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letter(s) explain how these templates fit into that state plan.
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Gretchen Hammer

Medicaid Director

Colorado Department of Health Care Policy and Financing
Medicaid & Child Health Plan (CHP+)

1570 Grant Street

Denver, CO 80203-1818

Dear Ms. Hammer:

I am pleased to inform you that your title XXI Children’s Health Insurance Program (CHIP) state
plan amendment (SPA), CO-16-0025, submitted on June 21, 2016, with additional information
provided on August 29, 2017, has been approved. This SPA has a retroactive effective date of
January 1, 2016.

This SPA amends Colorado’s eligibility application materials in response to stakeholder input
recommending changes to improve readability of materials, streamline application questions to
pertain only to eligibility determinations, and ensure that members of a federally recognized
tribes have the opportunity to obtain all the benefits to which they are entitled.

In addition to the approval of this SPA, the online application will need to be revised to meet the
required changes as identified in the companion letter issued with this approval. On August 3,
2017, the state received approval for the same type of amendment under Medicaid SPA, CO-16-
0001. The Medicaid SPA has an effective date of January 1, 2016.

Enclosed is a copy of the following state plan pages and attachments to be incorporated within a
separate section at the end of Colorado’s approved state plan:

o (S24
e Attachment 1 — Alternative single, streamlined paper application

This approval and the enclosures supercede the following sections of the current CHIP state plan:

e Section 4.3: Single Streamlined Application Screen and Enroll Process
e Section 4.4: Renewals, Screening by Other Insurance Affordability Programs

Your title XXI project officer is Ms. Joyce Jordan. She is available to answer questions
concerning this amendment and other CHIP-related issues. Ms. Jordan’s contact information is
as follows:
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Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-01-16

7500 Security Boulevard

Baltimore, MD 21244-1850

Telephone: (410) 786-3413

Facsimile: (410) 786-5882

E-mail: Joyce.Jordan@cms.hhs.gov

Official communications regarding program matters should be sent simultaneously to Ms. Jordan
and to Mr. Richard Allen, Associate Regional Administrator (ARA) in our Denver Regional
Office. Mr. Allen’s address is:

Centers for Medicare & Medicaid Services
1961 Stout Street

Room (8-148

Denver, Colorado 80294

If you have additional questions, please contact Amy Lutzky, Director, Division of State
Coverage Programs at (410) 786-0721.

We look forward to continuing to work with you and your staff.
Sincesely,
/ Anne Marie Costello /

Anne Marie Costello
Director

cc:
Richard Allen, ARA, CMS Region VIIIL, Denver
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Gretchen Hammer

Medicaid Director

Colorado Department of Health Care Policy and Financing
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1570 Grant Street

Denver, CO 80203-1818

Dear Ms. Hammer:

This letter is being sent as a companion to the Centers for Medicare & Medicaid Services (CMS)
approval of Colorado's title XXI Children’s Health Insurance Program (CHIP) state plan
amendment (SPA), CO-16-0025, which was submitted on June 21, 2016. Our review of this
submission included a review of the paper and online alternative single streamlined applications
and the state’s alternative paper application used to apply for multiple human service programs.

The approval ot CHIP SPA, CO-16-0025, includes full approval of the state’s revised alternative
single streamlined paper application and paper application for multiple service programs only.
Until no later than December 31, 2020, the state is using an interim single, streamlined online
application. The online application will need to be revised to reflect the following changes.
These changes are identical to those that were requested in the companion letter to Medicaid
SPA CO-16-0001. The respective changes will be completed by the dates noted in the table
below.

Date by which
Necessary changes: changes will be
completed:

1. | Remove "Social Security Income" as a drop down option for "other
income" for applicants not seeking coverage on a basis other than March 2018
modified adjusted gross income (MAGI).

2. | Remove detailed questions used to connect beneficiaries to Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) services in March 2018
the Health Communities Program. These questions may be asked
post-eligibility, for individuals determined eligible for Medicaid.

3. | Include the following questions for purposes of advance premium tax
credits (APTC) eligibility: March 2018
e Are you entitled to receive Medicare Part A?
e Are youenrolled in Medicare Part A?
e Is your Medicare Part A?
Additional Medicare questions should only appear if the applicant
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Date by which
Necessary changes: changes will be
completed:
chooses to fill out the Non-MAGI application.
4. | Remove questions about payments to providers for child or adult March 2018
care, for applicants only applying for health coverage.
5. | Remove questions about where applicants are applying. December 2019
6. | Remove detailed questions about assistance given by child care
providets to individuals only applying for health coverage. December 2019
7. | Revise logic to only display the question about whether applicants
have an eligible immigration status to applicants who indicate that December 2019
they are not U.S citizens.
8. | Update "Privacy" and "What I Should Know Language" to reduce
duplication, and mirror the paper application, December 2019
9. | Include a separate question to provide applicants with an opportunity
to identify themselves American Indians and Alaska Natives to for December 2019
purposes of cost-sharing protections, and identify American Indian
and Alaska Native income not countable for Medicaid and CHIP
income determinations.
10.| Remove the requirement for authorized representatives to sign the
application prior to submission. December 2019
11.| Update the section on immigration document types to clarify that no
document expiration date is required for individuals with December 2019
immigration documents that do not have expiration dates.
12,| Remove options for income and deductions that are not relevant for
MAGI eligibility. December 2019
13.] Clarify that applicants screened as potentially eligible on a non-
MAGI basis may submit their application and obtain a determination | December 2019
based on MAGI, prior to completing additional detailed questions
needed only to complete the determination on a non-MAGI basis.
14. | Remove the question asking whether or not the applicant's employer
sponsored plan is considered affordable. December 2020
15.| Remove the reference to coverage year when asking "Did this person
pass away". December 2020
16.| Remove Railroad Retirement as an option for other health coverage
in the section on other coverage. December 2020
17.| Replace the term "Actual Annual” with "Expected Annual”
throughout the application when seeking information from the December 2020
applicant on total expected income during the coverage year.
18. | Remove all questions and associated help text related to applicants'
receipt of or eligibility for a shared exemption. December 2020
19.| Remove questions about information on applicants' former employers
from the COBRA, Retiree Railroad, and Veterans' Insurance pages. December 2020
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. Please submit the revised alternative single streamline online application to CMS as for review
no later than December 1, 2020, to ensure approval by December 31, 2020. CMS will monitor
the state’s progress toward completion of the individual milestones listed above.

We continue to be available to provide technical assistance. If you have any additional questions
or require any further assistance, please contact your CHIP Project Officer, Joyce Jordan at
Joyce. Jordan@cems.hhs.gov or (410) 786-3413.

Sincerely,

/ Amy Lutzky /

Amy Lutzky
Director
Division of State Coverage Programs

ce:
Richard Allen, ARA, CMS Region VIII, Denver
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State Name: |Colorado

Transmittal Number: CO - 16 - 0025 Expiration date: 10/3

2102(b)(3) & 2107(e}(1)(O) of the SSA and 42 CFR 457, subpart C

The CHIP Agency meets all of the requirements of 42 CFR 457, subpart C for application processing, eligibility screening and
enroliment.

Application Processing

Indicate which application the agency uses for individuals applying for coverage who may be eligible based on the applicable
modified adjusted gross income standard:

] The single, streamlined application developed by the Secretary in accordance with section 1413(b)(1)(A) of the Affordable
Care Act,

57 An alternative single, streamlined application developed by the state and approved by the Secretary in accordance with
' section 1413(b)(1XB) of the Affordable Care Act.

Y

An aiternative application used to apply for multiple human service programs approved by the Secretary, provided that the
K| agency makes readily available the single or alternative application used only for insurance affordability programs to
individuals seeking assistance only through such programs.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via
the internet website described in CFR 457.340(a), by telephone, via mail, in person and other commonly available electronic means.

The agency accepts applications in the following other electronic means.
[[] Other clectronic means:

Screen and Enroll Process

The CHIP Agency has coordinated eligibility and enrollment screening procedures in place that are applied at time of initial
application, periodic redeterminations, and follow-up eligibility determinations. The procedures ensure that only targeted low-
income children are provided CHIP coverage and that enrollment is facilitated for applicants found to be potentially eligible for

other insurance affordability programs.

Procedures include:

Screening of application to identify all individuals eligible or potentially eligible for CHIP or other insurance affordability
programs; and

(]

SEP 06 2“17 Effective Bate: January 1, 2016
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(] Income eligibility test, with calculation of household income consistent with 42 CFR 457.3135 for individuals identified as
potentially eligible for Medicaid or other insurance affordability programs based on household income; and

] Screening process for individuals who may qualify for Medicaid on a basis other than having household income at or below the
applicable MAGI standard, based on information in the single streamlined application.

The CHIP agency has entered into an arrangement with the Exchange to make eligibility determinations for advanced

premium tax credits in accordance with section 1943(b)(2) of the SSA. No

Redetermination Processing

Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross
income standard are performed as follows, consistent with 42 CFR 457.343:

(W] Once every 12 months.

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

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

Scereening by Other Insurance Affordability Programs

The CHIP Agency provides assurance that it has adopted procedures to accept and process electronic accounts of individuals
screened as potentially eligible for CHIP by other insurance affordability programs in accordance with the requirements of 42

CFR 457.348(b) and to determine eligibility in accordance with 42 CFR 457.340 in the same manner as if the application had
been submitted directly to, and processed by the state.

The CHIP Agency elects the option to accept CHIP eligibility decisions made by the Exchange or other agencies administering
insurance affordability programs as provided in 42 CFR 457.348 and to furnish CHIP in accordance with requirements of 42

CFR 457.340 to the same extent and in the same manner as if the applicant had been determined by the state to be eligible for
CHIP.

X

Check alt insurance Affordability Programs that apply:
[] The Exchange

Medicaid

[} Other Insurance Affordability Program

The CHIP Agency has entered into an agreement with agencies administering other insurance affordability programs to fulfill the
4 requirements of 457.348(b) and will provide this agreement to the Secretary upon request.

SPA# CO-16-0025 Approval Date: SEP B 6 2017 Effective Date: January 1, 2016
Page 2 of 3
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PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 50 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Secutity Boulevard, Attn: PRA Reporis Clearance
Officer, Mail Stop C4-26-035, Baltimore, Maryland 21244-1850,

V20140415

SPA# C0O-16-0025 Approval Date: SEP 0 B 2017 Effective Date: January 1, 2016
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Having health insurance can help give

you peace of mind and stay healthy. With
insurance, you will know you and your family
can get health care when you need it. Fill out
this application to see if you qualify for:

« Free or low-cost public health insurance
from Health First Colorado (Colorado’s
Medicaid Program) or the Child Health Plan
Plus (CHP+) program administered by the
Colorado Department of Health Care Policy
and Financing o,

» Affordable private health insurance plans
that offer comprehensive coverage available
through Connect for Health Coloradoo
(the Marketplace), or

= A tax credit that can help lower your
premiums for health coverage.

You may qualify for free or low-cost health
insurance if you earn as much as $46,500 a
year for an individual, or $95,000 a year for
a family of 4. Filling out this application does
not mean you have to buy health insurance.

CONNECT@»HEALTH é

COLORADO™

“" COLORADO
Departinent of Health Care
Policy ] :Fmam:mg

Who can use thls appllcatlon?

Anyone can use this application. Applying will
not affect your immigration status or chances of
becoming a permanent resident or citizen.

Call us to get connected to free
help in other languages

If someone is helping you fill cut this application,
you may need to complete Worksheet A {pages
18 - 19).

For a list of languages we can assist in, see Things
to Know. If you need help in a language other
than English, call and tell the customer service
representative the language you need.

Llame a nuestro centro de servicio gratis para
ayuda o para obtener una copia de esta formulario
en Espaiiol.

Department of Health Care Policy & Financing’s
Member Contact Center

» Toll Free: 1-800-221-3943 | State Relay: 711
Connect for Health Colorado Customer

Service Center

o Toll Free: 1-855-752-6749 | TTY: 1-855-346-3432

Symbols used in this
application

Worksheets are marked with the symbol / in this
application (starting on page 18). Terms marked

with an o in the application can be found in the
Glossary (starting on page 41).

SEP 0 6 2017



Call us to get connected to free help in other languages

Espafiol - ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingilistica. Llame al 1-800-221-3943
(State Relay: 711).

Tiéng Viét - CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vy hd trg ngdn ngi mién phi danh cho ban. Goi s 1-800-221-3943 (State
Relay: 711).

g R L RIE R R LS SRR - SHEUE 1-800-221-3943 (State Relay: 711).

SHEQ - F0: BIZQ B AME8HAIE 32, A0 XE NHAE 222 0185 &= USLICH 1-800-221-3943 (State Refay:
711) He 2 MEHEH FAAL.

Pycckuii - ECW Bul rOBOPUTE NO-PYCCKM, Bam A0CTYNHLI §ecrnarHele yeayrd nepesodqmKa. 3eoHute 1-800-221-3943 (State relay:
711). :

AFICH - A OT, et £ ROICT P PRCTI RCA S RCERFE (1R APTUPT THIRTPA: MR FLhhadr 4TC SLMO 1-800-221-3943
(0" AFASTF O~ 711).

7112500y e St 43) 1-800-221-3943 15y Jozit 0L 2l biyd gl Bsbadd cilodst 0 alll 531 osims 8785, 1iligonla - Syl

Deutsch - ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-800-221-3943 (State Relay: 711).

Frangais - ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-
221-3943 (ATS : 711).

Aarell - O e IS ATE SRS HeY JURSH ATl ST GETIaT HAgY, ATYEE {TH I0EY § |
T TR 1-800-221-3943 (ERe{aTg: 711).

Tagalog - PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-221-3943 (State Relay: 711).

HAE - I8EE : OAEZESNIBA. EROSERBZCAMAVEIETET. 1-800-221-3943 (State Relay: 711) &
T. BEEICTIEELIES L

Oroomiffa - XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-221-
3943 (State Relay: 711},

b B LB e P sy OBy s 115 el S gt 5 (gl O3 4 T s - g

1-800-221-3943 (state relay: 711)

Polski - UWAGA: Jezeli mdwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwort pod numer 1-800-221-3943
{State Relay: 711).

What you may need to apply

« Social Security Numbers {or document numbers for any legal immigrants) for everyone in your
household who needs insurance

« Employer and income information for everyone in your household

« Current health insurance information, including policy number for each member of your household

« Information about any job-related health insurance available to your household

i Things to Know continued on next page 0



Why do we ask for this information?

We may ask about income and other information to find what health coverage you may qualify for
and if you can get help paying for it. We keep all the information you provide us private and secure, as
required by law.

What happens next?

» Send or drop off your completed, signed application to one of the addresses in Addendum A.
« If you do not have all the information we ask for, sign and submit your application anyway. We will
contact you and tell you what you need to do next.
* if you do not hear from us, please contact the agency you sent your application to {a list of agencies
can be found in Addendum A).
* Please note: :
= It may take up to 45 days — or up to 90 days if the application requires a disability determination
— from the date your application was received for a case number to be assigned to you.
s You can check your status and benefits online through Colorado PEAK. €D Get more information
about your case number and where to find it at: https://www.healthfirstcolorado.com/health-first-
colorado/glossary/case-number-find

Where can you find additional information or help with
this application?

Health First Colorado and CHP+ Connect for Health Colorado ©@
Online: Colorado.gov/PEAK ConnectforHealthCO.com
Phone: 1-800-221-3942 1-855-PLANS-4-YOU (1-855-752-6749)
TTY/TDD: State Relay: 711 1-855-346-3432
In Person: Find an Application Assistance Visit ConnectforHealthCO.com for a list of
Site o in your area who can help Certified Heaith Coverage Guides, Application
at Colorado.gov/hepfmap Counselors, and Agents/Brokers @ in your area.

For additional information, please see the separate Instruction Booklet available at Colorado.gov/
HCPF/Apply and ConnectforHealthCO.com/resources/the-basics/customer-resources/.

Application starts on next page 0 jii



Start application here

Write each member of your household in the Household Relationship Table on the next page. Use
the Household Relationship Table Example below as a guide. Your income and household size help
us decide what programs you qualify for.

DO include the following people on your application:

« Yourself If you are claimed as a dependent™® on
* Your spouse* | someone else’s federal tax return, also
« Your children under 19 who live with you include:
» Anyone on your federal income tax return » The person{s) who claims you
° This could include children over 19, even if they do not live » All members of that federal tax filing
with you household claimed as dependents
» Your unmarried partner* who needs health coverage o * Any family member living with you
= Anyone else under 19 who you take care of and lives with you

¢ Note: If someone in your household has passed away this year, you should stiif include them on your
application. This will help us better determine what benefits you may qualify for.

¥ You DO NOT have to include other unrelated roommates.

*Find the definitions of these words in the Glossary (starting on page 41).

Household Relationship Table Example
In Step 1, we are asking how each person in your household is related to each other.

Use the example table on the next page to figure out whao shoutd be included in your household.
When you're ready, list each person in your household on the next page.

P Person 1 is the main contact person for this application. ¥ Only use the terms husband, wife, or spouse when

P Start with Person 1, and fill in the refationship that describing people who are legally married (“legally

s
Person 1 has to each member of the household. married” includes common law and common law

registered, but does not include civil unions}.
¥ Repeat this step for each person listed in the household.

o This household is o lane is the person filling out e Jane and John are o Betsy is Jane's daughter
made up of fane, this application and is known married to each from a previous
John, and Betsy. as Person 1. other. relationship.

Person 1: Person 2: Person 3:
Jane John Betsy

Step 1 continued on next page o 1



Sample Household Relationship Table:

John

Betsy

is the

is the

is the

Wife

Husbhand
of Person 1
Daughter

of Person 1

Mother

of Person 3
Stepfather

of Person 3

Stepdaughter

of Person 2 :

of Pe_ifSon 5.

of Person 6

of Person 6

of Person 6

Household Relationship Table

Use the table below to list each person in your household. lf you need more space,

“more columns and’ rows, or make a copy of the table. -

P Person 1is the main contact person for this application.

» Start with Person 1, and fill in the relationship that
Person 1 has to each member of the household.

» Repeat this step for each person listed in the househoid.

Person 1:

Person 4:

You)

of Person 5

of Person 6

is the

is the

is the

is the

is the

is the

Person 2:

P Only use the terms husbhand, wife, or spouse when

describing people who are legally married (“iegally
married” includes common law and common law

Person 5:

Person 3:

registered, but does not include civil unions).

Person 6:

" of Person

of Person 1

of Person 1

of Person 1

of Person 1

of Person 1

of Person 2

of Person2

of Person 3

of Perscn 3

'-of Persor; 2:-_

of Person 3

of Person 3

of Person 3

of Person 5

of Person 6

of Person 6

of Person 6

of Persbh 5

of Person 6

of Person 6

of Person’s




someone helping you fill out the application? If yes, remember to complete
Worksheet A (pages 18 - 19). e ' | '

Complete Step 2 for each person in your household. Start with yourself, then add other adults and children in your household. If you
have more than 2 people in your household, you can fill out Worksheet | / (pages 31 - 34) and make copies of the pages if needed.
You do not need to provide immigration status or Social Security Number (S8N) for household members who are not applying for
health coverage. We will use your personal information only to check if you qualify for health coverage.

1. Legal Name (First} {(Middle} {Last) Suffix
2. Date of Birth (mm/dd/yyyy) 3.Sex: [ Male [] Female

4. Home Address (leave blank if you do not have one) Apartment/Suite #
City State Zip Code County
5. Mailing Address (if different from Home Address) Apartment/Suite #

6. In Care Of (If applicable):

City State Zip Code County

7. Email Address

8. Primary Phone Ext PhoneType: [] Cell {[T] Home [ ] Work
9. Secondary Phone Ext PhoneType: [| Cell [T] Home [] Work
10. Preferred Spoken Language: [ ] English [ ] Spanish Other (Please Specify}):
11. Preferred Written Language: ["] English [ ] Spanish Other (Please Specify):

tion we send you in writing, including letters and emails, can only be sent in English and Spanish.

13. If you are temporarily living outside of Colorado, where will you be living in Colorado when you return?

City Zip Code County

Step 2, Person 1 continues on next page e



14. Social Security Number (or Taxpavyer ID):

If you are applying for Health First Colorado or Child Health Plan Plus (CHP+), and have a SSN,  Please answer the following:
we need this information. If you are applying for help paying for health insurance costs through [] Have applied for a SSN*

the Marketplace, providing your SSN will help us to quickly process your application. We use S5Ns

to check income and other information to see what type of health coverage you may qualify for. [ ] Only eligible to receive a

If you do not have a SSN, and you are applying for health coverage, tell us why you do not have a  SSN for valid non-work reason
SSN. If you are not eligible to receive a SSN, do you have a Taxpayer Identification Number (TIN),

such as an Individual Taxpayer Identification Number (ITIN} or an Adoption Taxpayer Identification [ Not eligible to receive a SSN
Number (ATIN)? If so, enter it above. If you do not have a Social Security Number, please visit [™] Refuses to obtain due to well
http:/fwww.ssa.gov/ssnumber/ for information on how to apply for a Social Security Number, or
call the Sacial Security Administration at 1-800-772-1213 (TTY 1-800-325-0778) for assistance.

established religious objection

15. Do you plan to file a federal income tax return next year? [ ] Yes ] No

Yau can still apply for Health First Colorado, CHP+, or other health insurance even if you do not file a federal income tax return.
However, you must plan to file federal taxes every year you receive Advance Premium Tax Credits (APTC) or Cost Sharing Reductions
{CSR) through the Marketplace.

if you selected Yes, answer questions a - f. If you selected No, skip to question e.
a. What is your current federal income tax filing status? [] Single [] Married Filing Jointly
[] Head of Household [ ] Married Filing Separately [] Qualifying Widow(er) with Dependent Child
b. If you selected “Head of Household” or “Married Filing Separately”, do exceptional circumstances o apply to your case?
[]Yes [ No

¢. If you are “Married Filing Jointly”, please name your spouse:

d. Will you claim dependents on your tax return? [ Yes [] No

if Yes, list the legal name(s} of your dependents:

e. If you are a tax dependent, list who claims you as a dependent:

Is this person listed on the application? [ ] Yes [] No

Is this person a non-custodial parent? [ ] Yes [] No

f. Are you living with both parents, but your parents do nat expect to file a joint federal income tax return?

[ ] Yes |:_'_] No
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16. *Are you pregnant? [] Yes [] No

If Yes, how many babies are expected? | I

Due Date (mm/dd/yyyy)? | |

17. Do you need health coverage?
[] Yes ({If Yes, answer all of the following guestions.) [] No {If No, skip to question 31.)

18. Do you live with at least one child under the age of 19, and are you the main person taking care of this child?
[] Yes [] No

19. Are you a full-time student? [ ] Yes ] No

20. *Do you have a medical, physical, mental, or developmental condition that has lasted, or is expected to |ast, more than 12

months, including blindness? ] Yes [] Mo
21, *Do you have a medical, physical, mental, or developmental condition that causes you to regularly need help with some or all of

your self-care activities (such as bathing, dressing, eating, using the bathroom}?

[] Yes [ ] No

22. *Do you need to move to a nursing home, acute care, hospital, group home, mental health institution or long-term care facility

within the next 30 days, or do you need in-home health care to stay in your home?

[] Yes [] No
If you have answered “Yes” to either question 20, 21, 22, or if you qualify for Medicare, you have the option to complete
Worksheet B / {pages 20 - 24) to find out if you qualify for health coverage for individuals who have a disability, are 65 and
older, and/or who are blind.
23. Are you a U.S. citizen or U.S. national? [ ] Yes [] No

24. If you are not a U.S. citizen or U.S. national, do you have an eligible immigration status? o
[] Yes If Yes, fill out the following table:

Have you lived in the U.S. since 19967 [] No

Are you, your spouse, or parent an honorable discharged veteran or [] No
an active-duty member of the U.S. military?

For an extensive list of non-citizenship status and immigration documents, read the Instruction Booklet available at Colorado.gov/

HCPF/Apply and ConnectforHealthCO.com/resourges/the-basics/customer-resgurces/.

Other Health Coverage
25. Do you want help paying for medical bills from the last 3 months? [ Yes [] No
if Yes, list the months that you want help (mm/yyyy) | ]

26. Are you being treated for an injury for which you have brought or may bring a legal claim? o []Yes []No

27. Do you qualify for or are you enrolled in any of the following types of health care coverage? if Yes, fill out Worksheet C / (pg 25).
[] TRICARE [ Peace Corps [ ] Other State or Federal Health Benefit Program
[T] cOBRA [] VAHealth Care Benefits [ | Retiree Health Plan [] other: | |

Step 2, Person 1 continues on next page Q



28. Do you qualify for or are you enrolled in Medicare? [ Yes ] No

If Yes, you have the option to complete Worksheet B / (pages 20 - 24} to find out if you qualify for health coverage for
Individuals who have a disability, are 65 and older, andfor who are blind.

29. Do you qualify for health insurance through a current employer? [] Yes ] No

If Yes, fill out Worksheet D / {page 26).
30. Are you currently incarcerated? [ ] Yes  [7] No

If Yes, are you currently waiting for a decision on charges? [T] Yes [] No

31. Race {optional - check all that apply)
[] American Indian or Afaska Native (fill out Werksheet E) / [ ] AsianIndian [ | Black or African American

[] Chinese [ ] Filipino [ ] Guamanianor Chamorro  [] Japanese [ ] Korean [ ] Hispanic/ Latino
[] Native Hawailan [ ] OtherAsian [ ] Other Pacific Islander [ ] Samoan [ ] Vietnamese

Other: [

If you are an American Indian or Alaska Native, you may not have

[ ] White or Caucasian

/  Fill out Worksheet E (page 27) to see if you qualify.

32. Current Job & Income Information (check aH that apply)

| do not have a job. [] I have a job. []tam self-employed. { have another income _
Skip to question 61. If you are currently employed, Fill out Worksheet F/ {including rental income).
tell us about your income. (page 28) and return to Fill out Worksheet G
Start with question 33, guestion 61. (page 29) and return to
Current job L: questian 61.

33. Employer Name

34, Employer Address 35. Apartment/Suite #

36. Employer Phone 37. City 38. State 39. Zip Code

40. Wages/tips (before taxes) Pay Period: ] Daily ] Weekly [] Every 2 Weeks
[ [J Monthly [_] Twice a Month [] Yearly

41, Average Hours Worked Each 42, TeH us the total gross pay Othat you got or will get this
Week: month as a one-time payment from this employer (this could be a

] bonus or other extra pay you got). E

43, Does your income from this job change month to month? ] Yes [] No

If Yes, fill out the Current Wages/Tips AND Expected Annual Income for this job. If No, only fill out the Current Wages/Tips in number
42 above. You do not need to fill out the Expected Annual Income.

44, Expected Annual income 0 45 a. Is this income from seasonal employment? If ves, answer 46, [ Yes [} No

from this job: 45 b, Is this income from commission-based employment {including [ Yes [T} No

tip based employment)? If yes, answer 46.

46. Will the expected annual income from this job be the same or [ Yes [} No
lower in the next calendar year?

Current Job 2: (If you anly have one job skip to guestion 61.)

47. Employer Name

48. Employer Address 49, Apartment/Suite #

6 Step 2, Person 1 continues on next page 0



50. Employer Phone 51. City 52, State 53. Zip Code

54. Wages/tips (before taxes) Pay Period: ] Daily T Weekly [~ Every 2 Weeks
4 ] Monthly ] Twice a Month {71 Yearly

55. Average Hours Worked Each 56. Tell us the total gross pay 6 that you got or will get this

Week:

month as a one-time payment from this employer {this could be a

bonus or other extra pay you got).

57. Does your income from this job change month to month? [ ] Yes ] Neo

if Yes, fill out the Current Wages/Tips AND Expected Annual Income for this job. If No, only fill out the Current Wages/Tips in number
42 above. You do not need to fill out the Expected Annual Income.

58. Expected Annual mcomeo 59 a, Is this income from seasonal employment? 1Yes [T No

from this job: 59 b. Is this income from commission-based employment (including [ ] Yes ] No

tip hased employment)?

60. Will the expected annual income from this job be the same or 7 Yes [ ] No
lower in the next calendar year?

61. DEDUCTIONS: Check all that apply, and give the amount and how often you pay it. Telling us about these deductions could
make the cost of your health insurance lower. You should not include a cost that you already considered in your answer to job
income and net seif-employment.

62. Do your deductions change month to month? [ ] Yes [] No

If Yes, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.

If you are not paying the deduction at this time, but expect to claim it on your tax return, fill out 50 for the Current Amount, and write
the amount you will include on your tax return for the Expected Annual Amount.

If No, only fill out the Current Amount column You do not need to ﬁH out the Expected Annual Amount column,

e e e T
Current Amount Expected Annual Frequency [] One Time Only [ Twice Monthly
] wWeekly [ Monthly

(] Ever 2Weeks [ Yearly

Amount

ypeof Duchon Current Amount Expected Annual Frequency [ OneTime Only |:] Twice Monthly
Amount [7] Weekly [] Monthly
[] Every 2 Weeks 1 Yearly

TR

Tvpe ofDeductlon Current Amount ‘ Expected Annual Frequency [} One Time Only Lj Twme Monthly
Amount [ Weekly [1 Monthly
[} Every 2 Weeks [_] Yearly

63. Tell us the total amount of income you plan to report on your tax return that you have NOT
yet included in this application and its Worksheets. Include incomes such as past employment,
or benefits that you received in past months.

64. After you submit this application, we will verify ~ [] Stopped working at a job Date the change occurred?
your income. Please tell us if any of the following [ Hours changed at a job (mm/dd/yyyy)
have happened to you in the past two years to help Change in Employment

us with this verification process. Check the box and S Marrﬁed Le aFI)SeV aration. or Divorce

enter the date this change occurred for all reasons Other: » L8 p !

that apply showing why your income has changed. [ Other:

End of Step 2, Person 1 ° | 7




Complete Step 2 for your spouse/partner and children who live with you and/or anyone on
your federal income tax return. See Step 1 for more information about who to include.

1. Legal Name (First) {Middle) (Last) Sufﬁx
2. Date of Birth (mm/dd/yyyy) 3.5ex: [] Male [_] Female

4. Home Address [Leave blank if you do not have one) Apartment/Suite #
City State Zip Code County

5. If Person 2 is 18 years or older, would they like to receive their own mail about their health coverage? [ ] Yes
if yes, please fill out the mailing address below.

] Ne

6. Mailing Address (If different from Home Address) Apartment/Suite #

7. In Care Of (If appilcable):

City State Zip Code County

8. Email Address

) Primary Phone Ext Phone Type: [] Cell [] Home [ | Work
10. Secondary Phone Ext Phone Type: [ ] Cell [} Home [ ] Work
11. Preferred Spoken Language:  [_] English [ ] Spanish Other (Please Specify):

12, Preferred Written Language: [ ] English  [_] Spanish Cther (Please Specify):

13. Is Person 2 tempaorarily Iivingoutside of Colorado? [ Yes [_] No

Information we send in writing, including letters and emails, can only be sent in English and Spanish.

14. If Person 2 is temporarily living outside of Colorado, where will they be living in Colorado when they return?

City Zip Code County

8 Step 2, Person 2 continues on next page 0



15. Social Security Number {or Taxpayer |D):

If Parson 2 is applying for Health First Colorado or Child Health Plan Plus (CHP+), and has a SSN, Please answer the following:
we need this information. If they are applying for help paying for health insurance costs through
the Marketplace, providing their SSN will help us to quickly process their application. We use S5Ns
to check income and other information to see what type of health coverage they may qualify for. []Only eligible to receive a
If Person 2 does not have a S3SN, and they are applying for health coverage, tell us why they do
not have a SSN. if they are not eligible to receive a $SN, do they have a Taxpayer Identification
Number (TIN}, such as an Individual Taxpayer Identification Number (ITIN} or an Adoption [}Not eligible to receive a SSN
Taxpayer Identification Number (ATIN}? If so, enter it above. *If they do not have a Social Security

Number, please visit http://www.ssa.gov/ssnumber/ for information on how to apply for a Social [_] Refuses to obtain due to well
Security Number, or call the Social Security Administration at 1-800-772-1213 (TTY 1-800-325- established religious objection

0778) for assistance.

[ Have applied for a SSN*

SSN for valid non-work reason

16. Does Person 2 plan to file a federal income tax return nextyear? [ | Yes ] Ne

They can still apply for Health First Colorado, CHP+, or other health insurance even if they do not file a federal income tax return.
However, they must plan to file federal taxes every year you receive Advance Premium Tax Credits (APTC) or Cost Sharing Reductions
{CSR) through the Marketplace.

If they selected Yes, answer questions a - f. If you selected No, skip to question e.
a. What is Person 2's current federal income tax filing status? [ single [1 Married Filing lointly

{_] Head of Household [] Married Filing Separately [] Qualifying Widow(er) with Dependent Child

b. If Person 2 selected “Head of Household” or “Married Filing Separately”, do exceptional circumstances Oapply to their

case? [ | Yes [] No

c. If Person 2 is “Married Filing Jointly”, please name his or her spouse:

d. Wil Persan 2 claim dependents on their tax return? [ ] Yes [] No

If Yes, list the legal name(s) of their dependents:

e. If Person 2 is a tax dependent, list who claims them as a dependent:

Is this person listed on the application? [ ] Yes [] No

Is this person a non-custodial parent? [ Yes [] No

£ |s Person 2 living with both parents, but their parents do not expect to file a joint federal income tax return?

[] Yes D No

Step 2, Person 2 continues on next page o



17.*Is Person 2 pregnant? [} Yes [ No

if Yes, how many babies are expected? |

Due Date (mm/dd/yyyy)? [

18. Does Person 2 need health coverage?
[] Yes (if Yes, answer all of the following questions.) [] No (If No, skip to question 32.)

19. Does Person 2 live with at least ane child under the age of 19, and Is Person 2 the main person taking care of
this child? [ ] Yes [] No
20. Is Person 2 a full-time student? [ Yes [7] No

21. *Does Person 2 have a medical, physical, mental, or developmental condition that has lasted, or is expected to last, more than

12 months, including blindness? [] Yes [] No
22. *Does Person 2 have a medical, physical, mental, or developmental condition that causes them to regularly need help with some

or all of their self-care activities (such as bathing, dressing, eating, using the bathroom)?

] Yes [] No

23. *Does Person 2 need to move to a nursing home, acute care, hospital, group home, mental health institution or long-term care

facility within the next 30 days, or do they need in-home health care to stay in your home?

{7 Yes ] No
If Person 2 answered “Yes” to either question 21, 22, 23, or qualifies for Medicare, Person 2 has the option to complete
Worksheet B / (pages 20 - 24) to find out if they qualify for heaith coverage for individuals who have a disability, are 65
and older, and/or who are blind.
24. Is Person 2 a U.S, citizen or U.5. national? [ Yes [] Ne

25. If Person 2 is not a U.S. citizen or U.5. national, do they have an eligible immigration status?
[] Yes If Yes, fill out the following table:

T,

Has Person 2 lived in the U.S. since 19967 [] No

Is Person 2, their spouse, or parent an honorable discharged veteran [] No
or an active-duty member of the U.S. military?

Far an extensive list of non-citizenship status and immigration documents, see the separate Instruction Booklet available at

Colorado.gov/HCPF/Apply and ConnectforHealthCO.com/resources/the-basics/customer-resources/,

Other Health Coverage
26. Does Person 2 want help paying for medical bilis from the last 3 months? [ ] Yes [] No
If Yes, list the months that they want help (mm/yyyy} | H

27. Is Person 2 being treated for an Injury for which they have brought or will bring a legal claim? o [] Yes ] Neo

28. Does Person 2 qualify for or are they enrolled in any of the following types of health care coverage?

If Yes, fill out Worksheet C (page 25).
[T] TRICARE  [] Peace Corps [ ] Other State or Federal Health Benefit Program

[] COBRA [ ] VA Health Care Benefits [ | Retiree Health Plan [] other: | |
10 Step 2, Person 2 continues on next page e




29. Does Person 2 qualify for or are you enrolled in Medicare? [ ] Yes [] No
If Yes, Person 2 has the option to complete Worksheet B / {pages 20 - 24) to find out if they qualify for health coverage for
individuals who have a disability, are 65 and older, and/or who are blind.

30. Does Person 2 qualify for heatth insurance thraugh a current employer? [] Yes [] No
If Yes, fill out Worksheet D / {page 26). _
31. Is Person 2 currently incarcerated? [ | Yes [ ] No

If Yes, are they currently waiting for a decision on charges? [] Yes [] No

32. Race (optional - check all that apply)
[ ] American indian or Alaska Native (fill out Worksheet E) V4 [C] AsianIndian  [_] Black or African American

[] Chinese [ ] Filipino  [T] Guamanian or Chamarro  [] Japanese [ ] Korean  [] Hispanic/ Latino
[[] Native Hawaiian [ ] Other Asian [ ] Other Pacificislander ~ [] Samoan  [] Vietnamese

|:_| White or Caucasian ~ [_| Other: |

’ I Person 2 i is an American indian or Alaska Native, they’ may not. have to pay certam

premtums Fill out Worksheet E {page 27} to see if they qualify. .

33. Current Job & Income Information (check all that apply)
Does not have |:| Has a job. |:] Is self-employed. |:| Has other income

a joh. Skip to If they are currently employed, Fill out Worksheet F / {inciuding rental income).
question 62. tell us about their income. {page 28) and return to Fill out Worksheet G
Start with question 34, question 62, (page 29) and return to
Current Job 1; ' question 62.

34. Employer Name

35. Employer Address 36. Apartment/Suite #

37. Employer Phone 38. City 39. State 40. Zip Code

41. Wages/tips (before taxes) Pay Period: [ Daily 7] Weekly ] Every 2 Weeks
$ [1 Monthly [ 1 Twice a Month [ Yearly

42, Average Hours Worked Each 43, Tell us the total gross pay o that Person2 got or will get

Week: this maonth as a one-time payment from this employer (this could

| } be a bonus or other extra pay they got). l

44, Does Person 2's income from this job change month to month? [_] Yes  [] No
If Yes, fill out the Current Wages/Tips AND Expected Annnual Income for this job. If No, only fill out the Current Wages/Tips in
number 42 ahove. They do not need to fill out the Expected Annual income.

45. Expected Annual income o 46 a. Is this income from seasonal employment? If yes, answer 46. ] Yes 1 No
from this job: ‘ 46 b. Is this income from commission-based employment {including ] Yes {1 No

| tip based employment)? if yes, answer 46,

47. Will the expected annual income from this job be the same or ] Yes 1 No
lower in the next calendar year?

Current Job 2: {If you only have one job skip to question 62.)

48. Employer Name

49, Employer Address 50. Apartment/Suite #

Step 2, Person 2 continues on next page Q 11



51. Employer Phone 52, City 53. State 54, Zip Code

55. Wages/tips (before taxes) Pay Period: [ Daily ] Weekly [] Every 2 Weeks
5 [ Monthly 7] Twice a Month [C] Yearly

56. Average House Worked Each 57. Tell us the total gross pay 6 that Person 2 got or will get

Week: this month as a one-time payment from this employer (this

could be a bonus or other extra pay they got).

58. Does Person 2's income from this job change month to month? [] Yes [] No

If Yes, fill out the Current Wages/Tips AND Expected Annnual Incame for this job. If No, only fili out the Current Wages/Tips in
number 42 above. They do not need to fill out the Expected Annual Income.

59. Expected Annual income 0 60 a. Is this income from seasonal employment? [] Yes ] No
from this job: 60 b. Is this income from commission-based employment {including [ ] Yes [} No
tip based employment)?

61. Will the expected annual income from this job be the same or [] Yes [ No
lower in the next calendar year?

62. DEDUCTIONS: Check all that apply, and give the amount and how often Person 2 pays it. Telling us about these deductions
could make the cost of their health insurance lower. Person 2 should not include a cost that they already considered in their answer
to job income and net self-employment.

63. Do their deductions change month to month? | Yes  [] No

If Yes, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.

If Person 2 is not paying the deduction at this time, but expects to claim it on their tax return, fill out 50 for the Current Amount, and
write the amount Person 2 will include on their tax return for the Expected Annual Amount.

If No, only fill out the Current Amount column. Person 2 does not need to fill out the Expected Annual Amount column.

vpe of Deduction Current Amount Expected Annual Frequency
Amount ] Weekly ] Monthly
] Every 2 Weeks [] Yearly
Type of Deduction urrent Amount Expected Annual Frequency {71 One Time Only [ ] Twice Monthly
Amount [} Weekly [ 1 Monthly
[} Every 2 Weeks [ ] Yearly
Type of Deduction Current Amount Expected Annual Frequency [ One Time Only [} Twice Monthly
Amount [ Weekly 1 Monthly
[ Every 2 Weeks {] Yearly

63. Tell us the total amount of income Person 2 plans to report on your tax return that you
have NOT yet included in this application and its Worksheets. Include incomes such as past
employment, or benefits that you received in past months.

64. After this application is submitted, we will {71 Stopped working at a job Date the change occurred?
verify !’erson 2's income. Please tell us if any of the [ Hours changed at a job (mm/dd/yyyy)
following have happened to Person 2 in the past two )

years to help us with this verification process. Check [ Change in Employment

the box and enter the date this change occurred for [} Married, Legal Separation, or Divorce

all reasons that apply showing why their income has [] Other: |
changed.

12 End of Step 2 Person 2 °




1. | know | or another applicant may be automatically provided
enrcliment into Health First Colorado {Colorado’s Medicaid
Program) or Child Health Plan Plus (CHP+) if we are eligible. |
can visit the Health First Colorado website at Colorado.gov/
PEAK for more information. | will immediately notify the State
of any medical claim or lawsuit | have. | will cooperate with the
State in coilecting the medical bills the State has paid. The State
may collect from any insurance company or court settlement
for medical bills that the State has paid. if | am on Health First
Colorado and receive money for the same medical bills that the
State has paid, | will give the money to the State. | assign to the
State all rights to payment for medical expenses and treatments.
I alse assign my right to appealo a denial of benefits by
another party responsible for payment for benefits to the State.
if there is an absent parent(s) from my home, and | am applying
for Health First Colorado, | must seek medical support from the
absent parent(s}. | may contact Child Support Enforcement for
assistance.

2. Federal and Colorado state law require the Department

of Health Care Policy and Financing to recover all medical
assistance benefits, including capitation payments, paid on
behalf of Health First Colorado clients from the estates of
deceased Health First Colorado clients who were permanently
institutionalized. For Health First Colorado clients who were over
the age of 55 when benefits were provided, the Department
recovers payments for nursing facility services, home and
community-based services, and related hospital and prescription
drug services. There are certain exemptions to estate recovery.
For further information, please contact your county and request
the “Medical Assistance Estate Recovery Program” brochure,

3. If  am eligibie for Advance Premium Tax Credit ("APTC"),
these payments will be made directly to my selected insurance

carrier(s). Acceptance of APTC may impact my annual tax liability.

| will be given the option to apply all, some or none of the APTC
amount | may be eligible for to my monthly premium.

4, If | am recelving financial assistance, | know that | must tell
the organization providing the assistance if information | listed
on this application changes. | am aware | have 10 calendar days
to report any changes if | am enrolled in Health First Colorado

Step 3 continues on next page 0

or Child Health Plan Plus (CHP+). Changes are to be reported
to my local county office for Health First Colorado or to CHP+. |

am responsible for paying fees, premiums and co-payments for
myself and my family if they are required for Medical Assistance
benefits. | know | have 30 calendar days to report any change to
Connect for Health Colorado if | am receiving Advance Premium
Tax Credits, Reduced Co-Pays or Deductibles, or | am enrolled

in a Qualified Health Plan. If my family is enrolled in multiple
insurance affordability programsa | must report changes to
each organization in the appropriate time frame. | understand
that a change in information could affect my eligibility and
eligibility for member(s) of my household.

5.l understand that my answers, together with any supplements
or additional pages, are the basis for the health insurance

policy that is issued. | agree that no insurance of financial
assistance program will be effective until the date specified by
the insurance company or organization providing the certificate,
palicy, or notice. | understand that | may request a copy of the
Application. | agree that a photographic copy of this application
shall be as valid as the original. A legible copy signature shall
have the same force and effectiveness as the original. This
document, or the infermation contained herein, will become a
part of the contract when coverage is approved and issued.

6. To make it easier to determine my eligibility for help paying
for health coverage in future years, if | am enrolled in a Qualified
Health Plan, | agree to allow Connect for Health Colorado to

use income data, including information from tax returns for

the next coverage year. €@ Connect for Health Colorado will
send me a notice, let me make changes, and | can opt out at

any time. { can visit the Connect for Health Colorado website at
ConnectforHealthCO.com for more information.

7. lunderstand that if | am eligible for the Advance Premium

Tax Credit {APTC) and/or Reduced Co-pays and Deductibles
these payments will be made directly to my selected insurance
carrier(s). Acceptance of APTC and/or Reduced Co-pays and
Deductibles may impact my coverage year(s) tax liability. | will be
given the option to apply all, some, or none of any APTC amount
I may be eligible for to my monthly premium,
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8. The Department of Health Care Policy and Financing and
Connect for Health Colorado do not discriminate on the basis of
race, color, ethnic or national origin, ancestry, age, sex, gender,
sexual orientation, gender identity and expression, religion,
creed, political beliefs, disability, or marital status in any of

its programs, services and activities. For further information
about the Department’s policy, to request free disability and/or
language aids and services, or to file a discrimination complaint,
contact: 504/ADA Coordinator, 1570 Grant St, Denver, CO
80203, Phone: 303-866-6010, Fax: 303-866-2828, State Relay:
711, Email: hepfS04ada@state.co.us. For information about

Connect for Heaith Colorado’s policy, aids and services or to file a
discrimination complaint, contact: General Counsel, 3773 Cherry
Creek N. Dr., Suite 1005, Phone: 303-590-9640, Fax: 303-322-
4217. Complaints can also be filed with the U.5. Department of
Health and Human Services Office for Civil Rights at http://www.,
hhs.sov/ocr/filing-with-ocr/index.html.

9, | know that it is unjawful to receive APTC and CSR from two
state Marketplaces at the same time. | have agreed to submit
this application for myself and/or my family. By signing this
application, | certify that | have reviewed this application;

that | understand and agree to the Rights, Responsibilities,

and Penalties; and that under the penalty of perjury, 1 certify

the information | have given is true including the information
concerning citizenship and alien status. This means | have
provided true answers to all the questions on this form to the
best of my knowledge. This certification extends to Producers or
other persons filling out an application on behalf of an applicant.
| know that if | am not truthful, there may be a penalty. Penalties
may include imprisonment, fines, denial of insurance, and civil
damages. Any insurance carrier or agent of an insurance carrier
who knowingly provides false, incomplete, or misleading facts

or information to a policyholder or claimant for the purposes of
defrauding or attempting to defraud the policyholder or claimant
with regard to a settlement or award payable from insurance

proceeds shall be reported to the Colorado Division of Insurance €P

with the Department of Regulatory Agencies. { have received
information on how to apply, what information is available, and
what | may nead to give the application site to help me with
getting benefits.

My right to appeal:
10. If | think Health First Colorado/Child Health Plan Plus
{CHP+) or Connect for Health Colorado has made a mistake, |

14

can appeal the decision. To appeal means to tell someone at
Health First Colorado/CHP+ or Connect for Health Colorado
that | think the action is wrong and ask for a fair review of the

action. | know that | can find out how to appeal by contacting
Health First Colorado at 1-800-221-3943, or | can contact the
Marketplace at 1-855-PLANS-4-YOU or by visiting their website
at ConnectforHealthCO.com. | know that | can be represented
in the process by someone other than myself. My eligibility and

other important information will be explained to me.

Additional Information

Domestic violence information and services are available to

me. If | ever feel | am in immediate danger | will call 911 If 1.
wolld like to receive information regarding safety and services
in Colorado, | will call the Colorado Coalition Against Domestic
Violence at 303-831-9632 or toll free at 1-888-778-7091. { may
also find the location of services near me by going to hito://
www.colorado.gov/edhs/dvp. The National Domestic Violence
Hotline at 1-800-799-SAFE (7233} or TTY 1-800-787-3224 or
hitp://www.thebotline. org/ can also provide information. If t am

a survivor of domestic violence, sexual assault, or stalking, the
Address Confidentiality Program {ACP) can provide me with a
legal substitute address to use instead of my real address for use
with state and local government agencies. | can find out more
about ACP at acp.colorado.gov. If | need or receive either of
these services | will tell my department worker.

Acknowledge (check box below)
D By checking this box, | agree to allow my information

to be used and collected from the data sources for this
application, including information from federal tax returns.
| have consent from all people | list an the application
allowing collection of infermation about them from data
sources for this application. (See full Privacy Statement on
page 17.)

Step 3 continues on next page e




As part of the eligibitity process, we are required to verify information you have provided us for this application. By checking the
box below, you indicate that Connect for Health Colorado does not have permission to verify income information from tax returns.
By not allowing the use of this data, you understand that Connect for Health Colorado will send you a letter requesting that you
provide proof of information for your household, including your annual income,

If you do not provide the requested proof of your household’s income tax return information within 90 days of the request, you will
be determined ineligible for Advance Premium Tax Credits/Cost Sharing Reductions (APTC/CSR).

[ ] tdo not give Connect for Health Colorado permission to validate my income data
against federal sources.

Sign Here

Sign this application. The person who filled out STEP 1 should sign this application. If you are an authorized

representative, you may sign here as long as you have provided the information required in Worksheet A /
(pages 18 - 19).

Person 1 signature or Authorized Representative Date (mm/dd/yyyy)

If you are signing this application outside of Open Enrollment make sure you review Worksheet H / {page 30). Open
Enroliment begins November 1 and ends January 31.

The next two (2} questions are used to figure out if you qualify for services from the Healthy Communities Program through Early
and Periodic Screening, Diagnostic and Treatment (EPSDT) o provisions of Health First Colorado {Colorado’s Medicaid Program).
These questions are optional.

1. Special services may be available to children and pregnant [_] Medical Services [] Prescriptions

women. Please check the health services that any pregnant

[] Mental or Behavioral ~ [_] School or Health
women or children in your household get or use:

Health Services Services

[] Other (Describe}: ]

2. Has any child in your household been to the emergency room for treatment since his or her last visit to [] Yes [] No
the doctor?

Attention: You may not be done

* Did you get help with this application? Fill cut Worksheet A / {pages 18 - 19).
* Does one of the following apply to anyone on the application? If yes, fill out Worksheet B / if you want to find out if
vou qualify for additional services. (pages 20 - 24).
> A person on the application has a medical or developmental condition that has lasted, or is expected to last, more
than 12 months, including blindness.

= A person on the application needs help with some or all of his/her self-care activities {bathing, dressing, eating, or
using the bathroom).

» A person on the application is in, or has been in a medical facility {such as a nursing home, hospital, mental health
institution, or a group home) within the last 90 days.
< Qualify for or enrolled in Medicare.
o Qualifies for or is enrolled in: Medicare, TRICARE, €P Peace Corp, Other State or Federal Health Benefit Program, VA
Health Care Benefits, @ or Other Coverage fill out Worksheet C / {page 25).
e Qualifies for or is enrolled in insurance from an employer: fill out Worksheet D / {page 20).
e American Indian/Alaska Native? Fill out Worksheet E / (page 27}.
e Self-employed? Fill out Worksheet F / (page 28).
s Other income that is not from a job or self-employment? Fill out Worksheet G p 4 {page 29).
« Applying outside of Open Enroliment and had a life change event in the past 60 days? Fill out Worksheet H /
(page 30).
« More than two people in the household? Fill out Worksheet | / {pages 31 - 34} for each additicnal person.

End of Step 3 e 15



Your application can be processed at either your local County
Department of Human and Social Services Office or by
Connect for Health Colorado.

B




Connect for Health Colorado (“the Marketpiace”) and
the Department of Heaith Care Policy and Financing will
keep the information you provide private, as required by
law. Howevey, if you chose to apply for assistance, the
Marketplace and Department of Health Care Policy and
Financing can use or share your household information
with other program(s). The information can only be
used for purposes of insurance coverage, treatment,
payment, determining eligibility, and other program and
administrative operations or other purposes permitted
by law. Assistance programs will check your answers
using information in our electronic databases and the
databases of partner agencies. If the information does
not match, we may ask you to send us proof.

You will be asked to provide only the minimum
information necessary to determine eligibility for
assistance and relevant health plan options, as
applicable. As part of the process, we will communicate
with you or your authorized representative, and then
provide the information to the health plan you select so
that they can enroll those who are eligible in a qualified
health plan or an insurance affordability program,

Demographic information on race and ethnicity will be
shared with health insurance carriers by the Marketplace
only for the purpose of determining your eligibility for
benefits that are applicable to certain ethnic groups.

Health insurance carriers can no longer deny coverage
based on your health status. If you are seeking
assistance, we may ask you screening questions about
your medical history to help us determine which
assistance programs you are eligible for. This information
is not used to determine your insurance rates. Household
members who do not want insurance will not be asked
questions about citizenship or immigration status.

Important: The Marketplace and the Department of
Health Care Policy and Financing are authorized to coltect
information on the application, including Social Security
numbers, and will confirm information that may affect
initial or ongoing eligibility for all persons listed on your
application. You are allowing the Marketplace and the
Department of Health Care Policy and Financing to use
Social Security numbers and other information from

your application to request and receive information or
records to confirm the information in your application;

if you apply for other public assistance programs, the
Department of Human Services may use this information
as well. You release the Marketplace and the Department
of Health Care Policy and Financing from all liability for
sharing this information with other agencies for this

Application continues on next page 0

purpose. For example, the Marketplace and the
Department of Health Care Policy and Financing may
receive from and/or share your information with any of
the following agencies: Social Security Administration;
Internal Revenue Service; United States Customs and
Immigration Services; Department of Homeland Security;
Centers for Medicare and Medicaid Services; Colorade
Department of Labor and Employment; financial
institutions (banks, savings and loans, credit unions,
insurance companies, etc.); child support enforcement
agencies; employers; courts; and other federal or state
agencies. We need this information to check your
eligibility for health insurance or help paying for health
insurance and to give you the best service possible if you
choose to apply.

The Marketplace and the Department of Health Care
Policy and Financing wiil also use the information

you provide as part of the ongoing operation of both
agencies, including activities such as reporting on and
managing the insurance affordability programs @ for
eligible individuals, performing oversight and quality
control activities, combating fraud, and responding to
any concerns about the security or confidentiality of the
information. We will use the information you provide for
our internal business purposes only, and we will not sell
or trade it.

You have the right to see certain information we
have about you. You may also have the right to have
this information corrected if we have any incorrect
information on file.

Protection of your data: Connect for Health Colorado
and the Department of Health Care Policy and Financing
have significant protections in place to ensure the privacy
of your personal information.

To review the full privacy policy for Connect for Health
Colorado please visit: http://connectforheaithgo.com/
site-information/privacy-policy/

To review the full privacy policy for the Department of
Health Care Policy and Financing please visit: https://

www.colorado.gov/pacific/hcpf/health-insurance-

portability-and-accountability-act-hipaa-0

17



Person 1 Name: Date of Birth:

Worksheet A

5 For Warksheet A, tell us about who'is h helpmg you with your appllcatlon
I + Fill out Sectmn A for Authorized Representative : j
; «_Fill out Sectian B for Certified Appllca‘aon Counse!or, Health Couerage Guade, Agent/Broker Agencv Represe

.

Outreach Spec:aiist i

1. s your authorized representative an: [ | Individual [_] Organization

2. Authorized Representative First Name: Middle Name: Last Name:

3. Organization/Company Name (if applicable} 4. Organization/Company iD (if applicable)

5. How is the Authorized Representative related to you? (if applicable)

. Authorized Representative’s address (leave blank If you don’t have one) Apartment/Suite #

7. In Care Of (If applicable):

8. City 9, State 10. Zip Code 11. County

12. Email Address

13. Phone Ext.

14. Do you want your Authorized Representative to receive []Yes [_]No
copies of your notices/communications? '

' _Z_By sighing, \,iou ali_bw.ﬁhg_Authoriiéd Ré'pkés}entéﬁve to sign your-.applicaﬁon,:'géf.informatio_' 2

~for you on all future matters with this agency and/or Connect for Health Colorado.

Applicant’s Signature Date (mm/dd/yyyy)

138 Worksheet A continues on next page 0



Person 1 Name; Date of Birth:

By signing, | agree to fulfill all responsibilities within the scope of the authorized representation that the individual who | represent is
required to fulfill, | agree to maintain the confidentiality of any information regarding the applicant or client provided by the agency

or Connect for Health Colorado in compliance with state, federal, and all other applicable laws.

If an Authorized Representative is an organization, the signature of an organizational contact who is either a provider, staff member
or volunteer of the organization is reguired.

As a provider, staff member or volunteer of an organization which is an Authorized Representative, | affirm that | will adhere to the

regulations in 42 CFR §431, Subpart F and to 45 CFR §155.260(f), and 42 CFR §447.10, as well as all other relevant state and federal
{aws concerning conflicts of interests and confidentiality of information,

Authorized Representative/Organizational Contact Signature Date (mm/dd/yyyy}

If you have been given the legal authority to act as an Authorized Representative on the applicant or client’s behalf through
some means other than assignment through this Worksheet, you will need to affirm that you have that authority and provide the
appropriate documents verifying that you have that authority.

I, affirm that | have legal authority to act an behalf of the applicant or client. {Please provide a copy of the following documents
with this application when it is submitted: a power of attorney, court order establishing legal guardianship, or other legal document
explicitly stating that you may legally act on behalf of the applicant or client.}

Section B: For Certified Application Counselors, Health Coverage
Guides, Agents, Brokers, Agency Representative, or Outreach
Speaahst only o

15" Date (mm/dd/yyyy) 16. Select One: [ Certified Application Counselor [ Health Coverage Guide

[] Agent/Broker [ ] Agency Representative [ ] Outreach Specialist
17. Legal First Name: Middle Name: Last Name:
18. Organization/Site Name 19. 1D Number {Guide ID or state license number, as applicable]

End of Worksheet A ° 19



Person 1 Name: Date of Birth:

The mformatzon in Worksheet B is needed fo find out |f mdxvnduals that are 65 years or older'o _have dlsabllmes qualify

for medical assistance or Medicare i premium assistance. Thls is also needed for individuals that are in, ar: have been in,

a medical facmty or need help with self-care activities in the home (i.ong -Term Care Services and Supports); You have the
option to complete Worksheet B to find outif you qualify for health coverage forindividuals'wha have a d|sabs ty, "1 are

65 and older, and/or who are biind. If you fill out this Wor ksheet send this application to vour-Local County Department of
Humaﬁ énd Social Services (see & Elst in Addendum A}, Please ﬁiI out compietely : If you needto add more nformahon please_
make a copy of this waor kshe@t - : ; : :

Add:tlonal lncome

1. Your Name (First, Middle, Last}: Date of Birth:

2. Tell us about Additional Income you or your spouse received this month or last month. Do not repeat income that may have
already been listed on earlier income pages.
EI No Additlonal Income.

Type of income " | Month received Who it is for? Monthly amount before taxes
and deductions

3, Tell us about Expenses you or your spouse have this month or last month. Do not repeat expenses that may have already been

listed on earlier pages.
{1 No Expenses.

Type of expense Who pays this expense? | Who is it for? Month Amount

20 Worksheet B continues on next page o



Person 1 Name: Date of Birth:

4. Tell us about Resources you or your spouse received this month or last month, even if you or your spouse are rot requesting
assistance,
[] Ne Resources,

Type of Resource Ownaers Name(s)? Account Number Amount Name of Financial | Jointly
Institution Owned?

] Yes [] No

[ Yes [] No

[ Yes [] No

[(] Yes [] No

5. Tell us about Property you or your spouse own or are buying, even if you or your spouse are not requesting assistance.

[] No Property.

T

Owners Name(s}? Jointly Owned? | Full Address of Property Type of Property | Value Amount
Owed?

M Yes 1 No

[ 1Yes ] Ne

1Yes ] Ne

6. Tell us about Vehicles you or your spouse own or are buying, even if you or your spouse are not requesting assistance.

[ No Vehicles.

Owners Name(s)? Jointly Owned | Type of Vehicle Year Miake/Model Value Amount
Owed?
[]Yes [ No
[]Yes [JNo
] Yes [] No
[]Yes [[] No

Worksheet B continues on next page 0 21



Person 1 Name: Date of Birth:

7. Tell us about Life Insurance Policies you or your spouse own, even if you or your spouse are not requesting assistance.

[ No Life Insurance Policies.

Owner Name(s) Policy Number Individuals Covered | Insurance Company | Face Value Cash Value

s

8. Tell us about Burial Policies you or your spouse own, even if you or your spouse are not requesting assistance.
[] No Burial Policies.

Name of Applicant or Spouse | Amount Is it Irrevocable? | Name of Institution or Person Holding the
Money
] Yes [] No
] Yes [] No
[ Yes [] No

9. Tell us if you, your spause, or anyone acting on you or your spouse’s behalf has given away anything of value within the last 5
years, even if you or your spouse are not requesting assistance.
[ Nothing of value has been given away within the last 5 years.

Person Who Gave item | item Given Away Date Given Away Value of Item Amount Owed

Away

22 Worksheet B continues on next page c



Person 1 Name: [Date of Birth:

Disability Questions

10. Has anyone who is disabled in the househotd applied for Supplemental Security Income (SSI)?

[1Yes []No
If yes, Name of person {First, Last}: SSIapplication date (mm/dd/yyyy):  iWhat is the status of the application?
[]1Pending [] Approved [] Denied
11. Does this person receive Supplemental Security Income or Social Security Disability Insurance?

[l1Yes [] No
If no, has this person ever received Supplemental Security income/Social Security Disability Insurance?

[IYes [] No
it yes, when did Supplemental Security Income/Social Security Disability Insurance end?  [End date (mm/dd/yyyy):

Reason Supplemental Security Income/Social Security Disability Insurance Ended:

Fill out this section if you qualify

______ for or are enrolled

M : ) ’“Medare S
Medicare, leave the other questions blank. edicare, |f

12. What is your Medicare Claim Number? You can find this number on the front of your Medicare card:

MEDICARE PART A MEDICARE PARTB - MEDICARE PART € MEDICARE PART D
13. Are you entitled to or 18. Are you entitled to or 22. Are you entitled to or 24. Are you entitled to or
receiving Medicare Part A? | receiving Medicare Part B? receiving Medicare Part C receiving Medicare Part D?
[ Yes [ No [ Yes [ No {Medicare Advantage)or will [J Yes ] No

you be entitled or enrolled

14, Is your Medicare Part A | 19. When did your 25. When did your

in the month in which you

premium free? Medicare Part B begin would like to purchase Medicare Part D begin
[ Yes [JNo !(mm/ yyyy)? l private health insurance? |(mm/ yyyyi?
15. Are you currently [JYes [ ]No -
{7 I don"t know. ] idon’t know.
enrolled?
23. When did :
[ Yes [ No 20. How much is your 3 en aid your 26. How much is your

Medicare Part C begin

Medicare Part B premium? Medicare Part D premium?

16. When did your {mm/yyyy)?

Medicare Part A begin | l [ | l

{mm/yyyy)? 3 dont know. [ 1 don't know 1 I don’t know.

I I 21. Who pays for your 27. Who pays for your

3 | don't know. Medicare Part B premium? Medicare Part D premium?

17. Who pays for your i

Medicare Part A premium?

Worksheet B continues on next page 0 23



Person 1 Name;

Worksheet B

correct ] must also sngn page 15 of thls appincahon

{Print Name) First Middle Last Suffix

Applicant’s Signature Date (mm/dd/yyyy)

Authorized Representative, Conservator, Guardian, or other Contact:

(Print Name} First Middle Last Suffix

Applicant’s signature Date (mm/dd/yyyy)

24 End of Worksheet B e



Person 1 Name: Date of Birth:

Worksheet C

Part 1

If you or anyone in your household are currently enrolled in any of the following types of coverage, please fill out the table below. if
there are more than four individuals in your household that are enrolled in this coverage, please make a copy of this Worksheet.

Name of Person Enrolled Type of Coverage From List Insurance Company Name Policy Number
Above

Part 2

If you or anyone in your household are currently enrolled in any of the following types of coverage, please fill out the table below. If
there are more than four individuals in your household that are enrolled in this coverage, please make a copy of this Worksheet.

Name of Person Enrolled Type of Coverage From List Insurance Company Name Policy Number
Above

End of Worksheet C e 25



Person 1 Name: Date of Birth:

, Enfof'rr’i'éﬁon:.'.'prc')'_"&;f_:i'ded'.sho_u[d o] ba.‘see__:l.on coi}é'rage yea_i’ VO for. if you have COBRA
or a-Retiree Health Plan, fill out Worksheet C. P S .

First and Last Name of Employee Offered Coverage Date of Birth [mm/dd/yyyy)

Who else in your household has access to this coverage? If there are more than four individuals in your household that have access
to coverage, please make a copy of this Worksheet.

Household Member's Name Is this person eligible but not enroiled, or is this parson Date your insurance could have
enrolled? Check the box that applies. started (mm/fyyyy)

7] Eligible but not enrolled  [7] Envolled

7] Eligible but not enrolled [ Enrolled

] Eligible but not enrolled [} Enrolled

{7 Eligible but not enrolled [} Enrolled

Employer Name

Employer Phone Empioyerl'lf,ntiﬁcaﬁon Number (EID) I:] l:l
Employer Address City State Zip Code

A health plan meets the minimum value standard 0 if it pays at least 60% of the total cost of medical services for a standard
population and offers substantial coverage of hospital and doctor services, In other words, in most cases a plan that meets minimum
value will cover 60% of covered medical costs. You'd pay 40%. Most job-based plans meet the minimum value standards. Do you
have access to an employee-only health plan that meets the minimum value standard health plan? (] Yes [] No

If yes, what is the name of the lowest-cost plan offered only to the employee (do not include family plans):
(1 1don’t know.
How much would you pay in premiums for this plan?

How often do you pay this premium? [ Weekly {1 Monthly [} Other:
[J Every 2 Weeks {1 Yearly
[1 Twice aMonth ] [ don’t know

Does your employer offer wellness programs to the employee (do not include family plans)? [ Yes [] No

If yas, provide the premium that the employee would pay if he/she received the maximum
discount far any tobacco cessation programs, and didn’t receive any other discounts based |$ ‘ |
on wellness programs:

What change, [} Employer won't offer health coverage How much will the employee have to pay in premiums for that
ifany, willthe  — prpigver will start offering health coverage  plan?|$ |
employer make to employees or change the premium for the

for the new plan lowest-cost plan that meets the minimum Frequency: [} Weekly [7] Every 2 Weeks [ | Monthly

year? value standard and is available to the [7] Yearly [] Twice aMonth [] I don’t know
employee only. (Premium should reflect the
discount for the wellness program).

26 End of Worksheet D °
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Person 1 Name: Date of Birth:

Compiete thls Worksheet :f you ora househo!d member are an American |ndian or Alaska Native (Al/AN) ”S bmlt
this with your appticahon JFyou qual:fy for a tax credit or other help with costs, the Marketplace w 'request proof
of your status” American Indians ancl Alaska Natives can get services from the Indlan Healt ' er\nc 5, “T"ribal Heaith
Programs or Urhan Indian Health Programs or through a referra!f one of these programs. ' _

‘have to pay cost sharmg and may get special monthly enroliment per;ods Answer the foliowmg-questlons to make '

Certain money you receive may not count as income for determining if you qualify for Health First Colorado or CHP+. List any income

{type, amount, and how often)} reported on your application that includes money from these sources:

* Per capita payments from a Tribe that come from natural resources, usage rights, leases or royaltles.

» Payments from natural resources, farming, ranching, fishing, leases, or royalties from land designated as Indian trust land by the
Department of Interior (including reservations and former reservations).

» Money from selling things that have cultural significance.

(Fint Némé) First B ] Last Suffix
income Type: Amount How often?
Member of a federally recognized If Yes, Tribe name: State Tribe is located in?

Tribe?@ [ Yes  [JNo

Income Type: Amount How often?

State Tribe is located in?

Member of a federally recognized Tribe? |If Yes, Tribe name:

[JYes [JNo

i’rintName) First

Income Type: Amount . How often?

State Tribe is located in?

Member of a federally recognized Tribe? {If Yes, Tribe name:

[ Yes 1 No

{Print Name) First

Income Type: Amount How often?

State Tribe is located in?

Member of a federally recognized Tribe? |If Yes, Tribe name:

] Yes ] No

1 Who in the household has received a service from the Indian Health Service, a Tribal Health Program, {] Person A [] Person C
or Urban Indian Health Program or through a referral from one of these programs? {1 PersonB [ ] PersonD

2. If none, who in the household is eligible to receive services from the Indian Health Service, a Tribal ] Person A [] PersonC
Health Program, or Urban Indian Health Program or through a referral from one of these programs? [l PersonB8 [ ]| PersonD

End of Worksheet F ° 27



Person 1 Name:

1. First and Last Name 2. Date of Birth {mm/dd/yyyy}

3. What type of self-employment [~} pay Care [ Self-Employment Farming [ Sale of Crops
do you have? (7] Sale of Livestock/Poultry [ Other: |
4, What is the name of your self-employment business?

5. Are you the only owner of If no, please answer the questions at How many owners are there

the business? [_] Yes [ No right. If yes, please skip to question 6. {including yourself)?
What percent of the business

do you own?

6. How much money does your self-employment business make? Give us that  6a. Current Gross
amount the business earns before any taxes, deductions, or expenses are taken Monthly Amount:
out. if your income changes from month to month, tell us your Current Gross 6b. Expected Annual

Monthly Amount {6a) AND your Expected Annual Amount (6b) AND if you Amount:
6¢. Will the Expected Annual Amount from this

. . v tell self employment be the same or lower in the next
calendar year (6c). If your income is the same each month, then only tell us calendar year? ] ves 1 No

expect your Expected Annual Amount will be the same or lower for the next

your Current Gross Monthly Amount (6a).

7. Do you have any monthly self-employment expenses? [ Yes 1 No
If yes, list all of your self-employment expenses befow.
If you need more space to report all of your expenses make a copy of this page. For a

more extensive list please see the separate Instruction Booklet available at Colorado.
gov/HCPF/Apply and ConnectforHealthCO . com/resources/the-basics/customer-
resources/, If your self-empioyment expenses change month to month, fill out both the
Current Amount AND the Expected Annual Amount. if your self-employment expenses
do not change month to month, you only need to fill out the Current Amount.

Expected Annual
Amount

Current Amount

Frequency [T} One Time Only [1 Twice Monthly
™ Weekly [] Monthly
] Every 2 Weeks [7] Yearly

Current Amount Expected Annual Frequency [7] One Time |y ] Twice Monthly
[ Weekly 1 Monthly
[] Every 2 Weeks [l Yearfy

SR
5
i
Q
e !
tn
>
o
(1}
3
n
™

Amount

Expected Annual
Amount

Current Amount Frequency [] One Time Only 'fj Twice Monthly -

] Weekly ] Monthly

Type 0 Epense

(1 Every 2 Weeks [7] Yearly

Type of Expense Current Amount Expected Annual Frequency [7] One Time Only [ ] Twice Monthiy
Amount

] Weekly ("] Monthly
[ Every 2 Weeks [ | Yearly

Type of Expense Current Amount Expected Annuat Frequency [] One Time Only TwiceMonthly
Amount [ Weekly 3 Monthly
] Every 2 Weeks [} Yearly

28 End of Worksheet F °




Person 1 Name:

1. First and Last Name

2. Date of Birth {mm/dd/yyvy)

Section A: Grants, Scholarships, or Work Study

2. Does this person have any income from Grants, Scholarships, or Work Study?

(] Yes 1 No

If yes, answer questions 3 and 4 below.
If no, skip to Section B.

3. What is the amount (3) of Grants, Scholarships, and/or Work
Study this person used for living expenses this month?

4. What is the taxable amount (3} of Grants, Scholarships, and/or

Work Study this person received for the year?

Section B: Other Income

Please list all your other income below.

5. Does your other income type change month-to-month? ] Yes {7] No

If yes, fill out the Current Amount AND Expected Annual Amount columns
for each type of other income that applies to you. If no, you do not need

to fill out the Expected Annual Amount column.

You do not need to report any money from the following types because

they are not considered income: Supplemental Security Income {S5l},

Veterans Benefits, Child Support Payments, Adoption Assistance Program,

Workers Compensation, or Gifts.

Type of income

Current Amount

Current Amount

Current Amount

Current Amount

Expected Annual
Amount

Expected Annual
Amount

Expected Annual
Amount

Amount

Expected Annual
Amount

[ Weekly
[J Every 2 Weeks

] Monthly

7 Yeard

R

] Twice Monthly
[ ] Monthly
[ Yearly

Frequency [} One Time Only
[ Weekly
[T} Every 2 Weeks

D

Frequenc

[J One Time Only (] Twice Monhiy
3 Weekly
[] Every 2 Weeks

(] Monthly
[ Yearly

B TR

Frequency [ One Time Only [7] Twice Monthly

[ Weekly (1 Monthly
[] Every 2 Weeks [] Yearly

End of Worksheet G °
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Person 1 Name: Date of Birth:

' lf you or someone in yout household have expertenced a Life Change Event teH us about tha‘i he;’e tf your §1fe mrcumstances
" have not. changed thhm the past 60 days, you can leave the answers hlank. These quesmons are optzonaf unle

“to enroll ina health ptan thlough Connect for Health Colorado outside of ’che Open En oliment Period..
“Certain changes in your household may allow you 10 pzzrchaée anew plan or make changes to your exushng plan tbrough'
' Connect for Health Colorado. . .

If: you need more space to fill'in the names of the housei‘zold members who have expe iencel "ch_e Life Chango vent yo ére_ —

repor ng, make a copy, of ’ChIS Worksheet before filling in thls page.
Note: The loss of othe

Date of move (mm/dd

30 . End of Worksheet H °



Person 1 Name: ) Date of Birth:

;[example, PERSON 3, PERSO '4 etc ) Make ad i or;ai cop:es an ' attach :f ne ce: ssary ,

(Mlddle) | (Last)

1. LegaIName(First) T

2. Date of Birth {(mm/dd/yyyy) 3.5ex: [] Male [] Female
4. Home Address (leave blank if you do not have one} Apartment/Suite #
City State Zip Code County

5. If this person is 18 years or older, would they like to receive their own mail about their ] Yes [] No
health coverage? If yes, please fill out mailing address below.

6. Mailing Address (if different from Home Address) Apartment/Suite #

7. In Care Of (if applicable):

City State Zip Code County

8. Email Address

9. Primary Phone Ext Phone Type: [] Cet  [] Home [ ] Work
10. Secondary Phane Ext Phone Type: [} Cel [] Home [] Work
11. Preferred Spoken Language: [_| English [_] Spanish Other (Please Specify):
12. Preferred Written Language: [ ] English  [_] Spanish Other (Please Specify):

13. Is this person temporarily living outside of Colarado? [7] Yes ] No

14. If this person is temporarily living outside of Colorado, where in Colorado will they be living when they return?

City Zip Code County

15. Social Security Number (SSN)

If THIS PERSON is applymg for Health Flrst Colorado or Ch;ld Hea[th Plan Plus (CHP+), _1 and have a SSN we need thls

Worksheet I continues on next page 0 31



Person 1 Name: Date of Birth:

Worksheet |

If THIS PERSON does not have a SSN, and Is applying for health coverage, tell us why THIS PERSON does not have a SSN.

[] Has applied for 3 SSN*  [] Not eligible to receive aSSN ] Ohly eligible to receive a SSN for valid non-work reason
[ Refuses to obtain due to well established Religious objection

*If someone does not have a Social Security Number, they can visit http://www.ssa.gov/ssnumbes/ for information on how to apply
for a Social Security Number. They can also call the Social Security Administration at 1-800-772-1213 (TTY 1-800-325-0778).

16. Does THIS PERSON plan to file a federal income tax return next year? [] Yes ] No
You can still apply for Health First Colorado, CHP+, or other health insurance even if

you do not file a federal income tax return. However, you must plan to file federal taxes
every year you receive Advance Premium Tax Credits (APTC) or Cost Sharing Reductions
{CSR) through the Marketplace. If yes, answer questions A-F. If no, skip to question E.

A. What is THIS PERSON's current federal income tax filing status? [} Single [[] Married Filing Jointly
] Head of Household £ Married Filing Separately [ ] Qualifying Widow(er} with Dependent Child
B. If this person checked that they are “Head of Household” or “Married Filing

Separately”, do exceptional circumstances e apply to their case? {]Yes [ ] No
C. If THIS PERSON Is filing jointly, please name his or her spouse. (] Yes [ No
L. will TH!S PERSON claim any dependents on their tax return? [ Yes [ No
» [f yes, list the legal name(s) of dependents:
E. If THIS PERSON is a tax dependent, list who claims them as a dependent:
* Is this person listed on the application?
[]Yes ] No
* |s this person a non-custodial parent?
[JYes [ No
F. Is THIS PERSON living with both parents, but their parents do not expect Vi N
to file a joint federal income tax return? [ Yes []No

tions with an {*) cannot be used to determine the availability or :é'_cis't:'_df_'__'premi'u"_'_ s for any health insurance

purchasaed through the Marketplace. This:information is necessary_;p_ ens : you and your fa caiv "a correct ¢ etermination -

for the program yo{; ?ha\} qualify for.
17. Is THIS PERSON pregnant?
[ Yes [ No
If yes, how many babies are expected? Due Date (mm/dd/yyyy}?

18. Does THIS PERSON need health coverage?
[] Yes. (Answer all the following questions.} ] No. (Skip to Question 32.)

19. Does THIS PERSON live with at least one child under the age of 19, Vi N
and is THIS PERSON the main person taking care of this child? [ Yes [ ] No

20. Is THIS PERSON a full-time student?

[J Yes [] No

21. *Does THIS PERSON have a medical, physical, mental, or developmental condition that
has lasted, or is expected to last, more than 12 months, including blindness?o [JYes [] No

22. *Does THIS PERSON have a medical, physical, mental, or develepmental condition that
causes THIS PERSON to regularly need help with some or all of THIS PERSON's self-care {1 Yes ] No
activities (such as bathing, dressing, eating, using the bathroom)?

32 Worksheet I continues on next page e



Date of Birth:

Person 1 Name:

23. *Does THIS PERSON need to move to a nursing home, acute care, hospital, group home, mental health institution or long-term
care facility within the next 30 days, or does THIS PERSON need in-home health care to stay in their home?

3 Yes (] No . _
If THIS PERSON answered ‘Yes’ to either Question 21, 22, 23, or qualifies for Medicare, THIS PERSON has fhe option to complete
Worksheet B / {pages 20 - 24) to find out if they qualify for health coverage for individuals who have a disability, are 65 and
older, and/or who are blind.

24. 15 THIS PERSON a U.S. citizen or U.S. national?
[T Yes {1 No

25. if THIS PERSON is not a U.S. citizen or U.S. national, does THIS PERSON have an eligible immigration status?
{1 Yes (Fill out the following table.)

Non-citizen Status: Immigration document type:
Alien or 1-94 number: Card/Passport number:
Document expiration date: Country of issuance:

Has THIS PERSON lived in the U.S. since 19967
[J Yes [[] No

Is THIS PERSON, their spouse or parent an honorabie discharged veteran or an active-duty
member of the U.S. military? [] Yes [} No

For an extensive list of non-citizenship status and immigration documents, please see the separate Instruction Booklet available at

Colorado.gov/HCPF/Apply and ConnectforHealthCO.com/resources/the-basics/customer-resources/.

26, Does THIS PERSON want help paying for medical bills from the last 3 months?
[ Yes [] No
If yes, list the months that they want help (mm/yyyy)

27. 1s THIS PERSON being treated for an injury for which they have brought or will bring a fegal claim?€p
M Yes [1 No

28. Does THIS PERSON qualify for or are they enrolied in any of the following types of
health care coverage? If yes, select which applies and fill out Worksheet C / {page 25}.

[] TRICARE [} Peace Corps [] Other State or Federal Health Benefit Program [_] VA Heafth Care Benefits
{71 COBRA [ Retiree Health Plan [] Other: ,

29. Does THIS PERSON qualify for or are they enrolled in Medicare? [ Yes [ No

if yes, Parson 2 has the option to complete Worksheet B / (pages 20 - 24) to find out If they qualify for
health coverage for individuals who have disabilities, are age 65 or older, and/or who are blind,

30. Does THIS PERSON qualify for health insurance through a ¥
current employer? If yes, fill out Worksheet D / (page 26). L] Yes L1 No

31. Is THIS PERSON currently incarcerated?
] Yes ] Ne

If yes, is THIS PERSON currently waiting for
a decision on charges? [] Yes [ Neo

32. Race (optional - check all that apply)
[] American Indian or Alaska Native (fill out Worksheet E) V4 [T] AsianIndian  [] Black or African American

[] Chinese [} Filipino ] Guamanian or Chamorro [ ] Japanese [] Korean [ ] Hispanic/ Latino

[] Native Hawaiian ~ [_| Other Asian  [] Other Pacific lslander  [] Samoan  [_] Vietnamese

[] White or Caucasian [ Other: | |
33
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Person 1 Name;

Date of Birth:

33. Current Job & Income Information (check ali that apply)
[T Hasajob

If they are currently
employed, tell us about
their income. Start with

[_] Does not have a job
Skip to question 62.

Current Job 1:

questions 34,

=

[] Is self-employed
Fill out Worksheet F /
{page 28} and return
to guestion 62.

Has other income

{including rental

income). Filt out B
Worksheet G /
{page 29} and return .
to question 62.

34. Employer Name:

35. Employer Address (leave blank if you do not have one}

36. Apartment/Suite #

37. Employer Phone

38. City

39, State

40. Zip Code

41. Wages/tips (before taxes) S

1 Monthly

[ Every 2 Weeks [] Yearly

Pay Period: [7] One Time Only [ Twice Monthly [} Weekly

42. Average Hours Worked Each

Week:

44, Does THIS PERSON's income from this job change month to month? [} Yes

43. Tell us the total gross pay @@ that THIS PERSON got or will
get this month as a one-time payment from this employer.
{This could be a bonus or one time payment they got.}

[] No

If yes, fill out the Current Wages/Tips AND Expected Annual Income
for this job. If no, only fill out the Current Wages/Tips in number 42

ahove. They do not need to fill out the Expected Annual Income.

45, Expected Annual income €)
from this joh.

46 a. Is this income from seasonal employment? If yes, answer 47,
46 b. Is this income from commission-based employment {including tip [} Yes

based employment)?

47, Will the expected annual income from this job be the same or lower [] Yes
in the next calendar year?

Current Joh 2: (If vau enly have one job, skip to question 62.)

1 No
[ 1 No

[ Yes

[} No

48. Employer Name:

49, Employer Address (Leave blank if you do not have one)

50. Apartment/Suite #

51. Employer Phone

52. City

53. State

54. Zip Code

55. Wages/tips (before taxes) 5

1 Monthly

[] Every 2 Weeks [] Yearly

Pay Period: [7] One Time Only [} Twice Monthly {7] Weekly

56. Average Hours Worked Each

Week:

34

57. Tell us the total gross pay that THIS PERSON got or will

get this month as a one-time payment from this employer.
(This could be a honus or one time payment they got.)

Worksheet | continues on next page 0



Person 1 Name: Date of Birth:

Worksheet |

58. Does THIS PERSON’s income from this job change month to manth? [] Yes 1 No
If yes, fill out the Current Wages/Tips AND Expected Annual Income for

this job. If no, only fill out the Current Wages/Tips in number 42 above.

They do not need to fill out the Expected Annual Income.

59. Expected Annual income 60 a. is this income from seasonal employment? If yes, answer 61. ] Yes [} No
from this job: 60 b. Is this income from commission-based employment {includingtip [JYes [ No

based employment)? If yes, answer 61.
61. Will the expected annual income from this job be the same or lower [} Yes [ No

in the next calendar year?
62. DEDUCTIONS: ) Check all that apply, and give the amount and how often THIS PERSON pays it. Telling us about these

deductions could make the cost of health insurance lower. THIS PERSON should not include a cost that they already considered in
their answer to job income and net self-employment,

63. Does THIS PERSON’s deductions change month to month? [] Yes [] No

if Yas, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.

If THIS PERSON is not paying the deduction at this time, but expects to claim it on their tax return, fill out $0 for the Current Amount,
and write the amount they will include on their tax return for the Expected Annual Amount.

if No, only fill out the Current Amount column. They do not need to fili out the Expected Annual Amount column.

Current Amount Expected Annual Frequency [] One Time Only [ ] Twice Monthly
Amount

] Weekly ] Monthiy

Every 2 Weeks [7] Yearly

B

Current Amount Expected Annual Frequency [7] OneTime Only [[] Twice Mothl
A t
mouh ] Weekly 7] Monthly
[ Every 2 Weeks [ ] Yearly
r R e
Type of Deduction Current Amount Expected Annual Frequency [} One Time Only [ ] Twice Monthly

Amount M Weekly [} Monthly

1 Every 2 Weeks [ ] Yearly

64. Tell us the total amount of income THIS PERSON plans to report on their tax return that
they have NOT yet included in this application and its Worksheets. Include incomes such as
past employment, or benefits that THIS PERSON received in past months.

65. After you submit this application, we will verify  [[] Stopped working at a job Date the change occurred?
your income. Please tell us if any of the following [ ] Hours changed at a job (mm/dd/yyyy)
have happened to you in the past two years to help [] Change in Employment

us with this verification process. Check the box and [] Married, Legal Separation, or Divorce

enter the date this change occurred for all reasons h L€6 4 !
that apply showing why your income has changed. (] Other:

End of Worksheet | ° 35



Broomfield - Department of Health and Human Services
#6 Garden Center

Broomfield, CO 80020

Phone: 720-887-2200; Fax: 303-4659-2110

Adams - Department of Human Services
7190 Colorado Boulevard
Commerce City, CO 80022
Phone: 303-227-2800; Fax: 303-227-2380

- B

7o)

Cheyenne - Department of Human Services
560 West 6th North

P.O. Box 146

Cheyenne Wells, CO 80810

Phone: 718-767-5629; Fax: 719-767-5101

Arapahoe - Department of Human Services
14980 East Alameda Drive

Aurera, CO 80012

Phone: 303-636-1170; Fax: 303-636-1426

Conejos - Department of Social Services
P.O. Box 68

Conejos, CO 81125

Phone: 719-367-5455; Fax: 719-376-2389

Baca - Department of Public Welfare 1
772 Colorado Street J
Springfield, CO 81073 ]
Phone: 719-523-4131; Fax: 719-523-4820 1

!

s ____.'.
ety Crowley - Department of Human Services

| 631 Main Street, Suite 100

| Ordway, CO 81063

3‘ Phone: 719-267-3456; Fax: 719-267-5296

1

Boulder - Department of Housing and Human Services
P.O. Box 471

Boulder, CO 80306

Phone: 303-441-1000; Fax: 303-441-1523
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Garfield - Department of Human Services

195 West 14th Street

Rifle, CO 81650

Phone: 970-625-5282 ext. 3255; Fax: 970-625-2876

Denver - Department of Human Services
1200 Federal Boulevard

Denver, CO 80204

Phone: 720-944-3666; Fax: 720-944-3094

;
!
H
1
:
!
|
:
i
i
H
!
!
!
i

Grand - Department of Social Services
P.O. Box 204

Hot Sulphur Springs, CO 80451

Phone: 970-725-3331; Fax: 970-725-3696

Douglas - Department of Human Services

4400 Castleton Court

Castle Rock, CO 80109

Phone: 303-688-4825 ext, 5341; Fax: 877-285-8988

Huerfano - Department of Social Services

121 West &th Street

Woalsenburg, CO 81089

Phone: 719-738-2810 ext. 110; Fax: 719-738-2549

Elbert - Department of Human Services
P.O. Box 924 '

Kiowa, CO 80117

Phone: 303-621-3149; Fax: 303-621-0122

Jefferson - Department of Human Services
i 900 Jefferson County Parkway
| Golden, CO 80401
E Phone: 303-271-1388; Fax: 303-271-4500

Fremont - Department of Human Services

172 Justice Center Road

Canon City, CO 81212

Phone: 719-275-2318; Fax: 719-275-5206 ‘




Lake - Department of Human Services
P.0. Box 884

Leadville, CO 80461

Phone: 719-486-2088; Fax: 719-486-4164

Larimer - Department of Human Services

1501 Blue Spruce Drive

Fort Collins, CO 80524

Phone: 970-498-6300;Fax: 970-498-6304 :

Lincoln - Department of Human Services
P.0. Box 37

103 3rd Avenue

Hugo, CO 80821

Phone: 719-743-2404; Fax: 719-743-2879

Mesa - Department of Human Services
510 29% Road

Grand Junction, CO 81502

Phone: 970-241-8480; Fax: 970-248-2849

38

Mineral - Department of Social Services
P.O. Box 40

Del Norte, CO 81132

Phone: 719-657-3381; Fax: 719-657-29%7

|
L

Montezuma - Department of Social Services
109 West Main Street, Room 203

Cortez, CO 81321

Phone: 970-565-3769; Fax: 970-565-8526

|
|

:
|

Morgan - Department of Human Services
800 East Beaver Avenue
Fort Morgan, CO 80701
Phone: 970-542-3530; Fax: 970-542-3415

Quray - Department of Social Services
P.O. Box 530

Ridgway, CO 81432

Phone: 970-626-2299; Fax: 970-626-9911




Addendum A

Saguache - Department of Social Services
P.O. Box 215

Saguache, CO 81145

Phone: 719-655-2537; Fax: 719-655-0206

127 East Denver Street, Suite A
Holyoke, CO 80734

Phillips - Department of Social Services i
|

Phone: 970-854-2280; Fax: 970-854-3637 §
i

i

San Miguel - Department of Social Services
P.O. Box 96

Teiluride, CO 81435

Phone: 970-728-4411; Fax: 970-728-4412

Prowers - Department of Human Services
P.O. Box 1157

Lamar, CO 81052

Phone: 719-336-7486; Fax: 719-336-7198

Summit - Department of Social Services
P.O. Box 869

Frisco, CO 80443

Phone: 970-668-9161; Fax: 970-668-4114

Rio Blanco - Department of Human Servites
345 Market Street

Meeker, CO 81641

Phene: 970-878-9640; Fax: 970-878-4893

Washington - Department of Human Services
P.C. Box 395

Akron, COQ 80720

Phone: 970-345-2238; Fax: 970-345-2237

R

Routt - Department of Human Services
P.O. Box 772790

Steamboat Springs, CO 80477

Phone: 970-870-5533; Fax: 970-870-5260
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An agent represents a health insurer and offers their policies to consumers. They are generally
either employed directly by an insurer or contracted by them to market their plans. Agents are
familiar with the features of the plans their company sells and can provide expert and detailed
answers to your questions about those policies.

oy B P i R AR e .
A request for your health insurer or plan to review a decision or a grievance again,

S B R

Authorized Representative An Authorized Representative is either a person or an organization that you trust and let fill
out your application, tatk about this application with us, see your information, get information
about your application, and sign your application on your behalf. An Authorized Representative
also takes legal responsibility for the information provided in this application. if an Authorized
Representative is a person, they must be 18 or older, An Authorized Representative is NOT an
Agent/Braker, Health Coverage Guide, or a Certified Application Counselor.

B
e B : dn Gian

A broker offers policies from several insurers that they are contracted to represent. Brokers can
provide assistance in comparing the rates and benefits of health plans from several companies.
An experienced broker can provide expert and detailed information on plan specific features
and limitations of various policies

TR T T e e R G S )
CHP+ is public health insurance for children and pregnant women who earn too much
to qualify for Health First Colorado, but cannot afford private health insurance. For more
information on CHP+ go to CHPPlus.org.

Y 2t 2

Also referred to as the Marketplace. Connect for Health Colorado™ offers individuals, famifies
and small businesses an online marketplace for health insurance and exclusive access to up-
front financial assistance, based on income, to reduce costs. Customers can shop through a
website and get expert help In person and over the phone from a network of customer service
professionals, including Customer Service Center Representatives, Health Coverage Guides
and certified health insurance agents and brokers. The Marketplace is a non-profit entity
established by a 2011 state law

e st k:

Connect for Health Colorado

e RS L

A deduction is an amount you can take off of the total amount you earn me). Common
deductions include alimony and student loan interest. We do not need you to tell us about things

like charitable contributions or home maortgage interest, For additional information, visit the IRS
website at http://www.irs.gov/taxtopics/tc450.html.
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A child or other individual for whom a parent, relative, or other person may claim a
personal exemption tax deduction.

The charge for the use of borrowed money. Interest you get from a bank or dlwdends
from a stock you own are examples of investment income, which you should tell us
about if you apply for help paying for health coverage

Early and Periodic Screening,
Diagnostic and Treatment {(EPSDT)

The EPSDT benefit provides comprehensive and preventive health diagnostic and
treatment care services for children {ages 0-20) who quahfy for Health First Colorado.

If you have been a victim of domestic violence and are still married to the perpetrator
but will not be able to file a joint tax return, please enter how you pfan to file as
either Head of Household or as Married Filing Separately. Also mark the Exceptional
Circumstances check box in the application.

income tax return is a document you file with the Internal Revenue Service or the
state tax board reporting your income, profits and losses of your business and other
deductions as well as details about your tax refund or tax liability. A 1040 form is an
example of a federal income tax return,

Health Coverage Guides are certified by Connect for Health Colorado to assist customers
with applying for health coverage and financial assistance programs that help reduce
health insurance costs. They also help customers to understand coverage options and
provide unbiased assistance in shopping for and selectmg health plans

A contract that requires your health insurer to pay some or all of your health care costs
in exchange for a premium.
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&

Claim A demand for money to pay for damages you have suffered due to an injury.

Damages is the sum of money the law imposes to compensate the injured party for
their loss or injury. Insurance claims, court filings and criminal charges against the

individual you believe caused the injury are examples of legal claims.

Iy e AT T R

Minimum Value Standard

A health plan meets this standard if it is designed to pa t 60% of the total cost
of medical services for a standard population. Starting in 2014, individuals offered
employer-sponsored coverage that provides minimum value and that is affordable
will not be eligible for a premium tax credit.

Is an online benefits portal where Coloradans can apply and manage their pu
benefits including food, cash and medical assistance.

g
&

TRICARE A health care program for active-duty and retired uniformed services membe
their families.

A I S et 3 e E 5 %
Veterans Affairs (VA) Health Care Benefits | Health care programs operated by the United States Department of Veterans
for eligible veterans.

blic

Affairs
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