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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-07-'16
Baltimore, MD 2'1244-1850

Children and Adults Health Prosrams Groun

urs
ctNttRs foR MtDtcÂnt & MFDrctrD sEnvrc[s

CENIIN fON MEDrc/UD & CHIP SIRVICES

NOv I 4 2010

Cindy Olson
Director
Eligibility and Enrollment Services Division
Virginia Department of Medical Assistance Services
600 East Broad St, Suite 1300
Richmond, VA 23219

Dear Ms. Olson:

I am pleased to inform you that your title XXI Children's Health Insurance Program (CHIP) state
plan amendment (SPA) VA-l8-0016, submitted on July 24,2018, with additional information
provided on November 8, 2018, has been approved. The SPA has an effective date of November
l,20lg.

This SPA proposed to revise the state's paper and online applications, and amends the provisions
related to eligibility determinations made by the Federally Facilitated Exchange (FFE). Virginia
will begin accepting CHIP eligibility determinations made by the FFE. A copy of the approved
CS24 state plan page is attached to be incorporated into the current CHIP state plan.

On October 9,2018 and November 7, 2018, the state received approval for the same type of
amendments under Medicaid SPAs VA-I8-001I and VA-I8-0015. As indicated in a companion
letter to the approval of VA-18-0015, the state's online application will need to be revised. A
similar companion letter is attached to this approval.

Your title XXI project officer is Ms. Joyce Jordan. She is available to answer questions
concerning this amendment and other CHlP-related issues. Ms. Jordan's contact information is

as follows:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-01-16
7500 Security Boulevard
Baltimore, MD 21244-1 850
Telephone: (a10) 786-3413
E-mail: Joyce.Jordan@cms.hhs. gov

Official communications regarding program matters should be sent simultaneously to Ms. Jordan
and to Mr. Francis McCullough, Associate Regional Administrator (ARA) in our Philadelphia
Regional Office. Mr. McCullough's address is:
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Centers for Medicare & Medicaid Services 
Philadelphia Regional Office 
Division of Medicaid and Children's Health Operations 
The Public Ledger Building, Suite 216 
150 South Independence Mall West 
Philadelphia, PA 19106 

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. 

cc: 

t-:�1 
Anne Marie Costello 
Director 

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

/signed Anne Marie Costello/



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-01-16
Baltimore, MD 21244-1850 Glvts

ctNttRs roR MtDtcA[t & MtDtcAtD sERvtcts
CÉNTER FOR MEDICAID & CHIP SERVICTS

Children and Health Proerams

Nov | 4 20t8

Ms. Cindy Olson
Director
Eligibility and Enrollment Services Division
Virginia Department of Medical Assistance Services
600 East Broad St, Suite 1300
Richmond, VA 23219

Dear Ms. Olson:

This letter is being sent as a companion to the Centers for Medicare & Medicaid Services (CMS)
approval of Virginia's title XXI Children's Health Insurance Program (CHIP) state plan
amendment (SPA) VA-I8-0016, which was submitted on July 24,2018. Our review of this
submission included a review of the paper and online applications.

The approval of VA-18-0016, includes approval of the state's revised paper application only.
The online application will need to be revised to reflect the following changes. The respective
changes are identical to those that were requested in the companion letter to Medicaid SpA VA-
l8-0016. CMS will monitor the state's progress toward completion of the individual milestones
notcd in thc table below.

Necessary changes:
Date by which
changes will be

completed:
1 The state will add Agent/Broker back into the list of who is

completing the application.
March 31,2019

2 The state will add a marital status question to the "About You"
screen with response choice of otyestt or "no"

March 31,2019

Ĵ The state will remove/revise the help text defines "Illegal Alien" at
page 10. The definition includes "those who have entered the country
by other means, or stayed beyond the time allowed on a visa."

March 31,2019

4. The state will provide guidance in the application or instructions and
provide a link to SSA.gov if an applicant needs help gettins a SSN.

March 31,2019

5 The state will revise the Citizenship Information question so that
applicants are asked if are a US citizen or national.

March 31,2019

6 The state will add the following immigration statuses to the listing in
the Citizenship tnformation section of the application: Parole less
than one year, Individual with non-immigration status, Applicant for
Victim of Traffrcking.

March 31,2019
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Necessary changes:
Date by which
changes will be

comDleted:
7 The state will change the following non-citizen categories to be

consistent with terms frequently used to describe certain non-citizen
categories: 1) "Native Americans" to "Member of a federally-
recognized Indian Tribe or American Indian bom in Canada.

2) Recommend changing: "Spouse child sibling of trafficking victim
to "Victim of Trafficking and his/her spouse, child, sibling or parent"
(better to include these together beginning with "Victim of
Trafficking", since it is in alphabetical order),

3) Change 'þermanent resident Alien" to "Lawful Permanent
Resident (LPR /Green Card Holder)"

Ma¡ch31,2019

8 The state, in order to the incorrect denial of applicants who
may other otherwise be eligible if the applicant selects "other" from
the dropdown menu will update the language contained in the SSN
dropdown menu to mirror the exception to not providing a SSN at 42
CFR $435.910(h), and take the following action:

l.) An interim business process will be issued. This process allows
DMAS and state DSS to communicate the issue to all local DSS
workers and will instruct them:

a.) If an applicant makes this selection and would otherwise be
eligible for coverage then the worker should override the denial (with
supervisor review and approval);

b.) If an applicant selects "other" and also requires additional
verification (i.e. income), the worker will pend the application to
provide information to determine what the "other" reason is as well
as the need for other information, and then approve ifall other
verifications are received and the applicant would otherwise be
eligible; overide the denial, and approve and enroll (with supervisor
approval).

2.) DMAS and DSS will wo¡k with the contractor, Deloitte, to
implement the rules engine update that this change will require.
DMAS has made this issue a priority with Deloitte who has indicated
this change will be made within the first quarter of 2019.

3.) DMAS has requested that DSS research and provide data for any
applicants that were previously denied for this reason. Once this
information is provided, DMAS will formulate a plan moving
forward to communicate with the applicants and make any needed
corrections.

March 3 1, 201 9
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Date by which 
Necessary changes: changes will be 

comnleted: 
9. CMS recommends that the state clarify what "social services" means. March 31, 2019

10. The state will update the former foster care question, since Virginia March 31, 2019 
has elected to cover former foster care youth who aged out in other
states, "Virginia" will be removed from question 2 to read: "Was
XXX enrolled in Medicaid and Foster Care on his/her 18th
birthday?"

11. In the Voter Registration section, the state will work with DSS to March 31, 2019 
remove the option of "already registered to vote or ineligible to
vote". The text which reads "IF YOU DO NOT CHECK EITHER
YOU WILL BE CONSIDERED TO HA VE TO DECIDED NOT TO
REGISTER TO VOTE AT THIS TIME" will be updated to all caps
as indicated in 52 USC section 20506(a)(6)(B)

12. CMS recommends the state include on its application notice of fair March 31, 2019 
hearing rights when the agency does not determine eligibility with
reasonable promptness within the 45/90 day timeframe consistent
with 42 CFR section 435.912(c)(3). CMS is considering developing
guidance and states may be required to implement these changes in
the future.

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@cms.hhs.gov or (410) 786-3413. 

cc: 

Sincerely, 

AmyLutzky 
Director 
Division of State Coverage Programs 

Francis McCullough, ARA, CMS Region III, Philadelphia 

/signed Amy Lutzky/



CHIP Etigibility

State

Transmittal Number: VA - l8 - 001ó

OMB Control Number: 0938-I 148

Effeclive Date: ñovêmbêr 1. 2018

2102(b)(3) &.2107(eX I XO) ofthe SSA and 42 CFR 457, subpart C

.'] The CHIP Agency rneets all ofthe requirements of42 CFR 457, subpart C for application processing, eligibility screening andÚ enrollment.

Application Processing

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

rì The single, streamlined application developed by the Secretary in accordance w¡th section 1413(b)(l)(A) ofthe Affordableu Care Act.

M An alternative single, streamlined application developed by the state and approved by the Secretary in accordance wilhâ seclion l4lJ(bX IXB) of the A flordable Care Act.

An alternative application used to apply for mult¡ple human sewice programs approved by the Secretary, prov¡ded that the

I agency makes readily available the single or altemative application used only for insurance affordability proglams to
individuals seeking assistance only through such programs.

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

The agency accepts applications in the following other electronic means.

fl Other electronic rneans:

Screen and Enroll Process

The CHIP Agency has coordinated eligibility and enrollment screening procedures in place that ale applied at time of initial
application, periodic redet€rminations, and follow-up eligibility determ¡nations. The procedures ensure that only targeted low-
income children ale provided CHIP coverage and that enrollment.is faÇilitated for applicanfs found to be potentially el¡gible for
otlrer insurance affordability programs.

Plocedures include:

m Screen¡ng ofapplication to identify all individuals eligible or potentially eligibl€ for CHIP or other insulance affordability

- programs; and

sPA# VA-18-0016 ApprovalDate: Nf)v I 4 20t8
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f¡l lncorne eligibility test. w¡th 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

- 
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.

Yes

Redetermination Processing

Fr.r Redeterm ¡nat¡ons ofeligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross
u income standard ale psrforrned as follows, aonsistent with 42 CFP. 457 .343:

ffi Once every 12 months.

=1 Without requiring ¡nformation from the individual if abletodo so based on reliable information contained in the individual'sE account or other rnore current information available to the agenoy.

Ifthe agency cannot determine eligibility solely on the basis ofthe information available to it, or otherwise needs additional

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

Screening by Other lnsurance Affordability Programs

The CHIP Agency provides assurance that it has adopted procedures to accept and process electronic accounts of individuals
screened as potentially eligible fot CHIP by oth€r insurance affordability programs in accordance with the requirements of42
CFR 457.348(b) and to dctcrminc cligibility in accordancc with 42 CFR 457.340 in thc samc manner as if the application had

been submitted directly to, and processed by the state.

The CHIP Agency elects the option to accept CHtP eligibility decisions made by the Exchange or other agenc¡es administering
insurance affordability programs as provided in 42 CFR 457.348 and to fumish CHIP in accordanae \ryith requirements of42
CFR 457.340 to the sarne extent and in the same manner as ifthe applicant had been determined by th€ state to be eligible for
CHIP.

Check all Insurance Affordability Programs that apply:

ffi The Exchange

X Medicaid

f] Other Insurance Affordability Program

,-, The CHIP Agency has entered into an agteement with agencies administering other insurance affordab¡l¡ty programs to fulfill the
l!-l requirements of457.348(b)and will provide this agreement to the Secretary upon request,

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(bX2) ofthe SSA.

CHIP Eligibility

Effective Datei November l,2018

Page 2 of 3
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CHIP Eligibility

PRA Disclosure Statement
According to the Paperwork Reduct¡on 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 numberforthis information collection is 0938-1148. The time required to complete
th¡s ìnformation collection is estimat€d 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 infolmation collect¡on. lfyou have comments concerning the accuracy of
the t¡me estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Repoús Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

v 20160722

Eíective Date: November l,2018sPA# VA-'1 8- 001 6 Approval Date: NoV I ¡r 2018

Page 3 of3



l.-"-lr"P
\ìäviå nrnc¡Hr¡

r1,,.dr.rr'Ìli n! tr, iìiñb*! qlrr rì'rrff,

Application for Health Coverage & Help Paying Costs

|Ël NEËD HELP WITH YOUR APPLICAIION? Visit the Cover Virginia website ar ç..'o_V_efya,O.f.g or ca us at t-E5S.242.8282. p¿ra obrenerv una copia de este forr¡ulario e¡ Ëspañol, l¡ame l-855-24 2.8282. lfyou need help ¡n a ìanguage other than English, call 1-855-242-8282 and

orrorr1t;,, 
,,tu .r.,o.er servjce representalive lhe language yoruUld 
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cosr ro you. TTY users shou¡d ca 1-B8E-221-159!.
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ñ0,
\¿glilylu^llh", ,..,

(We need one adult in the family lo be the contåct person for your application.)

'1. First name lvliddle nanle

2. Home address (Leave blank iF you don't have one,)

Lasl name

NU

(rTn)L ìn

Suflix

3. Apartmenl or suife number

9. AparLrnent or suite number

4. City

L

7. County

10. City

ôddress)

fl cell ohone number
(Choose one)

13. County

4.

(t rtf-ì) t,,,1-'I'-l- Ll,r_It
16a. We need to know the best way to conta(t you about this application and your he¿lth coverage rf you're eligible. Do you want to read

your notices about yoùr âpplication electronically?

lf Yes. I want to read the notices onl¡ne. (lF selected, corìti¡rue to the next question)

fJ No. I wa¡t to get paper notices senl to me in the mail.

b. You'll be contacted when a notice is ready lor you on this websi¡e. How ca¡r we contact you?

n Email address

c. You can change your notices and communi.ation preferences at any t¡me. Cell phone or email addressl

5. State

t,fJ
6. ZIP code

1 1. State

tll
12.ZlP .ode

17. What ¡s your preferred spoken or writte¡ la¡guage (if not Engl¡sh)?

Tell us about your family
Who do you need to include on this application?
Tell us aboul all the family members who live w¡th you. lf you file taxes, we need to know about everyone on your tax return.
(You don't need to file laxes to get he¿ìth coverage).

DO lnclude:
. Yourself
. Your spouse
. Your children under 21 who live with you
. f.4arried or unmarried parents (of a child under 21 ) living in

the home
. Anyone you include on your tâx return, even if they don't

live with you
. Anyone else under 2'l who you take care ofand l¡ves with

you

You DON'T have to include:
Your unmarried parlner if you don't have chíldren together
in the home
Yuur urìnl¿lr r jed pärLner'5 clìildren
Your parents who live with you, but file their own tax return
(if you're over 21 )

Other adult relatives who file lheir own tax return

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

Complete Step 2 for each person ¡n your family. 5fârt with yoursell then add other adults and children. lfyou have more than
2 people in your family, you'll need to include copies of the Additional Person single page supplement form and attach them. You
don't need to provide immigration status or a Social SecuÍity Number (sSN) for family members who don't need health coverage.
We'll keep all lhe 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 H ELP WITH YOUR APPLICATION? V¡sit the Cover Virginia website ãt qo-v-gfya=Qf€ or cðll us at 1.855-242-8282. Para obtener
una copia de este formulario en Español, llame 1-855-242-a282, lf you need help in a ¡anguage other than English, call 1-855-242-8282 and
tell the customer service representaljve the language you need. We'll get you help at no cost to you. TÍY users should call t-888.221.1590.

07 /01/18 Pãge 1 of8



@ (st"rt*ithyourr"lf)
Cornplete Slep 2 for yoursell, your spouse and children who live wilh you and/or anyone on your s¿me federal income tax retufn ifyou lile
one. lnclude l)oth parents living in the home (for a chifd under 2'l). see page 1 for ¡¡ore information about who to i¡clude. lf you don't file a tax
return, remember lo still add lamily members who live with you,

'l. First name M¡ddle name Lôst name 5ullrx

3. Date ofbirth
'---.- 

l'¡l!ã-.-'- 
.' ""'-"" 

l t. Rei.,rionship ro youT

llvar. lre,nare ls¡lrl--llr rT'lr
s. social security nu mu"r tssU l- I- I _] -f"l_l
We need th¡s if you want health coverãge and have ãn ssN. Even if you don't want health coverage for yourselt providing your SSN can be
helpfLrl since it can speed up the appl¡cal¡on process, We use SSNs to check in(ome afìd other inlbrm¿tion to see who's eligible for help with
health coverage costs. For help getting an SSN, call 1-800'772-1213 or visit S-OçiAlãer-Wity.gov" TTY users should call 1-800-325-0778.

6. Oo you plãn to f¡le ã federâl ¡ncome tax return NEXT YEAR?
(YoLr can st¡ll appt for health insur¿nce even ifyou don't f¡le a federal ¡ncome tax return.)

I Yes. lf yes. please ênswer questions a-c. !No. lf no, skip to quest¡on (.

a. Willyou file jointly with a spouse? !Ves nno
lf yes, n¿me ot spouse: . .. .

I b. Willyou claim any dependents on your tax return? EYes nNo
lf yes, list name(s) of dependentsl

c. Will you be claimed as a dependent on someone's tax return? ! ves [ ruo

lf yes, l)le¿se list lhe n¿me of lhê l¿x filer: .._

How ar e you I elated to the lax filer¿

7. Are you pregnan t or were you preg¿nt in the last 60 days? ! ves [ruo
a. lf yes, how many babies are expected during pregnancy E Expected due date

8. Do you need health coverage? (Even ¡fyou have l\4edicare o[ other ínsuran(e, there m¡ght be a progr¿m with better coverage o[ lower
costs.) lf NO, skip to the ¡ncome questions on page,3 and leave the rest of thls page blank. 

Õ. vEs. tfyes, answe. a', ,na qrarr'on, o",o*. Q

Bâ,

or

l0, AT.y.9y e.9,:: filti9t 9t 9,-s,: t-9!i9-t9ll.F Yg:- -F l!.9
1i. lf you aren't a U.S, citizen or U.S. national, do you have eligible immrgration status?

E Yes. Fill in your document type and lD number below.

ð. immigration document lype b. Document lD number

c. Have you lived in lhe U.S. since'1996? lves I t':o d. Are you, or your 5pou5e or parent a veteral or an active-duty
member of the U.S. mrlitâry? flYes ! No

E Y!s, lf under 19 or over 64 and not eligible for Full coverage,
do you wistì to tJe evaluated l"or Plarì Fiist (f¿r¡nily plänriiÍB
coverage only)?

! trto, lf you are age 19 ro 64and are noteligible for full coverage,
you will be evaluated For Plan Flrst (famlly plallnlng coverage
only) {rnless you check NO.

12. Do you live with at least one child under the ãge of 'l 9, ônd âre you the m¿in person taking care of this cfr¡l¿U E Ves [ ruo

'l3.Areyou incarcerated (detained orjailed)? !yes [ruo
ncheck here if pending disposition of charges

14. Arevou a full-time student? !Yes fl No

lfYes n Federal nstate (DOC or DJI) ! Locôl/Regional

Expected retease date [-n / ff] / Inj-j

1 5. Were you in foster côre al age 1 8 or older¡ !Ves !lo lf yes, in wlìich state -

16. lf H¡spanic/Lat¡no, ethniciry (OPTIONAl-check âll that apply.)
l-l Mex¡can fì fvlexican American n Chicano/a ¡ Puerto Rican !cuban I orher
17. Race (OPTIONAL-check all that apply.)

tr
ü Black or Afric¿n

fl Âr¡ericân Lndiân orAl¿ska
Nalive

Chinese
Korean

OtherAsi¿n
Native Hawaiian

¡
¡!fl

Guamanian or Ch¡morro
Samo¿n
Other Pacìfic lslandernü

c¡ N EED H ELP WITH YOUR APPLICAf ION? Visit the cover virSinja website ar ç-qv_erva,9r.g or ca[ us ar l-855-242"8282. para obtener
17 una cop¡a de este formul¿rio en Español, llame 1-855-242-8282. lf yoù need help in a languagè other rhan 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 sho(lld calt 1-888-221-1590,
O7/O1/1A Pðge 2 of8



W ligltinye yv¡ttr yourselO

CurrentJob & lncome lnformation
¡ Employed I Not employed ! self.employed

lf you're currently employed, tell Sk¡p to question 28. Skip to question 27.
us âbout your income. Start with

'18.question

CURRENT B1
na me

(r--r'n)Li_]-j
b,

20. Wages/tips (before laxes) !Hourly IWeekly nEvery2weeks
$l-1-f-I I I I !rwiceamonth !vonthty Ivearty

CURRENT B 2: (rr

fJ twice a month n

anrl need mofe attâch ¿nother sheet ol
a,

21. Average hours worked êach WEÊK

)r l-r..r
25. Average hours worked each WEEKtt't I

name

City zip

(before laxes) n Hourly ! Weekly lll rvery 2 weeks24.

$

26. lnthepâstyear,d¡dyou: !change jobs EStopworking flstarl working fewer hoL¡rs flNoneof these

c.

tT._:l
d. zip

c. Slåte

tl I

27. lf self-employed, answer the follow¡ng questionsi

a. Type ol work

b. How much net income (profits once business expenses are paid)
willyou get from this sel[-employment this monlh? $ ll-l- tl-."l--t

28.OTH¡RINCOMETHISMONTH:Checkallthalapply,andgivetheamountândhowoflenyouget¡1. Checkhereif none!
NOTE: Yor¡ clon'l need to tell us aboul (hild supForr, veteran's pâymênt, or srrpplementâl 5ecûrity lnrome (SSl).

! Unemployment $

E Pensions $

Esoriafsecurity $

flRetirement accounts $

How often? ---...-----.-.--..

How often? 

-

How often? 

-

How often?............................

How often? -.-..---..---.----

liow often? - .--.---
How often? 

-----How often? .... -......... -

E Alirnony received

¡ Net fârming/fishing

n Net rental/royalty

n other ¡ncome
ïype _

29. Do you wãnt he¡p p¿yrng for medical bills f[om lhe last 3 monlhs? !Yes ! No lfyes, provlde monthly income [or previous 3 months.

Month 1i $ î\,4onlh 2r $ N,4onth 3: $

30. DEÞ UCTIONS: check all rhat apply, and Bive the amount and how often you get it.

lf you pay for certain lhings th¿l can be deducted on a federa¡ ¡ncome tax return, telling us about them could make the cost ol health coverage
a ¡ittle lower.

NOTÊ: You shouldn'l include a cost that already consìdered in your answer to ¡et self-employment 27b).

n Alimony paid How often? -----.-----.-.---...-... lf other deductions How often?

nstudentloan rnterert Sf I I l 
- 

I uow often? ,....-.......-.................. ...

31. YEARLY I NCOM E: complete only ¡f your inçome changes from month to month.

lf you don't expectchantes to your monthly ¡ncome, sk¡p to the next person. 0
Your tolal income this year

$ t T[ITT_-]
lotal income ¡ext year (ii you think it will be different)

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

NEED HELP WITH YOUR APPLICATION? Visit the cover Virginia website at ç9-v-e,rva.9-r.8 or call us at l-855-242.8282. Para obtener
una copia de este formulãr¡o en Español, llôme tA55-242-A2a2. É you need help in a lânguage other than English, call l-855-242-E282 and
tell lhe customer service representative the language you need. We'll getyou help at no cost to you, TTY users should call 1.888-221-1590.

@
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W Xl;".1iîî"ï::".'å: i::: ff : 
oi:"T.' 

" 
o *". ."' t "* *' "' oo o n'"*''" 

^" "'' *"
Complete Step 2 for your spouse and children who live wilh you and/or anyone on your same federal income tax return if you file one. lnclude
both parents living in the home (for a child under 2'1). see page 1 for more information aboul who to ìnclude. ìfyou don't file a tax return,
rememberto stillôdd lamily members who live with you.

1. First name Nliddle nanìe

.i. oãiÀ òt ¡'itrr rürülä ¿iwwi

Last name Süffìx

2 to you?

|] ]/[t ]/
5. Social Securìly nurlìber (5SN)

We need this ¡f you want

n N¡ale n Femate

2 has an SSN.

6. Does PERSON 2 live at the same add ress ¿s you? E Ves !llo
ôddressl

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(Yoù can stifl apply for he¿lth insu¡a¡ce even if PERSON 2 doesn't file ¿ federaf ¡ncome tax return.)

n YEs. lf yes, please answer questions a-c. n NO. lf no, skip to question.c.

a.Will PERsoN2file jointly with a spouse? nyes ! t'¡o

lfyes, name ofspouse:
b. Will PERsoN 2 claim any dependenls on hís or her lax returnT []ves n ruo

lf yes, list namÞ{s) ol dependenrs:
..Will PËRsON 2 be claimed as a dependent on someone's lax return? ! Yes nNo

lf yes, please list the name ol the tax filer: ....-...-...-...-

How ìs PERSON 2 related to the tax filer?

8. ls P ERSoN 2 pregnant? or were they pregnan t in the lôst 60 days? n Yes ENo
a. :fves, how manv babies are expeated dLrring this pregnancv? E¡pected due date: .. ....

9. Does PERSON 2 need health coverate? (Even íf Person 2 has l\,4edicare or othe¡ insul'ance, there mjghl be a program with better coverage

or lowe¡ cosfs.) lf NO, skip to the ¡ncome questions on page 5 and leave the rest of th¡s page blank. o
llJ YÉs. tf yes, answer all the questions below. g

9a! Y¡S, lf under 1 9 or over 64 and not eligible for full coverage, f]NO. lf PERSON2¡sãge19to64andisnoteligiblefo[full coverage,
does PERSON 2 wish to be ev¿lualed for Plan First (family PERSON 2 will be evaluated for Plan F¡rst (family pìanníng coverage
planning coverage only)? Lf only) unless you check No.

problcnr? Ycs ¡ No n lf PER!.oN 2 i:j 65 or Lìldor Of lì¿s Mcdr(¡rc, pte¿sc (omplcrc ADp{ìrldix l:ì.

11. ls PERSON 2a U.S.citizen orU.S. nationalZ DVes n¡lo
12. lf PERSON 2 isn't a U.S. c¡t¡zen or U.S. nôtional, do they have eligible ¡mm¡gration status?

! Yes. Fiìl ìn their document lype ar'ld lD number below.

a. Document type b. Document lD number

c. Has PERsoN 2lived in the U.S. since 19961 nVes n lo d. ls 2, or their spouse or parent a veteran or ¿n active-
duty member in the U.s. military? ìl yes fJ t¡o

13. ls Person 2 living with ät least one chilcl underage19andfhemainpersontakingcareofthischild? ¡
14. Was PERSON 2 in foster care al age 18 or older? n yes n ruo lf yes, ¡n which state

15. ls PÊRSON 2 incarcer¿ted (detained orjailed)? nYes E No
jCheck here if pendìng dispos¡t¡on of charges

lf Yes E Federal n State (DOC or DJJ) Locàl/Regional

Expected release date

16. ls PERSON 2 a full-nme stude¡¡? [yes nruo
17. lf H¡spanic/Latino, ethnic¡ty (OPTIoNAL-check all that apply.)

! f\4exican n Mexican Amerìcan !chicano¡a !Puerto Rican !cuban nother-
18. Race (OPTIONAL-check all that apply.)

n white ! Americar] lndian or Alaska ! Filipino

¡ Bl¿ckorAfr¡can Native ! lapanese
Amerícân ¡ Asi¿n lndian ! Korean

! chinese

I vìetnamese

! other Asian

¡ Native Hawa¡ian

E Guamanian orChamorro
fl samoan

Other Pa.ific lslânder
Other

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

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website al ç_ey-g-_f_Va-efg or call us ¿r l-E55-242-8282. para obtener
una copiã de este formufario en Espêñol, llarne fa55-242-A2A2.lf you need help in ã language other than English, call 1-855-242-8282 and
tell the customer service represenLative the language you need. We'il Bet you help at no cost to you. TTY users should (all 1-E88.221-1590.

07 /01/1a Pðge 4 of8



CurrentJob & lncome lnformation
[f Employed

lf PERSON 2 ¡s currently employed,
tell us about their income. Start with
question 19,

¡ Not employed
Skip to question 29.

! Self-employed
Skip to quest¡on 28

22. Average hours worked eacl'ì WEÊK

Employer phone number

)r--r-l ì

26. Average hoL¡rs worked each WEEK

I T t-l

CURRENT B1
name

b. City

21. Wages/tips (before taxes) nHour¡y n Weekly !Every2weeks
$ l-l 

'.T ^f- 
T- T--l L rwice a monrh ¡ Monthty ! yearty

CURRENT JOB 2: (tf PERSoN 2 has more jobs and needs more space, attach anothe[ sheet of
name a.

c. Stale

tll
25. Wages/rips (before l¿\es) l]] Horrrly Eweekly ÜEvery2weeks

¡ Twice a month$

27. ln the pastyear, did PERSON 2: nCh¿nge jobs !stopworking Ú Start working fewer hours {]Noneof these

c, State zip codern

28. lf PERSON 2 is self-employed, answer the following quest¡ons:

a. Type of work

b. How much net income (profìts once business expenses are paid)
will PERSON 2 get from this self-employment this month? $ l--f-l-'l'-fl_l

29. OTH ËR INCOMË THlS MONTH: Check all that apply, and give the amount and how orten PERSON 2 gers it. Check here ir none ¡
NOTE: Yoü don't need lo lell us âhoüt PFRSON 2's child support, veterên's paynrent, or SLlpplemental Security lncome (SSl),

! Unemployment

t] Pensions

I l\oaral se.lrfllv

n Retìrement accounts

How often? --------.----
How often? 

-

How often?

How oft en? .........................

How often?....--...-.---.-.-.-.-

How often?

How often?

How often?..............-.......

n Al¡mony received $

! Net farm¡ng/fishing $

I Net rental/royalty $

! other income $
Type _

vonttr t: $ fffff l Month 2: $

30. Does PERSoN 2 want help päying for medical bills lrom the last 3 months? L,l ves Lltlo lfyes,provrdemoDthlyinconreforlast3nronths,

vontt,:' $l'l-I'l' l ì

31. DEDUCTIONS: check all that apply, and give the amount and how often PERsoN 2 gets ¡t.

lf PËRSoN 2 pays fbr certain things that c¿n be deducted on a feder-al income tax return, telling us about thetn could m¿ke the cost of health
coverage ô little ¡ower.

NOTE: You shouldn't include a cosL

!Alimony paid $

! Student loan interest $

already considered in your answer to net

n othe.

(

self-employmenl (question 28b).
I- f _r- 'l 

r

dedu, tiorìs $l I I LiHow often?How often?

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

next year you be differenl)

$ [T I] Ift
THANKS! Th¡s is all we need to know about PERSON 2.

lf you have more than two people to ¡nclude, complete the Addit¡onal Person single page supplement form.
NEED HELP WITH YOUR APPLICATION? Visit the Cover Virgiîia website at ç_q_Ve_r.ya"e.rg or câ us ar l-855.242-8282. para obtener
unð copia de este formulario en Español, llame fA55-242-8282.ll you need help in a language other than English, call l-855-242-8282 and
tell lhe customer service representative the language you need. We'll get you help at no cost to you. TTY users should c¿ll l-888-221-1590.

$
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American lndian or Alaska Native (A|/AN) family member(s)

1. Are you or is anyone in your family American lndian or Alaska Nat¡ve?

D lf No, sk¡p to Step 4.

E Yes. lf yes, go to Appendix B.

Answer these questions for anyone who needs health coverage,

1. ls anyone enrolled in health coverage now from the follow¡ng?

nY€S. lfyes,checkthetypeofcoverðgeândwritetheperson(s)'name(s)nexltotheqoveragetheyhave. ¡NO.

! Medtcâid

n Plan First

E N¡",li.ur"

E TRIcARE (Don't check if you have direct care or Line of DùÎy)

n Veterans Administration health care programs

fJ Peace corps

n Federàl Heal(lì lnsur¿n(e I/¿rkelplà.e

E Employer insurance -.-..-.---.-.....-.-.-..

Name of health insur¿ncer .........

Policy numberl

ls this COBRA coverageZ I ves ! ruo

ls this a retiree health planl ! Ves I No

n other
Name of healLh insurance:

Polir y number: .-
ls this a l¡mited-benefit plan (like a school ðccident policy)?

nves E ¡'to

2. ls ¿nyone listed on this appl¡cation offered health coverage from a job?

Check yes even if the coverage is from someone else's job, such as a parent or spouse.

nY¡S, lfyes,you'll need lo complete an d include Append ix A. ls this a state employee benefìt plan? !Ves !No
n NO, lf no, cont¡nue to Step 5,

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginra website at ç,g!19-{Va,Q.fg or call us at l-E55.242.8282. Para obtener
una copiè de este formul¿rio en Español, llame í-A55-242-A2A2,lf you need help in è language other than Ënglislì, call 1-855.242-8282 and
lell the customer service representative the lã¡guage you need. we'll get you help at no cost to you. TTY users should call 1-EgE-221-1590,

According to the Paperwork Reduction Act of 1995, no persons ¿re required to respond to a collection of informätion unless t displ¿ys ¿ vâlld Otì/B control number.

linle (hours o¡ m nutes)lperr€sponse, includrñg the time to review lnstru ctions, search existing data resources, gâther the dat¿ needed, ând complete and review
the lnform¿tion collectlon. lf you hâve comments concerning the ¿ccuracy of the rime estimate(s) or suggestìons for ¡mproving th¡s form, pÌeãse write to: CI\¡5, 7500
Security Bo!levard, Attn: PRA Reports Clearance Officer, NlailStop C4,26-05, galtimore, lviarylãnd 21244-1850

ø
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Read & sign this application.

Renewal of coverage in future years
fo make it e¿sier to determine my eligibility for help paying for health coverage in future years, I agree to allow lhe l\¡edicaid or
FAI\y'lS programs or the N¡arketplace to use income data, ìncluding information from tax returns, I understand that , will receive
notification ofthe outcome of my renewal. I understand that I can opt out at any t¡me.

Yes, I consent to the use of e:ectronic income data ìncluding information from tax returns to annually renew my eligibility
automatically for the next
! 5 years (the maximum number ofyears allowed), or for a shorter number ofyears:
Il4years n3years !2years !1year EDon'tuse information from tax returns to renew my coverage.

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

. I understand that I am authorizing the local Department of Soc¡al Service (LDSS) and the Department of Med¡cal Assistance
Services (DN¡AS) to obtain verification/information necessary to deternrine my eligibil¡ty for N/edrcaid or FA|\y' 15.

' I understand lhat N/edicaid and Dl\4AS contractors may exchange information relating to my coverage with LDSS to assist with
application, enrollment, administration and billing services.

' I understand that for individuals enrolled in managed care, a premium is pãjd each month to the MCO for the person's
coverage. lf the child or pregnant woman is not eligible for FAM 15, FAI\,415 Plus, FAMIS [ilOMS, or Medicaid because I d¡d not
report truthful information or failed to report required changes in my family size or income, I may have to repay the monthly
premiums paid to the N4CO. I may hâve to repay these premiums even if no medical serv¡ces were received during those
mon ths,

. I know that I must tell the ìocal Depärtment of Social Services within 10 c¿lendar days if anything chantes and is different
than what Iwrote on this application, Ican visit lrfl.vl {,çg-m,mo-nhel0 to report anychanges, I understand that a change in my
information could affect the eligibility for member(s) of my household,

' I know that u¡der federal law, discriminalion isn't perÍìilted on the bas¡s of race, color, national or¡gin, sex, age, sexual
or¡entation, gender identity, or disability. I can file a complaint of discrimination by visiting u¿Wul,hhs-gavtrcilaff-icçlfile.

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

lf anyone on this appl¡cat¡on is eligible for Medicaid. I åm tiving to the l\y'edicaid agency our rights to pursue and get any money from other health insurance, letal settlements, or
other third parties. lam 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 thehome? !ves [ruo
. lf yes, I know I will be asked to cooperate with the agency thåt collects med¡cãl support from an absent parent. lf I think that

cooperating to collect medical support will harm me or my children, I can tell N/edicaid and I may not have to cooperate.

My right to appeal
lf lthink N.4edica¡d, FAN4IS or Plan F¡rst has made a m¡stake I can contact them at www.coverva.org or c all l-855-242-8282.
lnstructions for filìrìg an appeal will be included on my notice and are also available on the coverva,org website,
lf lthink lhe Health lnsurance N4arketplace has made a mistake, I can appeal its decision. To appeal means to tell someone at
the Health lnsuTance lvlarketpìace that I think the action is wrong, and ask for a f¿ir review ofthe act¡on, I know that I can find
out how to appeal by contacling lhe fvlarketplace at 1-800-318-2596. I know that I can be represented in the process by someone
other than myself. N.4y eligibility and other important information will be explained to me.

Sign th¡s appl¡cation. The person who t¡lled out Step 1 should sign this application, Ifyou're an aulhor¡zed representative you
may sign here, as long as you have provided the information required in Appendix C.

Date

r I::ì/ t_T] / [:]:l- l-:t

Mail completed appl¡cat¡on.
lvlail your signed applicatjon to:

The local Department of Social Services in the city or county in which you live

|e¡ NEED HELP WITH YOUR APPLICATION? visit the cover vifgin¡a website ar ç-qv-enúa,-Qfg or calt us at l-E55-242-8282. para obrenef
v unÀ copi¿ de este formul¿rio en Español, Ilame l-855-242-82E2. lf you need help ¡n ¿ language other than Eìrglish, call 1-855-242-a282 atÀ

tell lhe customer service representat¡ve fhe 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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The Ðepartment of Medical Ass¡stance Services compl¡es w¡th applicable Federal civil rights laws
and does not discriminate on the bas¡s of race, color, nationâ: origin, age, disability, or sex.

SPAN ISH

ATENCIÓN: si habla español, tiene a su dispos¡ción servicios gratuitos de asistencia lingüística. Llame al
1-855-242-8282 (TïY: 1 -888-221 -1590).
KOREAN

+9: Èt=ol= 
^18ét^l= 

3", Èq IIA 
^lHl'^= 

+Èe 0ltõlA + 1låLltl.
1-8ss-242-8282 (T'ÍY: r-888-22r-1590) ÜoË &stõl] +d^19.
VI!TNAM E5E

CHÚ V: Néu ban nói Tièng ViÇt, có các d ich vr¡ hô tro ngôn ngrl miên phí dành cho ban. Goi sö
1-855-242-a282 (TTY: 1 -888-221 -'1 590).
CHINESE

,,liü:flr+ffifÉ/llltrfl.^+X ,lß¡4ülÊHÉ1+ì"'r'ÉlÉÐt¡lïffi""iÈ'r'',t-sss-242-8282

(TÎY : l-888-221-r s90) "
ARABIC

ét) L-855-242-8282 é-r Þt ,ul+JL élJ ]¡3li¡ Lilll 'ólcL"JI dl^r: ùlÀ ¡4:lll Jsrl é\-11,',t<lJ :LLj'.L

raGALoG 
.(l -888-221- 1590:g¡ll¡ ¡Jl rtta

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumâmit ng mga serbisyo ng tulong sa wika
nangwalang bayad. Tumawag sa 1-855-242-8282 (TTY: 1-888-221-1 590).

FARSI
t+ . ¡,i;\ c¡ ¡a l_¡Ä t^:; úljÈ olllJ crJJ'^ (sJrj o)¡*; , 'tt< (J- ,fui( (J-JtÀ ÒLj 1l t<l .4s. 

JÉ

.+-¡Ál c¡h 1--855-242-8282 (TTy: 1-888-221-1590)
AMHARIC
oltrl.û+ ?",1ç't1,;t- f?f h"'tcï hLrI ?ì.c"rD Àcri.r. .c'cÂ..t'.i1'.; t8 

^,y"1']].P4. 
fttz'qircPÃt or!, o,Lh,f 0.

+1'C ß,ßr¡t.rl' t 855 242 BzSz (¿'òrT;¡ 
^,¡4r;'fo.: 

l-888-22t-159o).

URDU 
Js. ¡.1.¡Ç::-r ¡r..".;..:,L¡- é lr. é jq j é vr i. ,.:r ¿lr e.r.,¡l .--.,i ;St . 

..¡lr r¡.
r-85 5 -242-8282 (TTY: l -888-221- 1590), (Jré

F RENC H

ATTENTION; Si vous parlezfrançais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1 -855-242-8282 (ATS : 1'888-22 1'1 590).

RUSSIAN

BHfIMAHtlE: Ec¡Ø Bbr roBopr4Te Ha pyccKoM fl3brKe, To BaMr,qocrynHbr 6ecnrarHsre ycnyrØ nepeBoAa,
3BoHØre 1-a55-242-8282 (reneraü4 n: 1-888-221-1 590).

HINDI
sqrl{ È qR qrq Gû EM È îl Bìrqò RC g+-a ù wvr rqr+m ùqrS sqq-q Èr 1-855-242-8282 (TTY:
1-888-221-1590) T( Ðiq ñtr
GERMAN

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfügung. Ruf num mer: 1 -855-242-8282 (TTY: 1 -888-221 -1 590).

BENGALI
q8{ õ-<F qÊ qfrf' <t{Et, oe{T fiø lRl , 6fr1q F 1IlrEFl EFû qq¡rof qRr+<t

ùq-q8 qmt ïof rl \-Bss-z4z-8282 (TTy: s-888-221-1590) I

IGBO
AKWUKWO: 8 bUrU na ì na-asq lgbo, grq enyemaka asqsg, n'efu, d¡ gi. KpAÇ 1-855-242-8282
(TïY: 1 -888-221 -1 590).

YORUBA

AKIYESI: Ti o ba soro Yoruba, awon iranlowq iranlçwo ni ede, laisi idiyele, wa fun o. Pe 1-855-242-8282
(TTY: 1 -888-221 -1 590).

|Ê¡ NEED H ELP WITH YOUR APPLICATION? visir the cover virsinìa website ar çg,vß.ff3*Çf.g or call usar 1.855.242.8282, pafa obtener
Y una (opia de este formulario en Español, llame f-855-242-E282. lfyou need help in a laÍìguage otherthan English, call '1.855 -242-8282 atlc)

tell the customer serv¡ce representative the language you need. we'll get you help at no cost to you. TTY users should call 1.E88,221.'t590.
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APPENDIX A l.rrl¡¡\ ¿ovER vrR6tNr,{

Health Coverage from Jobs
You DoN'T need to answer these questions unless someone in lhe household is el¡gible for health coverage from ajob. Attâch â
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 empìoyer who offers coverage to help you answer these questions.
You only need to include this page when you send in your application, not the Employer Coverage Tool.

EMPLOYEE lnformât¡on
name Employee Social Security nurnber

ÊMPLOYER lnformat¡on

Tell us about the heafth plan offered by this employer

16. What change will the employer make for the new piãn year (if known)?
LIJ Êmployer won't offer health coverdte
! Employer will start offering health coverage to employees or change the prem¡um for the lowest-cost plan available only to

the employee thal meets the mi¡limum vâlue standard. * (Premium shoüld reflecl the discount for welfness progrãms. See question 15.)

a. How much wittthe emptoyee have to pãy in prem¡ums for thar planl S I i f 
' 
l-'- I- 

-] 
I

b.Howoften? nweekly !everyzweeks !-fwiceamonth nOnceamonth n euarterly !vearly

c. Dãteof chanse (mm td¿twwt: I I-1/f"l--1 Il-.T"-T f l
*An employer-sponsored health plan meets the "mrnimum value stãndard" ifthe pl¿n's share ofthe totalallowed benefitcosts covered by the plan is no

less than 60 percent of such costs (5ectìon 36B(CX2XCXil) of the lnternal Revenue Code ol 1986)

Íl NEED HELP WlfH YOURAPPLICATION?Visitthe Cover Virginia website at (gty_e-r-Vtuç-rg or call L¡sat i-855.242.8292. para obteneruna
tt copra de este formular io en Español, ll¿me l-855-242.8282. ¡fyou need help in a l¿nguage other rhan En8lish, call l-855-242-E282 anct tel¡

ll'ìe customer serv¡ce representative the lanBU¿ge you need. We'll get you help at no cost to you. TTY users shoulcl call 1.888-221-1590.

07 /o1/18

13. Are you current'y eligible for coverage oflered bythis employer, orwillyou become eligible in the next 3 months?

ÜYes (continue)

13a. lfyou're ìn a wôiting or probatìonary period, when can you enrollrn coverage? (mm/dd/yyj,y)

i]-tl rl l / Ll lfl
L¡st the names ofanyone else who is eligible for coverage lrom thisjob.

! ruo lstop here and go to Step 5 rn the appfication)

Nåme: Name: Name:



EMPLOYER COVERAGE TOOL l\irj"''
\covËR vrRGNrA

Use this tool to help answer questions in Appendix A about any employer health coverage that you're eligible for (even if ifs 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 Secur¡ty number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one
tool for each employer that offers health coverage that you're e:igible for.

@ EMPLOYEE lnformation
The enrployee needs to fill out this sectior'ì

nème (Fjrst, L¿sr)

@ EMPLOYER lnformation
Ask the empf oyer for this ìnforrnation.

13. ls the employee currently eligible for coverage offered by this employer, or wíll the employee be eligible in the next 3 monrhs?

n Yes (cont'nue)

134. ll the employee is not eligible today, including as a result of a waiting or probationary per¡od, when is the employee eligible for
coverage? 

- 

(mm/dd/yyyy) (Continue)

D ruo (stop and return this form to employee)

Tell us about the heafth plan offered by this employer.
Does lhe employer offer a health plan that covers an empioyee's spouse or dependent?

¡Yes. Which people? nspor-rse n Dependent(s)

nruo
(Go to qLrestion 14)

lfthe plan year will end soon and you know th¿l the health plans offered wjllchange, go tp question '16. Ilyou don't know, STOP and return
form to employee.

16. What change will the employer make for the new pla¡ year?

n Êmployer won't offer heàlth coverage
n Employer will stôrt oflering health coverage to employees or change the premium for the lowest-cost plan available only to the

employee that meets the minirnum value standard.
* (Premium should reflect the drscount for wellness programs. see questjon

a, How much w¡ll lhe employee have to pay in premiums for that plan? $

b. Howoften? [J Weekly !Every2weeks nTwjcea month [ìonceamonth üquarterly E vearly
c. Date ol change

*An employer-sponsored health plan meets the "minimum vafue standard', if the plan,s
less fhan 60 percentolsuch costs (Section 36B(CX2XCXii) ofthe lnternal RevenueCode

shâre ofthe total allowed beneF¡t costs covered by the plan is no
of 1986)

& NEED HELP WITH YOUR APPLICATIoN? Visit rhe Cover Virgjnia website a t -ç-av,e_fv,a,efg or call us at 1-855-242.8282. para obter'ìer L¡na
copia de este formul¿rio en Esp¿ñol, llame 1-a55-242-A282.lfyou need help in ¿ lanBúage other than English, call 1-855-242-82E2 and tell
the customer selV¡ce representative the lanBUage yoû need. We'll get you help at no cost to you. TW users should call 1-8EE-221-1590.
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APPENDIX B ffi***.,."-".
American lndian or Alaska Native Family Member (AI/AN)
complete this appendix if you or a family member are American lndian or Alaska Native, Submit this with your Application for
Health Coverage & Help Paying Costs.

Tell us about your American lndian or Alaska Native family member(s).
American lndians and Alaska Natives can get servíces from the lnd¡an Health Serv¡ces, tribal health programs, or urban lndian
health programs, They also may not have to pay cost sh¿ring and may get spec¡al monthly enrollment periods, Answer the
follow¡ng questions to make sure your fam¡ly gets the most help possible.

NOTE| lf you have more people to include, mãke a copy ofthis page and êttach,

1, Nême
(First name, Middle name, Lasl name)

Last

2. l\¡ember of a federally recognized tribe?

3. Has this person ever gotten a setuìce from the
lndian Health Serv¡ce, a tribal health program,
or urb¡n lndion hcolth program, or through â
reienal from one of these progr¿ms?

4. Cerlai¡ money received may not be counted
for lvledícaid, FAt!415 or Plan Fìrsl. List any
irlcome (amount and how ofLen) reporled on
your application that includes money fr om
lhese sourcês:
. Per capita payments from a tribe lhat

come from natural resources, usage rights,
leases, or roy¿lties

' Payments from n¿tural resources, farming,
raDching, fishing, lêases, or royalties from
Iand designated as fndian trusl land by
the Deparrr'ìrent of Intefior (includirìg
reservatrons ênd lormer reservations)

. f\4oney from selling things that have
(ultura¡significance

! ves

lf yes, trjbe name

!ruo

E ves

[ruo
lf no, is this person eligib¡e to get
services f.om the lrìdìan Health Service,
trib¿ì heaìth programs, or urban lndian
health programs, or through a referral
lrom one ofthese programs?

lves lno

$ t'-T]-T fTt
How ollen?-

@
NEED HËLP WITH YOUR APPLICATION? Visit the cover Virginia websile at.çgvery-¿,çrg or call us at 1-855-242.8282. para obtener una
copi¿ de este formulario en Español, llãme 1-a55-242-8282..lf yoú need help in a language other than English, call 1-855-242-8282. and tell
lhe customer service representative the language you need, we'll get you help at no cost to you. TTY users should call l-E88-221-1590 .

First N/liddle

n ves

lfyes, tribe name

! ¡.lo

lf no, is this person elig¡ble to get
services from the Indian Health Service,
lribal heallh programs, or urban lndian
health progrâms, or through a relerral
from one of these programs?

flves n ¡rlo

! Yes

n ¡lo

$ [I-T-T-T-T-Ì
How often?-
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APPENDIX C
ffii
\iovrn vrnolru¡

Assistance with Completing this Application
You can choose an authorized representative.
You can tive 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 Betting information about your application and signing your application on
your behalf, Th¡s person is called an "authorìzed representative," lf you ever need to change your aurhorized represenlative,
contact the local Department of Social Servìces. lf you are applying for someone other than a spouse or family member, an
authorized representative form (Appendix C) must be completed. lf you're a legally appointed representative for someone on this
applicatlon, submìt proof with the appl¡calìon.

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

2. Address 3. Apartfient or suite number

6. ZIP4. City

7. Phone number

5. State

8. Organizalìon name 19. lD number (if ¿ppli(able)

Ir I r I r I I I I t-lllj
By signing, you allow th¡s person to sjgn your application, get official information about this application, and act for you on all
future matters with this agency,

10. Your signature (mm/dd/yyyy)

tl-l1/t'-Tl-Tl
1 L Dãre

OR

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

1. I give perrìissiorì [or (name) and/or (organ¡z¿tion n¿me)

2. Address Cily Srate zip

3. Plìone nurnber 4. lD number (if àpplicabìe)

to receive eligibility and enrollment information relating to my application/case. I also give the Depa
and/or the Department of Ny'edical Assistance Serv¡ces permission to release informalion about this
organization.

rtment of Social Services
application to this person/

5. Your signãture Dãte

fT ] r i t-l--[ fJ

For eertified application counselors, navigators, agents, and brokers only.
Complete this section if you're a certified application counseìor, navigator, agent, or broker filling out this applicåtion for
somebody else.

start date (mm/dd/y\,yy)

/l TfTl
2. Firsl name, lvl¡ddle n¿me, Last name, & Suffix

3. Organizalion name

NPN

tl NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia webs¡te at çpyg.ry.a'efg or call us at f .855.242.8282. Para obtener
It una col)i¿ de este formulär¡o en Español, llame 1.855-242 8282. lfyou need help ¡n ¿ lan8uage other lhan English, caf¡ 1-855-242-8282 and

tell the customer seruice representative Lhe lan8uage you need. We'll get you help ãt no cost to you. TTY users should call l-8E8-221-1590.
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Commonwealth of Virginia Voter Registration Agency Certification

lf you are not registered to vote where you live now, would you like to âpply to register to vote here today? (Please check only
one)

E I am already registered to vote at my current address, or I am not eligible to register to vote and do not need an application
to regisler lo vote.

¡ Yes, I would like to apply to regisler to vote. (please fill out the voter registration application form)

E trlo, I do not want to register to vole.

lf you do not check any box, you will be considered to have decided not to register to vote at this time.

Apply¡ng to re8ister to vote or declinìng to register to vote will not affect the assistance or services that you will be provided by
thisagency, lfyou decline to registertovote, thisfactwill remain confidential, lf yo u do register to vote, the office whe re your
âpplication was submitted will be kept confidential, and itwill be used only for voter registration purposes. lf you would like help
filling out the voter registration application form, we will help you. The decision whether to seek or accept help ¡s yours. You nìay
fill out the application form in privâte if you desíre.

lf you believe that someone has interfered with your right to register or to decline to register to vote, your right ro pr¡vacy in
deciding whether to register or in applying ro register to vote, you may file a complaint with Secretary ofthe Virginia State Board
ofElections, Washington Building, 1100 Bank Street, Rich m ond, VA 2321 9'3497, phone(804) 864-8901.

Applicant Name Signature Date

(for agency use only)

Voter Registration form completedr Ü Yes ! tlo

Voter Registration form given to applicant for later mailing (at applicant's request): ¡

Agency Staff Signature Date

¡c¡ NE E D H E LP WITH YOU R APPLICATION? Visit the Cover Vjrg jnia website at çp-v,eÌva.e.rg or catt us ar 1-855.242-8282. para obrener
It u na copia de este formula rio en Español, llame l -855-242 S2E2. lfyouneedhelpinalanguageotlìerthanEnglish,call 1-855-242,a282 and

tell the customer service representative lhe langua8e you need. We'll get you help at no cost to you. TTY users should call l-888-221-1590.
07 /01/14
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Children's Health Insurance
Program Eligibility

Control P: 1
ontrof Pane Children's Health Insurance Program Eligibility:

Summary Page

General
Information
State/Territory Massachusetts
File Management name: Transmittal Number:
Please enter the Transmittal Number (TN) in the format ST-
Tribal Input 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.

Summary MA-14-0013

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

Proposed Effective Date

(mm/dd/yyyy)

Federal Statute/Regulation Citation

[2102(b)(1)(B)(v) of the SSA; 42 CFR 457310, 315; 320457 310(d): 42 CFR 457 10; Sectio

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:312 out of 2000
[fhis amendment defines the CHIP MAGI eligibility and mecthods.
ote that for the Conception to Birth SPA we are discontinuing
[the Healthy Start program that is currently authorized under the
[CHIP unborn child option and instead will be providing these
regnant women the full set of MassHealth Standard bemefits.

Signature of State Agency Official

Submitted By: Alison Kirchgasser

Last Revision Jun 19, 2014
Date:

Submit Date: Mar 28, 2014





Children's Health Insurance
Program Eligibility

Control P: 1
ontrof Pane Children's Health Insurance Program Eligibility:

Summary Page

General
Information
State/Territory Massachusetts
File Management name: Transmittal Number:
Please enter the Transmittal Number (TN) in the format ST-
Tribal Input 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.

Summary MA-14-0013

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

Proposed Effective Date

(mm/dd/yyyy)

Federal Statute/Regulation Citation

[2102(b)(1)(B)(v) of the SSA; 42 CFR 457310, 315; 320457 310(d): 42 CFR 457 10; Sectio

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:312 out of 2000
[fhis amendment defines the CHIP MAGI eligibility and mecthods.
ote that for the Conception to Birth SPA we are discontinuing
[the Healthy Start program that is currently authorized under the
[CHIP unborn child option and instead will be providing these
regnant women the full set of MassHealth Standard bemefits.

Signature of State Agency Official

Submitted By: Alison Kirchgasser

Last Revision Jun 19, 2014
Date:

Submit Date: Mar 28, 2014






