
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.

4. (continued)

more than 8% of their income even with employer
contributions and premium assistance (or tax credits).
For a complete list, visit www.healthcare.gov/fees-
exemptions/exemptions-from-the-fee.

In 2015, the tax penalty for not having health insurance
will be $325 for each adult and $162.50 for each'child
younger than 18 years old, or about 2% 0f your yearly:
household income, whichever is higher.

For more information about penalties,
visit CoveredCA.com orgall12800-300-1506
(TTY: 1-888-889-4500).

Can | get heglthiinsthance/through
Covered Californja?

Any Californian can get health insurance through
Covered. California if he©r she is a state resident and
méets other requirements.

Applicants may qualify for a free or low-cost health
plan, or for financial help that can lower monthly costs
(called premiums) and copayments. The amount of
financial help is based on household size and family
income. Applicants qualify if their income meets the
income limits.

I am currently enrolled in Medi-Cal.
Can | get health insurance through
Covered California?

If you are enrolled in or qualify for Medi-Cal, you
cannot get financial help to pay for private health
insurance you buy through Covered California. You can
buy a private health insurance plan through Covered
California, but you will have to pay the full premium
(monthly cost) for the plan without financial help.

If your income changes during the year or at your
yearly renewal, or if you have Medi-Cal with a share of
cost, you may now qualify for health insurance and for
help paying your premium through Covered California.
For more information, please contact your county social
services office.

Frequently Asked Questions continued on next page w
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Frequently Asked Questions (continued)

Getting health insurance through
Covered California (continued)

7. What health insurance is offered through
Covered California?

You will have a wide variety of health plans to choose
from. Health insurance companies cannot refuse to
cover you because you have been sick before or could
not get coverage.

Covered California offers 4 groups of private health
insurance plans: Platinum, Gold, Silver, and Bronze,
plus a minimum-coverage (catastrophic) plan.

Each group offers a different level of coverage. Health
insurance plans that cover more of your medical
expenses will usually have a higher premium (monthly
cost) but allow you to pay less when you receive
medical care.

Platinum plans have the highest premium, but they pay
roughly 90% of your health care expenses. Gold plans
pay roughly 80%, and Silver plans pay roughly 70%

of your health care expenses. Bronze plans have the
lowest premium but pay roughly 60% of covered health
expenses.

To learn more about the full benefit packages available,
please visit CoveredCA.com and review the plan
documents, such as the plan’s Evidence of Coverage, or
the plan’s insurance policy. Or call us at 1-800-300-1506
(TTY: 1-888-889-4500).

If you qualify for Medi-Cal, the coverage and costs are
different and may be free for you.

8. How much doesdt‘cost?

The cost depends on what health insurance programs
and financial assistafnce you qualify for, as well as which
plan you choose«You can use the cost calculator at
CoveredCA.com to findithe cost and see if you qualify
for help paying insurance.

{Preguntas?

O visite CoveredCA.com.
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o.

10.

1.

Can | get health insurance even if my
income is too high?

Yes. Any Californian who qualifies can purchase private
health insurance through Covered California regardless
of income. We use your income to help us find the

health insurance that is most affordable foryourfamily.

What if | already have healthlinsurance?

If you already have affordable healthiinsurance from
your employer, you do not need te do anything. But
you can still apply anyway-to.find out if you or your
family members qualify for free'or low-cost health
insurance.

If you apply, be‘sure to complete Attachment B on
pages 34 and 35. Send it with your application.

Is dental insuranceoffered through
Covered California?

Starting January 1)2015, all Covered California
individual healthrinsurance plans will include pediatric
(childrenis) dental benefits for members younger
than 19 years old. We will also offer optional, stand-
alone family dental plans, starting in early 2015 at an
additional cost, to anyone who gets health insurance
through Covered California.

The stand-alone family dental plan is optional and
offers affordable dental insurance for adults. You are
not required to enroll children in a stand-alone family
dental plan. If you choose to enroll a child or children in
a family dental plan, you must also enroll. All children
younger than 19 years old must be enrolled at the
same time.

To learn more about Covered California family dental
plans, visit CoveredCA.com. Or call 1-800-300-1506
(TTY: 1-888-889-4500).

Frequently Asked Questions continued on next page ‘»
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Frequently Asked Questions

The Covered California
application process

12.

13.

.
. % Need help?

How do | apply?

You can apply for health insurance through Covered

California in the following ways:

= Online: Visit CoveredCA.com. We provide information
about each health insurance plan, explained in clear
and simple terms.

= By phone: Call Covered California at 1-800-300-1506
(TTY: 1-888-889-4500). From November 15, 2014 to
February 15, 2015, you can call Monday to Friday,
8 a.m. to 8 p.m. and Saturday, 8 a.m. to 6 p.m.
Starting February 16, 2015, you can call Monday to
Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m.
The call is free!

= By fax: Fax your application to 1-888-329-3700.

= By mail: Mail the Covered California application to:
Covered California
P.O. Box 989725
West Sacramento, CA 95798-9725

= In person: We have trained Certified Enrollment
Counselors and Certified Insurance Agents who can
help you. Or you can visit your county social services
office. This help is free! For a list of places near
where you live or work, visit CoveredCA.com or call
1-800-300-1506 (TTY: 1-888-889-4500).

How can | choose a health insurancgplan?

If you qualify for private health insurance plans through
Covered California, you can visit CoveredCA.com

to easily shop and compare health insurance plans.
Covered California health plan brochures are also
available for you.

Covered California will offer.choices of private health

insurance plans and'Medi-Cal plans. You can choose

the level of coverage thatbest meets your health needs

and budget.

= You can choose to pay:a higher premium (monthly
cost) softhat you pay/less out of pocket when you need
medical care.

= Or, you canchoose to pay a lower monthly cost but pay

more out of pocket when you need care.

(continued)

13

14.

15.

(continued)

If you qualify for Medi-Cal, the coverage and costs are
different, and they may even be free. To learn more
about available Medi-Cal plans in your county, call Health
Care Options at 1-800-430-4263 (TTY: 1-800-430-7077).
Or, visit www.healthcareoptions.dhcs.ca.gov.

| don’t have all the information | need to
answer the questions on thelapplication:
What should | do?

If you don't have all the infermation, sign and submit
your application anyway. We willcontact you to tell you
what to do within 10 to'15 calendar. days after we get
your applicationiIfyou don't hear from us, please call
us at 1-800-300-1506 (TTY: 1-888=889-4500).

Can | get faelp with ndy application or with
choesing a‘plan?

Yes! Helpis free. Certified Enrollment Counselors and
Certified Insurance Agents are available in communities
across the state to give you information about new
health insurance choices and help you apply. You can
also get help by visiting your county social services
office. You can get help in many different languages.

Get help with your application or with choosing a plan:

= Online: Visit CoveredCA.com. We provide information
about each health insurance plan, explained in clear
and simple terms.

= By phone: Call Covered California at 1-800-300-1506
(TTY: 1-888-889-4500). From November 15, 2014 to
February 15, 2015, you can call Monday to Friday,
8 a.m. to 8 p.m. and Saturday, 8 a.m. to 6 p.m.
Starting February 16, 2015, you can call Monday to
Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m.
The call is free!

= In person: We have trained Certified Enrollment
Counselors and Certified Insurance Agents who can
help you. Or you can visit your county social services
office. This help is free! For a list of places near
where you live or work, visit CoveredCA.com or call

1-800-300-1506 (TTY: 1-888-889-4500).

Frequently Asked Questions continued on next page w
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Frequently Asked Questions (continued)

The Covered California 19. Will Medi-Cal cover health care expenses
; - . . oo
application process (continued) right away if | qualify:

If you get Medi-Cal, your coverage may start right away

16. Should I include my first premium payment and may also cover the 3 months before you a
with this application? if you have medical bills. If you want Medi-C

for medical services until your application i
first make sure your provider is an enrolled
provider. Medi-Cal may pay you back
get from an enrolled provider

No. Do not send your first premium payment to
Covered California. You must pay the health insurance
plan directly. You can pay your first premium by mail.
Or, your health insurance plan may take payment by
phone or online. Call them for more information about 20.Where can 1 go if | need h
how you can pay.

If you get a bill from your health insurance plan, please
follow the instructions on the bill to pay it. Optional
stand-alone family dental plans are billed separately
and require a separate payment.

If you have an
away, call 911 st hospital. Another

is to,go to a clinic called a

If you haven't received a bill within 10 days, call your
health insurance plan. It can take time for them to get a at http://findahealthcenter.
your information after you apply. For more information

about paying your first premium payment, visit . .
CoveredCA.com or call 1-800-300-1506 1. eon the appllca.tlon have
(TTY: 1-888-889-4500). . Citizen or U.S. national?

No. You may qualify for health insurance through

17. What will happen after | apply? di-Cal even if you are not a U.S. citizen or a U.S.

We will contact you within 45 days to tell you which national.

program you and your family members qualify for. i . X .

If you don't hear from us, please call us at . Will I qualify for health insurance if | am
1-800-300-1506 (TTY: 1-888-889-4500). not a citizen or am not lawfully present?

Anyone who lives in California can apply for health
insurance using this application. Only people who
are applying must provide Social Security numbers or

18. Will I be able to use my new Cov

?
away: information about immigration status.
If you are applying thro a between But you may qualify for certain health insurance
November 15, 201 »your health programs regardless of your immigration status and
insurance will start nuary 1, 2015. If you

even if you do not have a Social Security number.
ualify for Covered
i / We keep your information private and only share

information with other government agencies to see
which programs you qualify for.

Frequently Asked Questions continued on next page w
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Frequently Asked Questions (continued)

The Covered California
application process (continued)

23.Why do | need to include family
relationship information?

If you listed more than 2 people on your application,
it's important to tell us how each person is related to
you and to each other. Depending on your household
size, you or your family may qualify for different health
insurance programs. If you have questions, please call
us at 1-800-300-1506 (TTY: 1-888-889-4500).

24. Will my family and | qualify for the same
program?

Depending on your household size or family income,
you or your family may qualify for different programs.
For example, you may qualify for affordable private
health insurance available through Covered California.
However, your child may qualify for free Medi-Cal.

We will tell you which health insurance you and other
members qualify for.

25. This application asks for a lot of personal
information. Will Covered California share
my personal and financial information?

No. The information you provide is private and secure,
as required by federal and state law. We use your.
information only to see if you qualify for health'insurance.

For more information on security and privacy practices, go
to CoveredCA.com or www.dhcs.ca.gov/formsandpubs/
laws/priv/Pages/NoticeofPrivacyPractices.aspx:

Financial help

26.1 don’t make a lgtief money.
What programs,ared@vailable to help
me get health inSurance?

People who need/health insurance may be able to get

financial'‘help in oneof these ways:

1. Assistance with monthly premiums. Premium
assistance (ortax credits) and Silver level cost sharing
reductions are available to help make health insurance
affordable.

People who qualify for premium assistance can take
the tax credits in advance (before they file taxes) to
make their monthly premiums lower. Or they can
take the tax credits at the end of the year and pay
less in taxes.

26.

27.

28.

29.

(continued)

If you qualify for Silver level cost sharing reductions
based on your household income, and you choose a
Silver plan, you will have lower out-of-pocket costs.
Out-of-pocket costs include co-pays, co-insdrance,
and deductibles. People who qualify can get thefouts
of-pocket savings of a Gold or Platinum plan for a
Silver plan price. With Silver cost sharing reductions,
on average, the plan will pay 94%, 87%,0r. 73% for
covered benefits and you will pay for the rest.

The amount of monthly premiumassistance depends
on your household size and family income.

2. Medi-Cal: Medi-Cal is California’s Medicaid program.
It's health insurance for low-income California
residents who meet certainrequirements. If your
income is\within the Medi-Cal limits for your family
size, you will receive Medi-Cal coverage at no cost to
yousYou canapply forfMedi-Cal at any time of the year.

Ifimy ineomeichanges, will my premium
assistafice ghange immediately?

No, your prémium assistance will not change
immediately. Report any income changes as soon as
possible so we can tell you if and when your premium
assistance amount will change.

If my income changes, how will the change
affect me when | file my taxes?

It is important to report income changes to Covered
California that affect the amount of premium
assistance that you receive. If your income decreases,
you may qualify to receive a higher amount of premium
assistance and reduce your out-of-pocket expenses
even more. However, if your income increases, you
may receive too much premium assistance and may be
required to repay some of it back when you file your
taxes for the benefit year.

What if | didn’t file taxes last year?

If you didn't file taxes last year, you can still apply for
health insurance and get financial help. We will use
your income to help us find the health insurance that is
most affordable for you and your family.

If you qualify for financial help, you must file taxes for
the year you want health insurance.

Frequently Asked Questions continued on next page w
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Frequently Asked Questions (continued)

Financial help (continued)

30. What if my income changes after | apply?

Report changes in your income and household size
because it may affect what kind of health insurance you
qualify for. Changes to income or household size may
also affect your premium assistance amount. If you use
more premium assistance than what you qualify for,
you may have to pay some back at tax time.

If you have private health insurance through
Covered California, you can go to CoveredCA.com to
report an income change. Or call 1-800-300-1506
(TTY: 1-888-889-4500). You must report income
changes within 30 days.

If you have Medi-Cal and your income changes, contact
your county social services office within 10 days.

Other questions and definitions

31. 1 just found out | am pregnant.
Can | apply for health insurance that will
cover me during my pregnancy?

Yes. Make sure to answer yes to the application question
“Are you pregnant?” or tell the person helping you to fill
out your application. You can apply for health insurance
that can cover prenatal care, labor and delivery, and
postpartum care. Health insurance plans can nolonger
deny you health insurance if you are pregnant.

32.1just had a new baby. Whatfshould ido
about health insurance?

If you have health insurance through Covered California
and have a baby, you need to add your baby to your
health insurance planaYou may. be able to pay less

for your health insuraneey For mare information

about how to applyfor health insurance for your baby,
please visit CoveredCA.com or call 1-800-300-1506
(TTY: 1-888-889-4500).

Ifyou, had'Medi-Cal'during your pregnancy and you are
only applying fer your baby, you do not need to fill out
this entire application.

{Preguntas?

O visite CoveredCA.com.
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32.

33.

34.

(continued)

Instead, you can:

= Contact your county social services office to make sure
your baby is covered from birth, or

= Print and fill out a newborn referral form at
www.dhcs.ca.gov/formsandpubs/forms/Ferms/
mc330.pdf, or

= Answer the questions under “Are you applying for
an infant younger than 1 yeagold?fon page 2 of this
application.

If you did not have Medi-Gahat the'time of delivery, fill
out this application forfyour newborn:

I was in fostemcare on or after my 18th
birthday. Do | qualifyferMedi-Cal?

If you were'in foster care in any state or tribe on your 18th
birthday or later, you mayualify for free Medi-Cal up to
age’26.Your income andassets do not matter and you do
not need to fill outithis application. If you were in foster
care, contact your county social services office to get
insurance right away. Former foster youth can apply for
Medi-Cal using a one-page form available at the county
office.

I'@m an American Indian or an
Alaska Native. How can Covered
California help me?

If you are a federally recognized American Indian or
Alaska Native, or if you qualify in another way for
services from the Indian Health Services, tribal health
programs, or urban Indian health programs, you may
qualify for free or low-cost Medi-Cal. Or you may
qualify for other cost savings, such as assistance paying
premiums or no copayments. You may also have
special monthly enroliment times.
= Complete Attachment A on pages 32 and 33. Send it
with your application. Include proof that you are an
American Indian or Alaska Native. You can use a tribal
enrollment card or Certificate of Degree of Indian
Blood (CDIB) from the Bureau of Indian Affairs.
= |f you qualify for Medi-Cal, you do not need to send
proof of your American Indian or Alaska Native
heritage. To see if you qualify for Medi-Cal, see
Attachment F on page 42.

Frequently Asked Questions continued on next page w
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Frequently Asked Questions (continued)

Other questions and 38. What is a one-time income payment?

definitions (continued)
35. What do you mean by disability?

One-time income payments are only allowed for
gambling winnings, prizes, cancellation of debt,
education scholarships, awards, fellowships, grants,
salary or wages from decedents’ employer received

by a surviving spouse, retroactive social security.and
railroad retirement benefits, lottery winnings, gifts, and
retroactive unemployment insurance benefits.

You may have a disability and qualify for Medi-Cal if:
= You are deaf or have serious difficulty hearing.
= You have serious difficulty seeing even when wearing
glasses.
= Because of a physical, mental, or emotional 39. Where can I get information ‘about
condition, you have serious difficulty concentrating, . .
remembering, or making decisions. registering to vote?
If you are not registered to vote where you live now and
would like to apply to register to vote today, please go to
page 29. You canralsoyvisitwww.registertovote.ca.gov
or call 1-800-345-VOTE (8683).

= You have serious difficulty walking or climbing stairs.

= You have difficulty dressing or bathing or doing similar
daily activities.

= Because of a physical, mental, or emotional condition,
you have difficulty doing errands alone, such as visiting

R . 40. What if I'don’t agreegwith the decision
a doctor’s office or shopping.

Coyvered California’makes?
You do not have to be receiving special assistance

services in your home or living in any kind of nursing
facility or assisted living facility.

You can file an appeal. To appeal a decision you don't
agree with, contact Covered California in one of these

ways:
36. | have a pre-existing condition or disability. = Online; Visit CoveredCA.com.
Can | get health insurance through = By phone: Call Covered California at 1-800-300-1506

(TTY: 1-888-889-4500). From November 15, 2014 to
February 15, 2015, you can call Monday to Friday,

8 a.m. to 8 p.m. and Saturday, 8 a.m. to 6 p.m.
Starting February 16, 2015, you can call Monday to
Friday, 8 a.m. to 6 p.m. and Saturday, 8 a.m. to 5 p.m.

Covered California?

Yes, you can get health insurance regardless of any
current or past health conditions or disability.

Most health insurance plans can't refuse to cover
you or charge you more just because you have a The call is free!
pre-existing health condition or disability. = By fax: Fax the appeal to 1-888-329-3700.

= By mail: Mail the appeal to:

37.What are long-term care and home and Covered California - Appeals

” .
» % Need help?

community-based services?

Long-term care (LT@)is inpatient care in'a medical
institution or nursingifaeilitythat is expected to
last for 30 consecutive'days orfora full calendar
month beyond th&imonthof admission. Home
and community-based(HCB) services are provided
to qualifying individuals with chronic illnesses or
disabilities who needdnedical and personal care
services toremain safely in their homes.

Call Covered Califtnmizaaat1-800-300-1506 (TTY: 1-88%
Monday to Fridiay, 8 a.m. to & p.m, and Satwrdiay, 8 a.m. to 5 pom.Or visit Covered CA-cmm.

P.O. Box 989725

West Sacramento, CA 95798-9725

In person: We have trained Certified Enroliment
Counselors and Certified Insurance Agents who can
help you. Or you can visit your county social services
office. This help is free!

For a list of Certified Enrollment Counselors and
Certified Insurance Agents near where you live or
work, or a list of county social services offices near
you, visit CoveredCA.com or call 1-800-300-1506
(TTY: 1-888-889-4500).

RN
XY

4E5T)). TheecadlidSifeeeY¥ouan mald

CCFRM604 (11/14) EN


http://www.coveredca.com
http://www.registertovote.ca.gov
http://www.coveredca.com
http://www.coveredca.com

Extra help may be available

CalFresh

Do you need help buying food for you and your family? CalFresh may be able to help! | ‘ ‘f

In California, the federal Supplemental Nutrition Assistance Program (SNAP) is known
as CalFresh. CalFresh helps you pay for nutritious fruits, vegetables, and other healthy
foods.

resh

BETTER LIVING

To see if you quality for CalFresh, call 1-877-847-3663 or visit www.calfresh.ca.gov, or
apply online at benefitscal.org.

Welltopia by DHCS

Visit Welltopia by the Department of Health Care Services (DHCS), the place of
wellness, on Facebook and Twitter! You'll find tips to lower stress, eat healthi
food, enjoy physical activity, quit smoking, and more.

Welltopia by DHCS has:

N Ca -éﬁia Daparunent of
Free, fun health apps o

= Cool videos

= Links to tasty and easy recipes, farmers’ market

locations. and CalFresh " Welltopia by DHCS on Facebook!

o to: facebook.com/DHCSWelltopia
= Fun places and activities for you and your kids P

= Education, job placement, and other services to Follow us! @WelltopiaDHCS

your life a little easier

Text4baby

Are you or someone you know pregnant ave a baby younger than 1 year old?
Textdbaby is a free service that sendsqi atiomon prenatal care, baby's growth, labor
signs, breastfeeding, nutrition, an n also get appointment reminders. Text4baby
sends text messages directly toy e, timed to mom'’s due date or baby's birthday.

=
o

M

text4baby-

one plan you have. It's available in English and

Spanish only.

To sign up, text BAB panish) to 511411 or visit www.text4baby.org.

rking people who have low to moderate income. This tax credit reduces the amount of tax
also result in a refund. Visit www.eitc.ca.gov.

ax Credit

This tax credit that may be worth as much as $1,000 per qualifying child, depending on your income.
Visit www.childtaxcredit.ca.gov.

. Llame a Covered California al 1-800-300-1506 (TTY: 1-888-889-4500). La llamada es gratuita. .
(_Preguntas? Usted puede llamar de lunes a viernes de 8 a.m. a 6 p.m. y los sabados de 8 a.m. a 5 p.m. %
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Getting help in

other languages

Usted puede obtener ayuda con
esta solicitud en espariol. Llame al
1-800-300-0213.

SPANISH

A e AR R R R SCE
BjJ o ZEF0EE 1-800-300-1533 ©
TRADITIONAL CHINESE

Quy vi c6 thé dugc gitp d& dé
dién mau don nay bang tiéng Viét.

Hay goi 1-800-652-9528.

VIETNAMESE

=

[0

=]
—

ol S22z 124
Eloch, A&} 1-800-738-

X
9

KOREAN

Makakukuha ka
aplikasyong na |
Tumawag sa

TAGALOG

pab txog daim ntawv
ua lus Hmoob.
300-771-2156.

HMONG

“Like” Covered California on Facebook!
Go to: Facebook.com/CoveredCA

Bbl MOXeTe Nony4nTb NEMO
CBSA3aHHYHO C 3TUM 3asB

Ha pPyCCKOM i3blke. 3BOHUT
TenepoHy 1-800-779-7695.

RUSSIAN

em,

qUay ogunipini unnwbwyg:
wiguhuiptp 1-800-996-1009.

ARM

Lialds o bl b Jali )l 53 2l 65 (e
Amlad Gl )Y SeaS (o)l GL 5 4
1-800-921-8879 » jlai L

K el

O

FARSI

i—ini—ﬂGGGﬂjﬁSﬁjnﬁ“ﬁLﬂnanﬁj
IS e t’ﬂ“ﬂﬁﬂ[Bi ﬁjﬁgiﬁjﬂﬁn[ﬂ,TZ
1-800-906-8528.

KHMER

134 g cllale’ e peanl) S,
el B Gkl
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ARABIC

@ Follow us! @CoveredCA
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