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State Plan Amendment (SPA) #: VA-13-0018

This file contains the following documents in the order listed:

1) Approval Letter

2) SPA Summary Form

3) Approved SPA Pages

4) Additional Attachments that are part of the state plan

The complete title XXI state plan for Virginia consists of the most recent state plan posted on Medicaid.gov under
CHIP and State Plan Amendments. The link is provided below. The following approved templates are in addition
to, or replace sections of the state’s posted current state plan. The attached approval letter(s) explain how these
templates fit into that state plan.

Link to state title XXI state plans and amendments: http://medicaid.gov/Medicaid-CHIP-Program-Information/By-

Topics/Childrens-Health-Insurance-Program-CHIP/CHIP-State-Program-Information.html
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop: S2-26-12 CM s

Baltimore, Maryland 21244-1850 CENTER FOR MEDICAID & CHIP SERVICES

Children and Adults Health Programs Group

JUN 17 2014

Rebecca Mendoza ‘

Director, Maternal and Child Health Division
Virginia Department of Medical Assistance
600 East Broad Street, Suite 1300
Richmond, VA 23219

Dear Ms. Mendoza:

I am pleased to inform you that the Centers for Medicare & Medicaid Services (CMS) has
approved Virginia’s Children’s Health Insurance Program (CHIP) State Plan Amendment (SPA),
VA-13-0018 submitted on October 6, 2013. This SPA incorporates the MAGI-based eligibility
process requirements in accordance with the Affordable Care Act. The effective date of this SPA
is October 1, 2013.

The approval of CHIP SPA VA-13-0018 includes full approval of your State’s alternative single
streamlined paper application. The State is using an interim alternative single streamlined online
application used to apply for multiple human service programs. By December 31, 2014, Virginia
will implement a revised alternative online application that addresses CMS concerns outlined in
the companion letter issued with this SPA approval.

Enclosed is a copy of the following CS24 state plan pages and attachments to be incorporated
within a separate section at the end of Virginia’s approved state plan:

e (S24

e Attachment 1 — Statement of use with respect to the alternative single streamlined online
application
Alternative single streamlined paper application

e Statement related to coordination of eligibility and enrollment

This approval and the attachments 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

The CMS appreciates the significant amount of work your staff dedicated to preparing this State
Plan Amendment. Your title XXI project officer is Ms. Ticia Jones. She is available to answer
questions concerning this amendment and other CHIP-related issues. Ms. Jones’ 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 Blvd.

Baltimore, MD 21244-1850

Telephone: (410) 786-8145

Facsimile: (410) 786-5882

E-mail: Ticia.Jones@cms.hhs.gov

Official communications regarding program matters should be sent simultaneously to Ms. Jones and to
Francis McCullough, Associate Regional Administrator (ARA) in our Philadelphia Regional
Office. Mr. McCullough’s address is:

Francis McCullough

Office of the Regional Administrator
Suite 216, The Public Ledger Building
150 S. Independence Mall West
Philadelphia, PA 19106

If you have additional questions, please contact Barbara K. Richards, Acting Director, Division
of State Coverage Programs at 410-786-5920.

We look forward to continuing to work with you and your staff.

Sincerely,

10t Fishman
Director

Enclosure

cc:
Mr. Francis McCullough, ARA, CMS Region III, Philadelphia



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop: S2-26-12
Baltimore, Maryland 21244-1850

Children and Adults Health Programs Group

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

JUN 17 20%

Rebecca Mendoza

Director, Maternal and Child Health Division
Virginia Department of Medical Assistance
600 East Broad Street, Suite 1300
Richmond, VA 23219

RE: CS24 - Eligibility Process State Plan Amendment (SPA), VA-13-0018

Dear Ms. Mendoza;:

This letter is being sent as a companion to Centers for Medicare & Medicaid Services (CMS)
approval of Virginia’s state plan amendment (SPA) transmittal VA-13-0018. Our review of this
submission included a review of the online and paper alternative single streamlined applications

developed by the state.

Until December 31, 2014, the State is using an interim, alternative single streamlined online
application used to apply for multiple human service programs. This interim application needs

to be revised to reflect the following changes.

household members live together)
e All citizenship and immigration questions

Medicare
MCO Selection

only.)

e Residency questions (other than information needed to determine whether

e Non-MAGI screening questions related to blindness, disability, and

e The attestation which states "I understand that my signature on this
application certifies, under penalty of perjury, that I am a U.S. Citizen or
alien in lawful immigration status (unless applying for emergency services

Completion
Necessary changes Date
The following questions will not appear for household members not seeking any December
benefits: 31,2014
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Completion
Necessary changes Date
The following questions will not appear on application for health coverage only. December
31,2014
e Questions regarding roomer/boarder
Questions regarding income not countable under MAGIL, such as SSI and
child support income (Note: SSI may be asked as a yes/no question of
applicants only as a non-MAGI screening question)
Questions regarding dependent care bills
¢ Questions regarding school enrollment status and grade completed, except
for 18-22 year-olds as needed.
Questions about the cost of the employer-sponsored coverage premium will be
moved to follow the question regarding the name of the lowest cost plan. ]?;)lec;(r)rilzer

Please submit the revised alternative single streamline online application to CMS for review no
later than December 1, 2014, to ensure approval by December 31, 2014. We continue to be
available to provide technical assistance. If you have any questions about your application,
please contact Victoria Collins at Victoria.Collins@cms.hhs.gov or (410) 786-2167.

We look forward to continuing to work with you and your staff.

Sincerely,

Barbara K. Richards
Acting Director
Division of State Coverage Programs

cc:
Mr. Francis McCullough, AR A, CMS Region III, Philadelphia
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logged in as TONIABROWN(CMS CO Staff) read only mode application rev p01

Children's Health Insurance
Program Eligibility

VA.0405.R00.00 - Oct 01, 2013 Home Logout Finder Save Validate Print Help

Control Panel

Children's Health Insurance Program Eligibility: Summary
General Information

Page
File Management
State/Territory name: Virginia
Tribal Input Transmittal Number:

Please enter the Transmittal Number (TN) in the format ST-YY-0000 where ST= the
state abbreviation, YY = the last two digits of the submission year, and 0000 = a four
digit number with leading zeros. The dashes must also be entered.

VA-13-0018

Summary

Type of SPA:
MAGI Eligibility & Methods
XXI Medicaid Expansion
Establish 2101(f) Group
Eligibility Processing
Non-Financial Eligibility

Proposed Effective Date

10/01/2013 (mm/dd/yyyy)

Federal Statute/Regulation Citation

Section 1902(e)(14) of the Social Security Act

Federal Budget Impact

This SPA has a budget impact.
Total budget impact:

State Funds:

Federal Funds:

Subject of Amendment

Please provide a brief summary of SPA changes.

Character Count:286 out of 2000
CS24 - Submission of the alternative single, streamlined
Medicaid/CHIP application developed by Virginia, the eligibility
redetermination process, and confirmation of coordination of
eligibility and enrollment between Medicaid, CHIP, Exchanges and
other insurance affordability programs -

Signature of State Agency Official

Submitted By: Brian McCormick
Last Revision Date: Oct 17, 2014
Submit Date: Oct 6, 2013

https://wms-mmdl.cdsvdc.com/MMDL/faces/protected/chp/p01/pages/chp 00.isp 11/02/2014
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

[ Paper Application

Online Application

TRANSMITTAL NUMBER:

VA-13-0018

STATE:

Virginia

Through December 31, 2014, the state is using an interim alternative single streamlined application. After
December 31, 2014, the state will use a revised alternative single streamlined application. The revised
application will address the issues outlined in the CMS letter, which was issued with the approval of this state
plan amendment, concerning the state’s application. The revised application will be incorporated by reference

into the state plan.




COORDINATION OF ELIGIBILITY AND ENROLLMENT

TRANSMITTAL NUMBER: STATE:

VA-13-0018 Virginia

Notwithstanding the final checked statement on page 2, the single state agency has not entered into an
agreement with the Federally-facilitated Marketplace to date. The single state agency will make a good faith
effort to enter into a memorandum of agreement with the Federally-facilitated Marketplace as soon as possible.
At such time the agreement is signed, it will be incorporated by reference into this attachment




CHIP Eligibility

OMB Control Number: 0938-1148
Expiration date: 10/31/2014

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

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

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.

An alternative single, streamlined application developed by the state and approved by the Secretary in accordance with

X . .
section 1413(b)(1)(B) of the Affordable Care Act.

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

7] The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via
the internet webs ite described in CF R 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 electronic 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

Income eligibility test, with calculation of household income consistent with 42 CFR 457.315 for individuals identified as
potentially eligible for Medicaid or other insurance affordability programs based on household income; and

JUNT 7707
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CHIP Eligibility

] 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 stream lined 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:

[@] Once every 12 months.

] 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
[W] information to complete the redetermination, it provides the individual with a pre-populated renewal form containing the
information already available.

Screening 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 requirem ents 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.

Check all types of agencies that apply:

[] The Exchange

Medicaid

[} Other agency administering insurance affordability programs

The CHIP Agency has entered into an agreement with agencies administering other insurance affordability programs to fulfill the
[ requirements 0f'457.348(b) and will provide this agreement to the Secretary upon request.

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. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130709
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Application for Health Coverage & Help Paying Costs

THINGS TO KNOW

@

o

® 0

© 0@

Use this application
to see what
coverage choices
you qualify for

Who can use this
application?

Apply faster
online

What you may
need to apply

Why do we ask for
this information?

What happens next?

Get help with this
application

Apply faster online at commonhelp.virginia.gov.

Free or low-cost insurance from Medicaid, FAMIS or Plan First
Affordable private health Insurance plans that offer comprehensive

coverage to help you stay well

A new tax credit that can immediately help pay your premiums for health

coverage

You may qualify for a low-cost program even if you earn as much as

$94,000 a year (for a family of 4).

Use this application to apply for anyone in your family.
Apply even if you or your child already has health coverage. You could be

eligible for lower-cost or free coverage.

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

citizen.

If someone is helping you fill out this application, you may need to

complete Appendix C.

If you are disabled and/or need assistance with nursing home or
community based care, you may need to complete Appendix D.

For more information about Medicaid, FAMIS and Plan First visit
Loverva,.org.

Social Security Numbers (or document numbers for any legal immigrants

who need insurance)

Employer and income Information for everyone in your family {for
example, from paystubs, W-2 forms, or wage and tax statements)

Policy numbers for any current health insurance
information about any job-related health insurance availabie to your family

We ask about income and other information to let you know what coverage
you qualify for and if you can get any help paying for it. We'li keep ail the
information you provide private and secure, as required by law.

If you use this paper application, send your compilete, signed application
to the local Department of Social Services in the city or county where

you live. They will follow up with you to obtain additional information.
Your application should be processed within 45 days from the date it was
received.

Phone: Call Cover Virginia at 1-855-242-8282.

In person: There may be application assisters in your area who can help.
Visit our website at coverva.org or call 1-855-242-8282 for more

information.

En Espafiol: Llame a nuestro centro de ayuda gratis al

1-855-242-8282.

NEED HELP WITH YOUR APPLICATION? Visit coverva.erg or call us at 1-855-242-2282, Para obtener una copia de este formulario
en Espafiol, llame 4-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590,

10/1/2013
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Eiil. Tell us about yourself.

{We need one adult in the family to be the contact person for your application.)
1. First name, Middle name, Last name, & Suffix

2. Home address (Leave blank if you don't have one.) 3. Apartment or sulte number
4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) ’ 9. Apartment or suite number
10, City 11. State 12. ZIP code 13. County

14. Phone number 15. Other phone number

«( )y - ( ) -

16. Do you want to get information about this application by email? [ Yes CNe

Email address;

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

Tell us about your family.

Who do you need to inciude on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return.
{You don't need to file taxes to get health coverage).

DO Inciude: You DON'T have to include:
* Yourself » Your unmarried partner who doesn't need health coverage
»  Your spouse »  Your unmarried partner’s children
*  Your children under 21 who live with you +  Your parents who live with you, but file their own tax return
*  Your unmarried partner who needs health coverage {if you're over 21)
» Anyone you include on your tax return, even if they don't »  Other adult relatives who flie their own tax return
live with you
«  Anyone eise under 21 who you take care of and lives with
you

The amount of assistance or type of program you gualify for depends on the number of people in your family and their incomes.
This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other aduits and chitdren. if you have more than
2 people in your family, you'll need to include coples of the Additional Person single page supplement form and attach them. You
don't need to provide immigration status or a Social Security Number {SSN) for family members who don‘t need health coverage.
We'll keep all the information you provide private and secure as required by law. We'll use personal information only to check if
you're eligible for health coverage.

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at OYerva.org or call us at 1-855-242-8282, Para obtener una
copia de este formulario en Espafiol, lame 1-855-242-8282. If you need help in alanguage other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should cali 1-888-221-1590.

10 mnan Page 10f8
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SRRAVAR IO NI (Start with yourself)
Complete Step 2 for yourself, your spouse/partner and children who live With you ang/or anyone on your same federal Income tax return if
file one. See page 1 for more information about wha to include. f you dor't file a tax return, remember to still add family members who live

with you.
R g . * X e
1. First name, Middle name, Last name, & Suffix : 2. Relationship to you?
. SELF
3. Date of birth (mm/dd/yyyy) 4.Sex [IMate [ Female
5. Social Security number (SSM} . o e e e e

We need this if you want heaith coverage and have an S5N. Providing your SSN can be helpful if you don't want health coverage too
since it can speed up the application process. We use SSNs to check income and other information to see who's eligible for help with health
coverage costs. If someone wants help getting.an SSN, call 1.800-772-1213 or visit sacialsecurity.gov. TTY users should call 1-800-325-0778,

6. Do you plan to file a federal income tax return NEXT YEAR?

———Youcan-stil-apply-for-heaith-insurance even-if you don't flle-a-federal-incore-tax-retur:)
] ves. if yes, please answer questions a-c. ] No. #f no, skip to question c.
a. Will you file jointly with a spouse? [_]Yes [[INo
§f yes, name of spouse:
b, Will you claim any dependents on your tax return? [ ves [INo
i yes. list name(s} of dependents:

<. Will you be daimed as a dependent on someone's tax return? [l Yes [ o
i yes, please list the name of the tax filer:
How are you related to the tax filer?

7. Are you pregnant? {JYes [TINo a. If yes, how many babies are expected during this pregnancy? ... Expected duedate; ...
 B’Poyounued health coverage?r (Evan ILyoU have INSUFance, tHere MIGHL be & PROBrarn With DEREr COVErage oF IoWer costs,

[ ves. it yes, answer all the questions below. 0

1 NO. i no, SKIP to the income questions on page 3.
{7 ves. if not eligible for fult coverage, do you wish to be Leave the rest of this page blank. o

evaluated for Plan First (family planning coverage only)?

9. Do you have a physical, mental, or emotional heaith condition that causes limitations in activities (ke bathing, dressing, daily
— e hOYES -0t} OF Hive In-a-medical facility-or nurs} :

10, Are you a U.S. citizen or U.S. national? [Jves [Ino
11. W you arant a U.S. citizen ar U.S. natianal, do you have eligible immigration status?
[ ves. Fill in your document type and ID number below,
a, Immigration document type b. Dooument 1D number
¢. Have you fived in the 1.5, since 19962 [ves [INo d. Are you, or your spouse or parent a veteran or an active-duty

member of the US. military? LI ves [INo

12, Do you want help paying for medical bills from the last 3 months? [Ives [INo

'13. Do you live with at least one child under the age of 19, and are you the maln person taking care of this chiid? ves [lno

T —

t&so answer the following quao #you re 1 oF younger:

.14 Didyou have insurance that endled within the past 4 months? [Jves o *For a list of

reasons, please
a. if yes, end date: b. Reason the insurance ended: sep page%.

15. Are you a full-time student? [} ves [Jno |16. Were you in foster care in Virginia at age 18 or older? [J¥es [JNo

17. if Hispanic/Latine, ethnickty (OPTIONAL-—check all that apply.)
[Omexican {Mexican American [[JChicano/a [JPuerto Rican [lcuban [CJother— o

e e e B A R el b S ittt b

White E] American Indlan or Alaska Filipino D Vietnarrese Guamartian or Chamorre

Black or African Native Japanese Other Aslan Samoan

American Aslarn indian [} ®orean Mative Hawallan ] other Pacific istander
Chinese . [ other

MEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at COVEIVA.0rg or call us at 1-855-242-8282. Para obtener una
copla de este formulario en Espafiol, lame 1-855-242-8282, If you need help in a language other than English, call 1-855-242-8282 and tell the

11723 Page2of
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» {Continue with yourself)
Current job & Income Information

[ Employed 3 Not empioyed ] self-employed
If you're currently employed, tell us Skip to question 29. Skip to question 28.
about your income. Start with question
19.

CURRENT JOB 1:

19. Employer name and address 20. Employer phone number

C ) -

21. Wages/tips (before taxes) [ JHourly [Jweeldy []tvery2weeks [JTwice amonth [IMonthly []vearly
%

22. Average hours worked each WEEK

CURRENT JOB 2: (if you have more jobs and need more space, attach another sheet of paper.)
23, Employer name and address

24, Employer phone number

S

25. Wages/tips (before taxes) [JHourly {_JWeekly []Every2weeks []Twice amonth []Monthly []vearly
$

26. Average hours worked each WEEK

27.in the past year, did you: [] Change jobs {]Stop working [[] Start working fewer hours [[] None of these

28. if seif-employed, answer the following questions:

a. Type of work b. How ruch net income (profits once business expenses are
paid) wilt you get from this seif-employment this month?

$

29. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it.
MOTE: You dont need to tell us about child support, véteran’s payment, or Supplemental Security Income (SSI).
[ none

[T unemployment $ .. Howoften? . ] Net farmingffishing % How often?

[} pensions $.___ Howoften? ____ (1 et rental/royalty $.____ Howoften?

[ social Security $ Howoftenz________  [Jotherincome $___ . Howoften? ...
{Retirement accounts $_______ Howoften? Type:

] Alimony received $ How often? .. ... —

30. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.

If you pay for certain things that can be deducted on a federal incormne tax return, telling us about them could make the cost of health coverage
a little lower.

NOTE: You shouldn't include a cost that you already tonsidered in your answer to net self-employment {question 27b).
[_] Alimony paid $ .. Howoften? . - [ other deductions $____ Howoften?
{Istudent loan interest  $ ... _ Howoften? ... — Type:

31. YEARLY IMCOME: Complete only If your income changes from month to month.
If you don't expect changes to your monthly income, skip to the next parson.

Your total income this year Your total income next year (if you think it will be different)

$ $
THANKS! This is all we need to know about you.

MEED HELP WITH YOUR APPLICATIONM? Visit the Cover Virginia website at coverva,org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, lame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. we'll get you help at no cost to you. TTY users should calt 1-888-221-1580.
1071/ Page 30f8
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STEP 2: PERSON 2

Complete Step 2 for your spwsefpartner, and children who live with you and/or anyone on your same federal incoma tax return if you file one
See page 1 for more information about who to include, if you don't file a tax return, remember to still add family members who five with you.

1. First name, Middle name, Last name, & Sirfix 2. Relationship to you?

3. Date of birth (mm/ddfyyyy) 4. Sex [(IMale  [TJFemale

5. Soclal Security number (SSN) o o e i
We naad this if you want health co\mm and huve an SSN,

6. Does PERSON 2 live at the same address as you? [Jves [INo
H no, list address;
7. o8 PERSON 2 plan te file 2 federal income tax return NEXT YEAR?

(You can still apply for health insurance even if you don't file a federal Income tax reture.)

'[1¥Es. if yes, please answer questions a-c. ~ [INO. i ne, skip to question ¢.
2. Will PERSON 2 file jointly with a spouse? [ JYes [ INo
 yes, name of spouse:
b. Will PERSON 2 claim any dependents on his or her tax return? [J¥es [[Ino
e fyes list name{s) of dependenis:

<. Will PERSON 2 be claimed as a dependent on someone’s tax return? [ Yes [Io
H yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer?

8. 1s PERSON 2 pregnant? {]Yes [INo a.1f yes, how many bables are expected during this pregnancy?
9. Does PERSON 2 need health coverage?

Expected due date:

{Even i they have Insurance, there might be a program with better coverage or lower cosis.)
] ves. #yes, answer all the questions belaw. o [ no. if no, SKIP to the income questions on page 5.

t of thi blank.
7 ves. ifnot eligible for fult coverage, do you wish to be Leave the rest of this page blan
evaluated for Plan First {family planning coverage only)?

10. Does PERSON 2 have a physical, mental, or emotional health candition that causes limitations in activities (like bathing, dressing, daily
chores, etc) or live in a medical facility or nursing home? [ 1ves [TINo

11, 15 PERSON 2 a LS, citizen or U.S. national? [[1¥es [ Ino
12, ¥ PERSON 2 Isr't & U.S, citizen or U.5, natlonal, do they have eligible immigration status?
1 Yes. Fill in their document type and ID number betow.
a. Document type b. Document 1D number
¢. Has PERSON 2 lived in the U.S, since 19967 [Jves [[InNo d. is PERSON 2, or thelr spouse or parent a veteran or an active-

R duty member in the U.S. military? [l ves (TiNo

13. Does PERSON 2 want help paying for 14, Does PERSON 2 live with at least one child under | 15. Was PERSON 2 in foster care in
medical bills from the last 3 ronths? the age of 19, and are they the main person Virginia at age 18 or older?
[Tves Tino taking care of this child? CIves CIno
Cves CIno
Plasse answer the following questions if PERSON 2 Is 18 or younger: )
16. Did PERSONM 2 have insurance that ended within the past 4 months? [ ]ves [INa *For a iist of
3. i yes, end date; b. Reason the insurance ended: ;?:,‘,’;‘;é‘g'f’a“

17. Is PERSON 2 a full-time student? [1ves [lwo

B i iy
18. If Hispanlc/Latino, ethniclty (OPTIONAL--check all that apply.}
CiMexican [T Mexican American [JChicanosa [JPuerto Rican [Cuban [JOther

19, Race (OPTIONAL—check ait that apply.)

[ white {1 American Indian or Alaska [] Fifipine 71 vietnamese 3 Guamanian or Chamorro
71 Btack or African Native [ japanese 3 Other Asian 1 samoan
Arnerican 1] Astan indian ] Xorean [ Native Hawailan [3 oOther Pacific istander
{71 chinese 1 other .

NEED HELP WITH YOUR ARPLICATION? visit the Cover Virginia website at CONErYa,.0rg or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, lame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the
t no.costtoyou. TTY users should call $-888-221-1590

___customer sepdce representative the language you need. We'll get vou help a
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STEP 2: PERSON 2
Current Job & Income information

] Employed ] Not employed [] self-employed
If PERSON 2 is currently employed, Skip to question 30. Skip to question 29.
tell us about their income. Start with
question 20.

CURRENT JOB 1:
20, Employer name and address

21, Employer phone number !

( )y -

22, Wagesf/tips (before taxes) [JHourly [Jweekly [JEvery2weeks []Twice a month [IMonthly [Yearly
%
23. Average hours worked each WEEK

'CURRENT JOB 2: (if PERSON 2 has more jobs and needs more space, attach another sheet of paper.)
24, Employer name and address

25, Employer phone number

26. Wages/tips (before taxes) [ JHourly [Jweekly [1Every 2weeks [JTwice amonth [IMonthly [Tvearly
$

27. Average hours worked each WEEK

28. In the past year, did PERSON 2: [] Change jobs [ Stop working [} Start working fewer hours ] None of these

26. If seif-employed, answer the following questions:

a. Type of work b. How much netincome {profits once business expenses are
paid) will PERSON 2 get from this self-employment this month?

$

30. OTHER INCOME THIS MONTH: Check ail that apply, and give the amount and how often they get it.
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security Income (SSi}.

[ None ,

Tl unemployment s Howoften? . [JNet farmingffishing $______ Howoften?
[ rensions $____ Howoften? ... ... . [ Net rentat/royalty $ How often? .

[ social Security $_____ Howoften? _.___ . _ [otherincome $ . Howoften? ____
[Jretirement accounts  $ ... Howoften? ... . .. Type:

] Alimony received $ . Howoften? ..

31. DEDUCTIONS: Check all that apply, and give the amount and how often they get it.

1f PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn't include a cost that you already considered in the answer to net self-employment (question 29b).
[C1alimony paid $_____ _ Howoften? [[] Other deductions $_.._ How often?
[Jstudent loaninterest  $ .. _ Howoften? ... Type:

32. YEARLY INCOME: Comptete only if PERSON 2's income changes from month to manth.
if you don't expect changes to PERSON 2's monthly income, add another person or skip to the next section.

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

THANKS! This is all we need to know about PERSON 2.
1 you have more than two people to include, complete the Additional Person single page supplement form.

@ MNEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverya.org.or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, llame 1-855-242-8282, if you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users shouid cal 1-888-221-1598.
10/1/20m2 Page5of8
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American Indian or Alaska Native (Al/AN) family member(s)

1. Are you or is anyone in your family American indian or Alaska Native?
(1 No, skip to Step 4.
[JYes. i yes, go to Appendix B.

b

Eiiz' Your Family’s Health Coverage

Answer these questions for anyone who needs health coverage.

1. Is anyone enrolled in health coverage now from the following?
[ vEes. if yes, check the type of coverage and write the person(sy name(s) next to the coverage they have. [ 1NO.

{1 Medicaid : O Employer insurance
1 ramis _ Mame of health insurance:
1 Plan First Policy number:
Is this COBRA coverage? [ |Yes ["INo
[ Medicare

Is this a retiree heaith plan? [ Jves [I1No
[] TRICARE {Dort't check if you have direct care or Line of Duty) (1 other

Narme of health insurance:
Policy number:

is this a limited-benefit plan (like a school accident policy)?

[ves [Ino

{1 veterans Administration health care programs

1 peace Corps

O Marketplace

2.1s anyone listed on this application offered health coverage from a Job? Check yes even if the coverage is from someone else’s job,
such as a parent or spouse.

[ YES. i yes, you'll need to complete and include Appendix A. Is this a state employee benefit plan? [1ves [INo
[CING. §f no, continue to Step 5.

* REASONS CHILD'S HEALTH INSURANCE ENDED: 1 Parent or stepparent changed jobs or stopped employment and no other employer
contributes to the cost of family coverage. 2 Parent or stepparent’s employer stopped contributing to the cost of family coverage and no other
employer contributes to the cost of family coverage. 3 insurance company discontinued coverage because child is uninsurable. 4 Cost of
insurance exceeded 10% of monthly income (before taxes). 5 insurance stopped/dropped by someone other than parent or stepparent living
with child. 6 Stopped/dropped a COBRA policy. 7 Other.

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 0938-1191. The time required to complete this information coflection is estimated to average {Insert
Time {hours or minutes)} per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review
the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500
Security Boulevard, Attr: PRA Reports Clearance Officer, Mail Stop (4-26-05, Baltimore, Maryland 21244-1850.

NEED HéLP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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m Read & sign this application.

= I'msigning this application under penalty of perjury which means I've provided true answers to all the questions on this
form to the best of my knowledge. | know that | may be subject to penalties under federal law if t provide false and or untrue
information.

» | understand that for individuals enrolied in managed care, a premium is paid each month to the MCO for the person’s
coverage. If the child or pregnant woman is not eligible for FAMIS, FAMIS Plus, FAMIS MOMS, or Medicaid because | did not
report truthful information or failed to report required changes in my family size or income, | may have to repay the monthly
premiums paid to the MCO. | may have 1o repay these premiums even if no medical services were received during those
months.

» | know that | must tell the local Department of Social Services if anything changes and is different than what | wrote on this
application. | can visit www.commonhelp to report any changes. | understand that a change in my information could affect
the eligibility for member(s) of my household.

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

+ | confirm that no one applying for health insurance an this application is incarcerated (detained or jailed). {f not,

is incarcerated. »

(name of person)

We need this information to check your eligibility for help paying for health coverage if you choose to apply. We'li check your
answers using information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the
Department of Homeland Security, and/or a consumer reporting agency. if the information doesn't match, we may ask you to
send us proof.

Renewal of coverage in future years

To make it easier to determine my eligibility for help paying for heaith coverage in future years, | agree to allow the Medicaid or
FAMIS programs or the Marketplace to use income data, including information from tax returns. | understand that | will receive
notification of the outcome of my renewal. | understand that | can opt out at any time.

Yes, renew my eligibility automatically for the next

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

[4ayears [3years [2years [J1year [JDon't use information from tax returns to renew my coverage.

if anyone on this application is eligible for Medicaid

« {am giving to the Medicaid agency our rights to pursue and get any money from other health insurance, legal settlements, or
other third parties. | am also giving to the Medicaid agency rights to pursue and get medical support from a spouse or parent.

» Does any child on this application have a parent living outside of the home? OYes CNe

»  [fyes, | know t will be asked to cooperate with the agency that collects medical support from an absent parent. If | think that
cooperating to collect medical support will harm me or my children, | can tell Medicaid and | may not have to cooperate.

My right to appeal
If I think Medicaid, FAMIS or Plan First has made a mistake | can contact them at www.coverva.org or call 1-855-242-8282.
Instructions for filing an appeal will be included on my notice and are also available on the coverva.org website.

If 1 think the Health Insurance Marketplace has made a mistake, | can appeal its decision. To appeal means to tell someone at
the Health Insurance Marketplace 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 the Marketplace at 1-800-318-2596. | know that | can be represented in the process by someone
other than myself. My eligibility and other important information will be explained to me.

Sign this application. The person who filled out Step 1 should sign this application. if you're an authorized representative you
* may sign here, as long as you have provided the information required in Appendix C.

Signature Date (mm/dd/yyyy)

G I a :E, Mail completed application.

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

As a citizen of the Commaonwealth of Virginia, we are required to provide you with the opportunity to register to vote when
applying for benefits. If you are not already registered and you want to register to vote, you can complete a voter registration
form at wwnw.sbe.virginia.gov.

NEED HELP WITH YOUR APPLICATION? visit the Cover Virginia website at COV8IVA.org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espariol, lame 1-855-242-8282. If you need help in a language other than English, cail 1-855-242-8282 and tell the
customer service representative the language you need. We'li get you help at no cost to you. TTY users should call 1-888-221-1590.
10/ 012 Page7of8
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Consent to Share User Profile Information

The Virginia Department of Social Services (VDSS) would like to use some of the personal information that you have provided on
your application about you and your dependents to create your User Profile. VDSS is asking for permission to share your User
Profile electronically with the state agencies listed below, Each agency will be told when you make a change to the information in
your User Profile. This will allow you ta save time by only providing User Profile information once when visiting these agencies.

Legal notice

The data being shared

Your User Profile will only be created if you agree to share it and you are eligible for assistance. Your User Profile will contain
first name, last name, middle initial, suffix (r., Sr,, etc.), current home address, date of birth, Social Security Number and
Medicaid identification number (if applicable), email address, home phone, driver's license ID and cell phone number. However,
you can share your User Profile without sharing your Sacial Security number; this will not affect your eligibility. Your Medicaid
identification number will only be shared with VDSS and your local department of sacial services. Because the User Profile is
based on your application for assistance, the agencies named below also will know that you are receiving assistance.

Agencies included and Allowed Use

Below are the agencies that will get your information. The reasons they have requested your User Profile and what they will be
allowed to do with your User Profile are listed.

Sharing your User Profile will aliow them to update the information in their computers, saving taxpayer dollars. it may save you a
visit ta one of these agencies because your information has been changed electronically.

The Department of Motor Vehicles (DMV) would llke a copy of your User Profile when it changes, DMV can change your address
for cars you own or driver’s license/identification card information they have for you. They will send you a card automatically
through the mail to complete this update.

The Virginia Information Technologies Agency (VITA) operates an electronic system known as Enterprise Data Management
(EDM). EDM contains data that you have already provided to DMV for your driver’s license or identification card. If you give
permission to share your User Profile, EDM will match the DMV data and your User Profile, and share this information with your
local department of social services and DMV, If the data does not match, DMV or your lacal department of social services may
contact you to confirm the information. Email address, home phone number, cell phone number and Medicaid identification
number may be reviewed by a local department of social services worker inside EDM to identify possible duplicate User Profiles,

If you choose not to share your User Profile

Your information will remain only with the Department of Sacial Services. Choosing not to share your User Profile will not affect
your eligibilityfor assistance.

Social Security Mumber

Including your Social Security Nijm‘ber (SSN) in your User Profile is your choice. The SSN is used to match your User Profile with
DMV data in EDM easily. Your SSN is kept confidential.

Dependents

This request is for your own User Profile and for the User Profile of any person who is your legal dependent, including your
children under age 18, any person for whom you serve as legal guardian, or any other person for whom you have the authority
to agree to share information.

To stop sharing of your User Profile

You can stop sharing your User Profile at any time by going to www.commaonhelp.virginia.gov and changing your decision to
share. You can also change your decision to share your User Profile by visiting your local department of social services.

How {ong consent to share lasts

Your permission ta share your User Profiie will remain active for one (1) year from the date you approve, unless you change
your decision to share soaner. Your agreement for any minor child who turns 18 will be stopped on the date of the child's 18th
birthday. That individual then wilf be asked to agree to share his information.

You will be asked to share your information every time you make a change to the information that is used in your User Profile.

Giving Consent

| have reviewed the Consent language contained here and hereby authorize the Commonwealth to:

] share my User Profile with the specified agencies. include Social Security Number when creating my User Profile.

[J My User Profile can be shared with the specified agencies, but do not include Social Security Number when creating my User
Profile,

[0 Do not allow my User Profile to be shared.

MEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at Coverva.org or calt us at 1-835-242-8282. Para obtener una

copia de este formulario en Espafiol, llame 1-855-242-8282. If you need helip in a language other than English, call 1-855-242-8282 and tell the

customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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Health Covera from obs

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

Tell us about the job that offers coverage.

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

EMPLOYEE information

1. Employee name (First, Middle, Last) 2. Employee Social Security number
EMPLOVYER Information
3, Employer name 4. Employer Identification Number (EIN)
5, Employer address 6. Employer phone number

() -
7. City 8, State 9. ZIP code

10. Who can we contact about employee heaith coverage at this job?

11. Phone number (if different from above) 12. Emall address

() -

13. Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?
[ves {Continue)
13a. if you're in 3 waiting or probationary period, when can you enroll in coverage?
) o . (mm/dd/yyyy)
List the names of anyone else who is eligible for coverage from this job.

Name: Name: Name:

[ine (Stop here and go to Step 5 in the application)

Tell us about the health plan offered by this employer.

14. Does the employer offer a health plan that meets the minimum value standard*? [JYes [JNo

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans):
" if the emplayer has wellness programs, provide the premium that the employee would pay if he/ she received the maximum discount for
any tobacco cessation programs, and did not receive any other discounts based on weliness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? (Iweekly [JEvery 2 weeks [JTwice amonth [JOnce amonth [J Quarterly [ vearly

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

(W Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only.to
the employee that meets the minimum value standard.

* (Premium should reflect the discount for wellness programs. See question 15.)
a. How much wili the employee have to pay in premiums for that plan? $ —_—

b. How often? Tl weekly [Jevery 2 weeks [JTwice amonth [onceamonth [ Quarterly [ veary
Date of change (mm/dd/yyyy):

*an employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the planis no
less than 60 percent of such costs {Section 36B{c)(2)(C)ii) of the internal Revenue Code of 1986}

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at caverva.org or call us at 1-855-242-8282. Para obtener una copia de este
formulario en Espanol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cast to you. TTY users should call 1-888-221-1590.

10/1/2013

Effective Date: 10/01/2013
virginia Altemative Single Streamlined Paper Application-10



EMPLOYER COVERAGE TOOL G-

Use this tool to hglp answer questions in Appendix A about any employer health coverage that you're eligible for (even if it's from
another person’s job, like a parent or spouse). The information in the numbered boxes below match the boxes on Appendix A,
For example, the answer to question 14 on this page should match question 14 on Appendix A,

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one
tool for each employer that offers health coverage.

EMPLOYEE information
The employee needs to {ill out this section,
1. Employee name (First, Middle, Last) 2. Soclal Security Number
EMPLOYER Information
w® Ask the employer for this information.
3. Employer name 4. Employer |dentification Number (EfiN)
5. Employer address (the Marketplace will send notices to this address) 6. Employer phone;mb;
( ) -

7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) |12, Email address

() -

13.is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
[ves (Continue)

13a. If the employee is not eligible today, including as a result of a waiting or probaticnary period, when is the employee eligible for
coverage? (mm/dd/yyyy) (Continue)

[Jno (STOP and return this form to employee)

Tell us about the health plan offered by this employer.

Does the employer offer a health plan that covers an employee's spouse or dependent?
1 Yes. which people? [JSpouse [} Dependent(s}
INo

(Go to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?
[ClYes (Go to question 15) ] No (STOP and return form to employee)

15, For the lowest-cost plan that meets the minimum value standard* offered only to the employee {don‘t include family plans): If the
employer has wellness programs, provide the premium that the employee would pay if he/ she received the maximum discount for any
tobacco cessation programs, and didn't receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How ofter? {J weekly [ Every 2 weeks I rwice a month  [JOnce a month [] Quarterly {1 Yearly
If the plan year will end soon and you know that the heaith plans offered will change, go to question 16. If you don't know, STOP and return
form to employee.
16. What change will the employer make for the new pian year?
[} employer won't offer health coverage .

O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.

* (Premium should reflect the discount for weliness programs. See question 15.}
a. How much wilf the employee have to pay in premiums for that plan? [ S

b. How often? [ weekly [JEvery 2weeks [JTwice a month [1Once a month [lQuartedy [1vearly
Date of change (mm/dd/yyyy):

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no

less than 60 percent of such costs (Section 36B(c2)CXii) of the Internal Revenue Code of 1986)
MEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva,org or call us at 1-855-242-8282. Para cbtener una copia de este
formulario en Espaiial, lame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should calt 1-888-221-1590.
10/1/2013
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APPENDIX B

American Indian or Alaska Native Family Member (AlI/AN)
Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your Application for

Health Coverage & Heip Paying Costs.

Tell us about your American Iindian or Alaska Native family member(s).

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian
health programs. They also may not have to pay cost sharing and may get special monthly enroliment periods. Answer the
following questions to make sure your family gets the most heip possible.

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

Al/AN PERSON 1 Al/AN PERSON 2
First Middte First Middle

1. Name
(First name, Middle name, Last name)
Last Last
2. Member of a federally recognized tribe? Cves [Cves

if yes, tribe name

If yes, tribe name

[CINe CINo

3. Has this person ever gotten a service fromthe | [Myeg Oves
Indian Health Service, a tribal heaith program,

or urban Indian health program, or through a CiNe [INe

referral from one of these programs?

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

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

Cves [Ino [dves {no
4. Certain money received may not be counted 3 $
for Medicaid, FAMIS or Plan First. List any ————
income {amaunt and how often) reported on How often?— . _ How often?—

your application that includes money from

these sources:

«  Per caplta payments from a tribe that
come from natural resources, usage rights,
leases, or royaities

< Payments from natural resources, farming,
ranching, fishing, leases, or royaities from
land designated as indian trust land by
the Department of Interior {(including
reservations and former reservations)

*  Money from selling things that have
cultural significance

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282. Para obtener una
copia de este formutarie en Espaiiol, lame 1-855-242-8282.. If you need help in a language other than English, call 1-B55-242-8282. and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590 .
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APPENDIX C Gt am.

Assistance with Completing this Application

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters
related to this application, including getting information about your application and signing your application on your behalf. This
person is called an “authorized representative.” If you ever need to change your authorized representative, contact the local

Department of Social Services. If you're a legally appointed representative for someone on this application, submit proof with the
application,

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

2. Address 3. Apartment or suite numper

4, City 5. State . 6, ZIP code

7. Phone number
( ) -

8. Organization name

9. iD number (if applicable)

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

10. Your signature 11. Date (mrn/dd/yyyy)

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

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

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

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

3. Organization name 4. 1D number (if applicable)

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282, Para obtener una copia
de este farmulario en Espafiol, lame 1-855-242 8282. if you need help in a language other than English, call 1-855-242-8282 and tell the customer
service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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: {\3&
Mame from STEP 1 Mﬁiﬂm

B R

Completa Step 2 for your spouse/partner, and children who five with you and/or anyone on your same federal income tax return if you file ona.
See page 1 for more information about who to include. if you don't file a tax return, remember to stifl add family members who live with you.

1. First name, Middle name, Last name, & Suffix 2. Relationship to you?

e B Bate of birth (mmiddiyyyy)——

#sex L vae B Female

5. Social Security nUMber (SSN) o s e ™ e e ® e o e e
Wa nasd this i you want heslth coverags and have an SN,
6. Does this PERSON live at the same address as you? [ ves [Ino
o no, st address:
- Does-this PERSOM plan-to-file-a federatincome tax return NEXT YEAR?
{You can stilf apply for health insurance even if you don't file a federal income tax return.)
(I ves. if yes, please answer questions a-c. CING. ¥ no, skip to question ¢.
a. Will this PERSON file jointly with a spouse? [_1ves [Ino
if yes, name of spouse:
b. Will this PERSON claim any dependents on his or her tax retuny? [Cves Cno
it yes isrname(sy of dependents:
. Will this PERSON be claimed as a dependent on someone's tax return? L] ¥es [INo
If yas, please list the name of the tax filer;

How is this PERSON related to the tax filer?

8. Isthis PERSON pregnant? []Yes [[INo a. if yes, how many babies are expected during this pregnancy?

Expected due datg;_
- {Even if they have insurance, there might be a program with hetter coverage or lower costs.)
] vEs. t#yes, answer all the questions below. o [ mo. i no, SKIP to the income questions on next page. o
Leave the rest of this blank.
7] ves. 1f not efigible for full coverage, do you wish to be etheresto page bian

evaluated for Plan First (farily planning coverage only)?

10. Does this PERSON have a physical, mental, or emotional health condition: that causes Himitations in activities (fike bathing, dressing, daily
- - —-cheres;ete)or-iive-in-a-medical-focllity-or-nursing-ho ,
11. Is this PERSON a U.S. citizen or U.S. national [Jves [Ino

12. 1 this PERSON lsn't 2 U.S. citizen or U.3. national, do thay have eligible immigration status?
[ Yes. Fiit in their document type and 1D number below.

a. Document type b. Document ID number
¢. Has this PERSON lived in the U.S. since 19967 [:]Yes CIwno d. is this PERSON, or their spouse or parent a veteran or an active-
duty-rember-in-the-US-milita =g

13. Does this PERSON want help paying for | 14. Does this PERSON live with at least one child 15. Was this PERSON in foster care in
medical bills from the last 3 months? under the age of 19, and are they the main Virginia at age 18 or older?
Clves DIne person taking care of this child? Oves [ne

: Cives o
Please answar tha Jellowlng questions I this PERSON Is 18 or younger: A
16 Did this-PERSON have Insurance that-ended-within the-past 4-months? [l ves Tlne *For.a list of

a, if yas, end date; b. Reason the insurance ended: ::sgggséyg‘ease

17. 1s this PERSON a fulk-time student? [ 1ves [lno

18. 8 Ht:panm‘ no, ethnictty (OPTIOMAL—~Chack all that apply.)

[Imexican [JMexican American [JChicanofa [JpPuertorican [JCuban []Other
16, Racs (OPTIOMAL—check afl that appiy.)

[ white {71 american indian or Alaska [ Fifipino ] vietnamese ] Guamanian or Chamorro
) slack or African Native [ japanese - [[1 other Asian {7} samoan
American 1 Asian indian [ Korean [ wnative Hawaiian {71 other Pacific Islander
[ Chinese

1 other .

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at £overva.org or call us at 1-855-242-8282. Para obtener una

copia de este formulario en Espafiol, lame 1»855—242-&282. lf you need help ln a language other than Eng“sh call 1-855-24»2—8282 and tell the
e - - CHSTOMBE SENVICE represantative the language you need W o help 231-1580,
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STEP 2: ADDITIONAL PERSON

Current job & Income Information

(1 employed ] Not employed O Seif-empioyed
If this PERSON is currently employed, Skip to question 30, Skip to question 29.
tell us about their income. Start with
question 20.

CURRENT JOB 1:
20. Employer name and address 21. Employer phone number

22. Wagesftips (before taxes) [JHourly [Jweekly [Jevery 2weeks [JTwice amonth [JMonthly [Jvearly
$

2. Average hours worked each WEEK

CURRENT JOB 2: (If they have more jobs and need more space, attach another sheet of paper.)

24, Employer name and address 25, Employer phone number
26, Wagesttips (before taxes) [Jrourly [[Iweekly [JEvery 2weeks [JTwice a month [Imonthly [1vearly
$

27. Average hours worked each WEEK

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

29. If self-employed, answer the following quastions:

a. Type of work b. How much net income (profits once business expenses are
paid) will this person get from this self-employment this
month?

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often they get it.
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Security income (S51).

[INone

(1 unemployment & How often? — . _ (0 Net farming/fishing  $.._ How often?

[JPrensions $. .. Howoften?_____ {71 Net rental/royaity 5. Howoftenz _____
[Jsocial Security $_ Howoften?____ [Jotherincome $ Howoftenz _____
[IRetirement accounts  $_._____ Howoften? Type:

[JAlimony received $_  Howoften? ... .

31. DEDUCTIONS: Check all that apply, and give the amount and how often they get it.

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

MNOTE: You shouldn't include a cost that you already considered in your answer to net seif-employment (question 29b).
[ Atimony paid $. .. Howoften? _____ [T other deductions $__ _ Howoften? ..
[Istudent loan interest  $ ... How often? .. Type:

32, YEARLY INCOMIE: Complete oniy If this PERSON's income changes from month to month.
if you don't expect changes to this PERSON's monthly income, add another person or skip to the next section.

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

THANKS! This is all we need to know about this PERSON.
§f you have more people fo inciude, complete another Additional Person single page supplement form.

NEED HELP WITH YOUR APPLICATION? visit the Cover Virginia website at coverva.org or cali us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the
customer service representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
10/1/2n2
. K Effective Date: 10/01/2013
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