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

7500 Security Boulevard, Mail Stop 52-01-16
Baltimore, MD 21244-1850

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

Children and Adults Health Programs Group

NOV 1 4 2018

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-18-0016, submitted on July 24, 2018, with additional information
provided on November 8, 2018, has been approved. The SPA has an effective date of November
1, 2018.

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-18-0011 and VA-18-0015. 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 CHIP-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 21244-1850

Telephone: (410) 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.
Sincerely,

/signed Anne Marie Costello/

Anne Marie Costello
Director

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



DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop $2-01-16 ‘ M s
Baltimore, MD 21244-1850

CENTERS FOR MEDICARE & MEDICAID SERVICES

CENTER FOR MEDICAID & CHIP SERVICES
Children and Adults Health Programs Group

Nov 1 4 2018

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-18-0016, 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-
18-0016. CMS will monitor the state’s progress toward completion of the individual milestones
noted in the table below.

Date by which
Necessary changes: changes will be
completed:
1. | The state will add Agent/Broker back into the list of who is March 31, 2019
completing the application.
2. | The state will add a marital status question to the “About You” March 31, 2019

screen with response choice of ’yes” or “no”.

3. | The state will remove/revise the help text defines “Illegal Alien” at March 31, 2019
page 10. The definition includes “those who have entered the country
by other means, or stayed beyond the time allowed on a visa.”

4. | The state will provide guidance in the application or instructions and | March 31, 2019
provide a link to SSA.gov if an applicant needs help getting a SSN.

5. | The state will revise the Citizenship Information question so that March 31, 2019
applicants are asked if they are a US citizen or national.

6. | The state will add the following immigration statuses to the listing in | March 31, 2019
the Citizenship Information section of the application: Parole less
than one year, Individual with non-immigration status, Applicant for
Victim of Trafficking.
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Date by which

Necessary changes: changes will be
completed:

7. | The state will change the following non-citizen categories to be March 31, 2019

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 born 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 “permanent resident Alien” to “Lawful Permanent
Resident (LPR/Green Card Holder)”

8. | The state, in order to rectify the incorrect denial of applicants who March 31, 2019
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:

1.) 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 if all other
verifications are received and the applicant would otherwise be
eligible; override the denial, and approve and enroll (with supervisor
approval).

2.) DMAS and DSS will work 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.
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Date by which
Necessary changes: changes will be
completed:
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 HAVE 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

l 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,

/signed Amy Lutzky/

Amy Lutzky
Director

Division of Statec Coverage Programs

Francis McCullough, ARA, CMS Region III, Philadelphia




CHIP Eligibility

State Name:}Virginia | OMB Control Number: 0938-1148
Transmittal Number: VA - 18- 0016

2102(bX3) & 2107(e)(1)(O) of the SSA and 42 CFR 457, subpart C

7] The CHIP Agency meets 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)}( [)}(A) of the Affordable
Care Act.

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

N7
2 section 1413(b)} 1XB) of the Affordable Care Act.

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

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

The agency accepts applications in the following other electronic means.
{7 Other electronic means:
Screen and Enroll Process

The CHIP Agéncy 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 ellglb]e 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

SPA# VA-18-0016 Approval Date: NUV 1 l' st Eifective Date: November 1, 2018
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CHIP Eligibility

] 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

L]

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

The CHIP agency has entered into an arrangement with the Exchange to make eligibility determinations for advanced v
premium tax credits in accordance with section 1943(b)(2) of the SSA. s

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.

0 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
4 insurance affordability programs as provided in 42 CFR 457.348 and to furnish CHIP in accordance with requirements of 42
“> CFR 457.340 to the same extent and in the same manner as if the applicant had been determined by the state to be eligible for

CHIP. .

Check all Insurance Affordability Programs that apply:

The Exchange

Medicaid

{7} Other Insurance Affordability Program

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

SPA# VA-18-0016 Approval Date: Nﬂv 1 l' 2018

Effective Date: November 1, 2018
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CHIP Eligibility

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, Attn: PRA Reports Clearance

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
V.20160722

SPA#t VA-18-0016 Approval Date: NﬂV 1 l' 2018 Effective Date: November 1, 2018
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Eoaraling Yargintae te nifanlse Yitth lovsants

Application for Health Coverage & Help Paying Costs

THINGS TO KNCW

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 formulario en Espaficl, lame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and
tell the custorer service representative the ianguage yewwd. 1Ve4l gi help at no cost to you. TTY usets should call 1-888-221-1590.

07/01/18 Cover Page



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 suite number
4. City 5, State 6. ZIF code 7, County

8. Mailing address (if different from home address} [_ 9. Apartment or suite number
10. City F._Tgle 12. ZIP code 13. County

4, Phone number ~ " [75. Other phone number

(CIT) I - T T -1 1]

16a, We need to know the best way to contact you about this application and your health coverage if you're eligible, Do you want to read
your notices about your application electronically?

[Jyes. | want to read the notices online, {If selected, continue to the next question)
[_INo. | want to get paper notices sent to me in the mail.
b. You'll be contacted when a notice is ready for you on this website, How can we contact you?

[J cell phone number

{Choose one)
(3 email address

¢. You can change your notices and communication preferences at any time. Cell phene or email address:
17. What is your preferred spoken or written language (if not English)?

Tell us about your family.
Who do you need to include 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 Include: You DON'T have to include:
* Yourself *  Your unmarried partner if you don't have children together
+ Your spouse in the home
+ Your children under 21 who live with you *  Your unmarried parlner’s children
- Married or unmarried parents (of a child under 21} livingin ~ *  Your parents who live with you, but file their own tax return
the home © (ifyou're over 21)
* Anyone you include on your tax return, even if they don't +  QOther adult relatives who file their own tax return
live with you
+ Anyone else under 21 who you take care of and lives with
you

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 in your family. Start with yourself, then add other adults and children. if you have more than
2 people in your family, you'li need to include copies of the Additionat 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 coverva.org orcall us at 1-855-242-8282. Para obtener
una copia de este formularic 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,

07/01118 : Page 1 of 8



(Start with yourself)

Complete Step 2 for yourself, your spouse and children who live with you and/or anyone on your same federal income tax return if you file
one. Include both parents living in the home (for a child under 21). See page 1 for more informaticn about who to include. If you don't file a tax
return, remember to still add family members who live with you,

1. First name Middle name Last rame Suffix

3. Date of birth {mr/dd/yyyy) 4, Sex 2. Relationship to you?
Ll et ] [MMale  [Iremate SELF-

5. Social Security number 3SN) | 1 [ |- 1 -0 1 1 1

We need this if you want health coverage and have an SSN. Even if you don't want health coverage for yourself, providing your SSN can be
helpfut since it can speed up the application process, We use S5Ns to check income and other information to see who's eligible for hefp with
health coverage costs. For help getting an 55N, calt 1-800-772-1213 or visit spgialsecurity.gov, TTY users should call 1-800-325-0778,

6. Do you plan to file a federal income tax return NEXT YEAR?
{You can still apply for health insurance even if you don't file a federal income tax return.)

[ YES. If yes, please answer questions a-c, [J NQ. If no, skip to question ¢,
a. Will you file jointly with a spouse? []Yes [INo

If yes, name of spouse:

7 b. Will you claim any dependents an your tax return? [_]Yes [[JNo

If yes, list name(s) of dependents:

c. Will you be claimed as a dependent on someone's tax return? ] Yes []No

if yes, please list the name of the tax filer:

How are you related to the tax filer?

7. Are you pregnant or were you pregant in the last 60 days? [}Yes [}No
a. If yes, how many babies are expected during pregnancy D Expected due date :

8. Do you need health coverage? (Even if you have Medicare or other insurance, there might be a program with better coverage or lower
costs.) ifFNO, skip to the income guestions on page 3 and leave the rest of this page blank. c

O] ves.if yes, answer all the gquestions below.

[C] YES. If under 19 or over 64 and not eligible for full coverage, [[] NO. If you are age 19 to 64 and are Aot eligible for full coverage,
8a. " 4o you wish 10 be evaluated for Plan First (family planning you will be evaluated for Plan First (famlly planning coverage
coverage only)? or only) unless you check NO.

9. Do you need help with everyday things like bathing, dressing, walking or using the hathroom 1o live salely in your home? OF
Has a doctor or nurse wold you that you have a physical disability or long term disease, mental o emotional iliness, or addiction problem?
ves [ No [ 1fyou are 65 or older OF have Medicare, please complete Appendix 0.

10. Are you a U.S. citizen or U.5. national? [_]Yes []No

11. If you aren’t a U.5, citizen or U.S. national, do you have eligible immigration status?
[dves. Filt in your document type and 1D number below.

a. Immigration document type b. Document 1D number

N O I O O A

¢. Have you lived in the U.S, since 19967 [Jves [ JNo d. Are you, or your spause of parent a veteran or an active-duty
member of the U.S. military? [Jves []No

12, Do you live with at least one chitd under the age of 19, and are you the main person taking care of this child? []Yes [_INo

13. Are you incarcerated (detained or jailed)? []Yes {MINo If Yes [[]Federal [ }State (DOC or D)y [ Local/Regional
[[1Check here if pending disposition of charges Expected release date 1] /e T T T

14, Are you a full-time student? [_]Yes [_|No

15. Were you in foster care at age 18 or older? []Yes [ INo yes, inwhichstate ...

16. if Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)

[IMexican []Mexican American [JChicano/a []Puerto Rican [ JCuban {JOther .. . .
17, Race (OPTIONAL—check all that apply.}
§:] White : [:] Amf_'rican indian or Alaska [:] Fitigino D Vietnamese D Guamanian or Chamorro
BEackVUr African Na-twe [:] Japanese E] Qther Asian I:| Samoan
American C1 Asian ndian [ korean ] Native Hawaiian [] other Pacific Islander
Chinese I:] QOther _

NEED HELP WITH YOUR APPLICATION? visit the Cover Virginia website at coverva.arg or calt 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 Janguage you need, We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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(Continue with yourself)

Currentjob & Income Information

[] Employed {Not employed [ Self-employed
If you're currently employed, tell Skip to question 28, Skip to guestion 27.
us about your income. Start with
question 18,
CURRENT JOB 1:
18. Employer name a. Employer address
h. City c. State d. Zip code 19. Employer phone number
L N O O O I O T O
20. Wages/tips (before taxes) [JHourly [Oweekly  []Every 2 weeks 21. Average hours worked each WEEK
sL T T VT Ol twice a month [ Monthly [} vearly 11
CURRENT JOB 2: (If you have more jobs and need more space, attach ancther sheet of paper.)
22. Employer name a. Employer Address
b. City c. State d. Zip code 23. Employer phone number
R e I o O
24. Wages/tips (befare taxes} [JHourly COweekly [ Every 2 weeks 25. Average hours worked each WEEK
s [ 1 1 1 171 [ JTwiceamonth  {] Monthly [“}Yearly

26. In the past year, did you: [ ] Change jobs ] 5top working [ Start working fewer hours  [_] None of these

27. If self-employed, answer the following questions:
a. Type of work

b. How much net income (profits once business expenses are paid)
will you get fram this self-employment this manth? -3 I O O

28. OTHER INCOME THIS MONTH: Check alt that apply, and give the amount and how often you get it. Check here if none []
NOTE: You dan't need to tell us ahout child support, veteran's payment, or Supplemental Security Income {SSI.

[.JUnemployment $ [__L-I:_]_ | How often? e [T Alimony received  $| _j:_T__] How often? e
[} Pensions i lHowoften? [J Net farming/fishing  $ __T_j Howoften? _______ .

[ social Security $| | | | | Howoften? ... .. [ Net rental/royalty % [ || jHowoften? .
[retirement accounts $77 T 7T T How often? e Clother income T 7T 7T 1 Howoften? ..o

Type
29, Do you want help paying for medical bills from the last 3 months? [Jyes [[JNo If ves, provide monthly income for previous 3 months.

Month . $[_ [ T T 1] Month2: $ | 1L Month3: ${ |

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 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 your answer to net self-employment {question 27b).
[_1Alimony paid $L | How often? e [lother deductions ~ $
[[]student loan interast $ How Often? .. e Type:

How often? e

31. YEARLY INCOME: Complete only if your income changes from month to month. o
If you don’t expect changes to your monthly income, skip to the next person.

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

s LT T T {1 s LI 1T [ 1]
THANKS! This is all we need to know about you.

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, 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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If you have more than two people to include, complete as many Additional Person single
page supplement forms as you need. .

Complete Step 2 for your spouse and children who live with you and/cr anyone on your same federal income tax return if you file one. Include
both parents living in the home (for a child under 21). See page 1 for more information about who to include. If you don't file a tax return,
remermber to still add family members who live with you.

T First name Middle name Last name Suffix
3. Date of birth (mm/dd/yyyy) 4. Sex 2. Relationship to you?
LU/ L /e OMale [} Femate

5. Social Security number {SSN) ] | | 1 -| | | - |
We need this if you want health coverage for PERSON 2 and PERSON 2 has an 5SN.
6, Does PERSON 2 live at the same address as you? []Yes [JNo

If no, list address;

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
{You can still apply for health insurance even if PERSON 2 doesn't file a federal income tax return.)

[T1YES. If yes, please answer guestions a-<. [INO. If no, skip to question.c,
a. Will PERSON 2 file jointly with a spouse? [JYes []No

If yes, name of spouse:
b. Will PERSON 2 claim any dependents on his or her tax return? [[1Y¥es [“INo

If yes, list name{s) of dependents:
c. Will PERSON 2 be claimed as a dependent on someong’s tax return? [(I¥es [INo

If yes, please list the name of the tax filer:

How is PERSON 2 related to the tax filer?
8. Is PERSON 2 pregnant? Or were they pregnant in the tast 60 days? []Yes []No

a. If yes, how many habies are expected during this pregnancy? [] Expected due date! e

9. Does PERSON 2 need health coverage? (Even if Person 2 has Medicare or other insurance, there might be a program with better coverage
or lower costs.} If NO, skip to the income guestions on page 5 and leave the rest of this page blank.

] vEes. if yes, answer ali the guestions below.,

Ya.[] YES. If under 19 or over &4 and nat eligible for full coverage, [T NO. if PERSON 2 is age 19 to 64 and is not eligible for full coverage,
does PERSON 2 wish to be evaluated for Plan First (family PERSON 2 will be evaluated for Plan First (farnily planning coverage
planning coverage only)? OF  only) unless you check NO.

10. Does PERSON 2 need help with everyday things like bathing, dressing, walking or using the bathroom to five safely in their home?
OF Has a dactor or nurse told theim that they have g physical disability or long term disease, mental or emotional illness, or addiction
probiem? Yes[] Ne [[3 1F PERSON 2 is 65 or alder OF has Medicare, piease complete Appendix [,
11. I$ PERSON 2 a U.S. cltizen or U.S. national? [ 1Yes [(INo
12. If PERSON 2 isn't a U.S. citizen or U.S, national, do they have eligible immigration status?
[ Yes. Fill in their document type and 1D number below.
& Document type h. Document 1D number
¢. Has PERSON 2 lived in the U.S. since 19967 [1¥es [ INo d. Is PERSON 2, or their spouse or parent a veteran or an active-
duty member in the U.5. military? [_]Yes [Ino

13, 15 Person 2 living with at least one chitd under age 19 and the main person taking care of this child? []

14. Was PERSON 2 in foster care at age 18 or older? [(lves [(Ino  If yes, in which state

15. Is PERSON 2 incarcerated (detained or jailed)? [JYes [JNo I Yes [ Federal []State (DOCor D)} [} Local/Regional
[jCheck here if pending disposition of charges ‘ Expected release date LALJ / LT/ T T T

16. Is PERSON 2 a full-time student? {_JYes [ INo

17. If Hispanic/Latino, ethnicity (OPTIONAL—check all that appfy.)

[CIMexican [IMexican American []Chicanofa {_]PuertoRican [ 1cCuban [JOther
18. Race (OPTIONAL—check all that apply.)

] white (] American Indian or Alaska [] Filipino {7] vietnamese [Z] Guamanian or Chamorro
[] Black or African Native [] Japanese £] Cther Asian [J samoan
American [ Asian Indian 7 Korean [] Native Hawaiian [1 other Pacific Islander
[J cChinese [ other

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

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, 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 noe cost to you. TTY users should catl 1-888-221-1590,
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Current Job & Income Information

([} Employed [ Not employed [] Self-employed

If PERSON 2 is currently employed, Skip to question 29. Skip to guestion 28.

tell'us about their income. Start with

question 19,
CURRENT JOB 1:
19. Employer name a. Employer address
b. City ¢. State d. Zip code 20. Employer phone number

L[] 1 U 2 A I
21. Wages/tips (befare taxes) [ ] Hourly Cweekly  []Every 2 weeks 22, Average hours worked each WEEK
s 11 ’ I ! []Twice amonth  [IMonthly []vearly i W_I_____
CURRENT JOB 2: (If PERSON 2 has more jobs and needs more space, attach another sheet of paper.)
23. Employer name : a. Employer Address
b. City ¢. State d. Zip code 24. Employer phone number
N N

25. Wages/tips (before taxes) {“JHourly [Mweekly [ Every 2 weeks 26. Average hours worked each WEEK

s LT T 11 [ Twice amonth  { Monthly [ Yearly

27. In the past year, did PERSON 2: {_] Change jobs []stop working [ Start working fewer hours [ None of these

28. If PERSON 2 is self—emplcyed answer the following questions:
a. Type of wark

b, How much net income (profits once business expenses are paid)
will PERSON 2 get from this self-employment this month? $ L] E I | | |

29. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often PERSON 2 gets it. Check here if none [_]
NOTE: You don't need to tell us ahout PERSON 2's child support, veteran's payment, or Supplemental Security Incame {SS1).

[ Unemployment | Howoften? e [L]alimony received  $ I:L_TT How often? e
[.]Pensions $ []ID Howoften? [INet farming/fishing  $ Howoften? _________
[[150ctal Security $ | Howoftern? L Net rental/royalty $ ‘[——[ J How often?

[C] Retirement accounts  $ T How Often? ... [ other income L_] How often? ..
Type

30. Does PERSON 2 want help paying for medical bills from the Iast 3 months? {_]Yes [_JNo Ifyes, pfowde month!y income fol last 3 months,

Month 1: $ ! Month2:$ | | i Month 3: $

31. DEDUCTHONS: Check all that apply, and give the amount and how often PERSON 2 gets it.

If PERSON 2 pays for certain things that can be deducted on a federal Income tax retuen, telling us about them could make the cost of health
coverage & little lower,

NOTE: You shouldn't inchude a cost that you already considered in your answer to net self-employment {question 28b).
[ Alimony paid $L i Howofeen? {lother deductions  § T YHowoften?
[Jstudent loan interest $ Howoften? e Type:

32. YEARLY INCOME: Complete only if PERSON 2's income changes from month to menth.

If you don't expect changes to PERSON 2's monthly income, skip to the next person. °
PERSON 2’'s total income this year PERSON 2's total income next year {if you think it will be different)
s LT T 111 s b L LT [

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

9 NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at Gaverva,org or call us at 1-855.242-8282. Para obtener
una copia de este formutario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, calt 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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1. Are you or is anyone in your family American Indian or Alaska Native?

{_11f N, skip to Step 4.
[IYes. If yes, go to Appendix B,

Your Family’s Health Coverage B

Answer these questions for anyone who needs heaith coverage.

1. Is anyone enrelled in health coverage now from the following?
[] ves. If yes, check the type of coverage and write the person{s) name(s) next to the coverage they have. [ NO,

O Medicaid [T employer insurance

[ rAMIS L Name of health insurance:
Policy number:

[.] Plan First ¥

ts this COBRA coverage? [ Yes [“iNo

Is this a retiree health plan? [ }Yes [INo
] tricare (Don't check if you have direct care or Line of Duty) 1 other

Name of health insurance:

[ medicare

Policy number:

L] veterans Administration health care programs ]
Is this a limited-henefit plan (like & school accident policy)?

Oves {No

[ peace Corps

[ rederal Health insurance Marketplace

2. Is 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. if yes, you'll need to complete and include Appendix A. Is this a state employee benefit plan? [[]¥es [[INo

NG, 1f no, continue to Step 5.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persens are required to respond to a collection of information uniess it displays a valid OMB cantrol number.
The valid OMB contrel number for this information collection 1s 0938-1191, The time required to complete this information collection 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 coliection. If you have comments-concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write ta; CMS, 7500
Security Boulevard, Attn: PRA Reports Clearance Officer, Maif Stop C4-26-05, Baltimore, Maryland 21244-1850,

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at ¢O¥ErVa.0rg or call us at 1-855.242-8282. Para obterier

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 vou need. We'll get you help at no cost to youw. TTY users sheutd call 1-888-221-1590.
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Read & sign this application

Renewal of coverage in future years

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

Yes, t consent to the use of electronic income data including information from tax returns to annually renew my eligibility
automatically for the next

[]5 years (the maximum number of years allowed), or for a shorter number of years:
[(J4years [J3years [d2years [d1year [IDon'tuse information from tax returns to renew my coverage.

*  I'm signing this application under penalty of perjury which means I've provided true answers 1o all the questions on this
application to the best of my knowledge. | know that | may be subject to penalties under federal law if | provide false and or
untrue information.

« lunderstand that | am authorizing the local Department of Social Service (LDSS) and the Department of Medical Assistance
Services (DMAS) to obtain verification/information necessary to determine my eligibility for Medicaid or FAMIS.

+ | understand that Medicaid and DMAS contractors may exchange information relating to my coverage with LDSS to assist with
application, enrollment, administration and billing services.

+ | understand that for individuals enrolled 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 infermation or failed to report required changes in my family size or income, 1 may have to repay the monthly
premiums paid to the MCO. | may have to repay these premiums even if no medical services were received during those
months.

+ | know that { must tell the local Department of Social Services within 10 calendar days 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 wwywy.hhs.gov/ocr/office/file.

We need this information o 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,

If anyone on this appiication is eligible for Medicaid

+ | am giving to the Medicaid agency our rights te 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? [Jves [INo

+ Ifyes, | know | will be asked to cooperate with the agency that coliects 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 1o 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 1think the Health Insurance Marketplace has made a mistake, | can appeal its decision. To appeal means to tell someone at
the Health Insurance Marketplace that t 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)

(O 2 VO 2 O I

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

NEED HELP WITH YOUR APPLICATHON? Visit the Cover Virginia website at COVerva.org or call us at 1-855-242-8282. Para obtener
una copia de este formulario en Espafial, 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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The Department of Medical Assistance Services complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

»

SPANISH _
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al
1-855-242-8282 (TTY: 1-888-221-1590).

KOREAN

Fo = E AMZESAe % A0 X8 AHUIAE REE 0S84 2= ASLICH
1-855-242-8282 (TTY: 1-888-221-1590) H 2 2 MG =&AL,

VIETNAMESE

CHU Y: Né&u ban n6i Tiéng Viét, c6 cac dich vu hd trg ngdn nglr mién phi danh cho ban. Goi sé
1-855-242-8282 (TTY: 1-888-221-1590).

CHINESE :

SRR MR E T ERE S AT AR R IESEE S TR IR - S 1-855-242-8282

(TTY : 1-888-221-1590) °

ARABIC d3) 1-855-242-8282 s ot aally ol 1 55 Ay il B2 Lnall ctilads, ol AR 583 Caaati i€ 13 ks gale

{1-888-221-1590 a8 5 paall iila
TAGALOG ‘
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-242-8282 (TTY: 1-888-221-1590).

FARS! L2l e b Lad (o1 (Rl ) gy (1) gl S o SR i ) 40 R e g
8 pdai 1-855-242-8282 {TTY: 1-888-221-1590)

AMHARIC

SRR, (LG4 B RTICT T CICIID ACHH LCLFTE (7R ALTUP FIETPA: OF SN FAD-

FTC LR 1-855-242-8282 (40T AFAGTFE-1-888-2211390).
URBU ) o
Jﬁ.wu@éwmu&hé&hédbjﬁyl Y ‘U:-‘T.'Cﬂﬁ sagh ot Ak jla pa

1-855-242-8282 (TTY: 1-888-221-1590). L2 S
FRENCH

ATTENTION : Sivous parlez francais, des services d'aide linguistique vous sont proposes gratuitement.
Appelez le 1-855-242-8282 (ATS : 1-888-221-1590).

RUSSIAN

BHMMAHWE: Ecnu Bbl roBOpWTE Ha PYCCKOM A3bIKE, TO BaM JOCTYMHbI BecnaaTHbie YOI nepesosa.
3BoHWTe 1-855-242-8282 (Tenetalir: 1-888-221-1590).

HINDI

T & I T R TS S T T oy o # 19T wg e 4ard guerse 31 1-855-242-8282 (TTY:
1-888-221-1590) 7T i T

GERMAN

ACHTUNG: Wenn Sie Deutsch sprechen, stehen |hnen kostenlos sprachliche Hilfsdienstieistungen zur
Verfigung. Rufnummer: 1-855-242-8282 (TTY: 1-888-221-1590).

BENGALI

WY FAA AW A TR, I TWE N, TEE W AT @ Tmer A

TR sl W FE 5-855-242-8282 (TTY: 5-888-221-1590) 1

IGBO
AKWUKWQ: O buru na i na-asu Igbo, oru enyemaka asusu, nefu di gi. Kpoo 1-855-242-8282
(TTY: 1-888-221-1590).

YORUBA
AKIYESI: Ti o ba sorg Yoruba, awen iranlowg iraniowo ni ede, laisi idiyele, wa fun o, Pe 1-855-242-8282
(TTY: 1-888-221-1590).

NEED HELP WITH YOUR APPLICATION? visit the Cover Virginia website at COVErva.org or calf 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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Health Coverage from jobs

You DONT need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach a
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 questions,
You only need to include this page when you send in your application, not the Employer Coverage Tool.

EMPLOYEE Information

1. Emplayee name (First, Middle, Last) 2. Employee Social Security number

I O Y O

EMPLOYER Information

T

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 & waiting or probationary period, when can you enroll in coverage? (mm/dd/yyyy)

LV T/ T T T

List the names of anyone else who is eligible for coverage from this job.

Name: Name: Name:

[ne {Stop here and go to Step 5 in the application)

e S e e 3

Tell us about the health plan offered by thi.s e

pm Ty e

16. What change will the employer make for the new plan year (if known)y?
] Employer worrt offer health coverage

[ Employer will start offering health coverage to employees or change the premium fot 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 will the employee have to pay in premiums for thatplan?$| 1 [ [ | | ]
b. How often? Clweekly [Jevery 2 weeks [ITwice amonth [ZOnceamonth [ Quarterly [Jvearly

c.Dateofchange(mm/dd/yyyy):’ | |/| | 4/ 1 ] | i

*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(CH2)Q)il) of the Internal Revenue Code of 1986)

9 NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at goverva.org or call us at 1-855-242-8282. Para obtener una
copia de este formulario en Espafiol, lfame 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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EMPLOYER COVERAGE TOO

Use this tool to help answer questions in Appendix A about any employer health coverage that youre e
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 Sociai 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 that you're eligible for.

™ EMPLOYEE Information

’ The employee needs to fill out this section.
1. Employee name (First, Middle, Last) 2. Social Security Number

LT VL)L 1T ]

EMPLOYER Information

Ask the employer for this information,

13.1s 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 probationary period, when is the employee eligible for
coverage? {(mm/ddAyyyy) (Continue)

(3 No (STOP and return this form to employee)

e

Tell us about the health pian offered by this empioyer.
Does the employer offer a health plan that covers an employee’s spouse or dependent?
[CIves. which people? [Jspouse []Dependent(s)
CIno
(Go to question 14)

v T Iy 0 o bSO MLl L e i et g e e AT VTN

i o : R e e e R
If the plan year will end soon and you know that the health 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 plan year?
I Employer won't offer heatth coverage

(71 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 vatue standard.

* (Premium should reflect the discount for wellness programs. See question 15.)
a. How much will the employee have to pay in premiums for thatplan2$ | | [ | | [ ]
b. How often? [weekly [1Every2weeks [JTwice amonth [onceamonth [Jquarterly [ yearly
¢. Date of change (mm/dd/yyyy): r‘lnm‘ / E E i / | | [ 1 3
*An employer-sponsored health plan meets the “minimum vaiue standard” if the plar's share of the total allowed benefit costs covered by the plan is no
less than 60 percent of such costs (Section 36B(c)(2XC)(ii) of the Internal Revenue Code of 19886)

NEED HELP WITH YOUR APPLICATION? Visit the Cover Virginia website at coverva,arg or call us at 1-855-242.8282. Para obtener una
topia de este formulario en Espafiol, Hame 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 cafl 1-888-221-1590.
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APPENDIX B Gl

American Indian or Alaska Native Family Member (Al/AN)

Complete this appendix if you or a family member are American Indian or Alaska Native, Submit this with your Application for
Health Coverage & Help Paying Costs.

Tell us about your American Indian 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 enrollment periods. Answer the
following questions to make sure your family gets the most help possible.

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

1. Name First ' Middle T TEirst ' Middle

(First name, Middle name, Last name)
Last Last
2. Member of a federally recognized tribe? [ ¥es [Jves
If yes, tribe name If yes, tribe name
[(ONo [OnNe
3. Has this person ever gotten a service fromthe | [Tyes {Jves
Indian Health Service, a tribal health program,
or urban Indian health program, or through a [(One " INo
referral from one of these programs? - If no, is this person eligible to get If no, is this person eligible to get
services from the Indian Health Service, services from the Indian Health Service,
tribal health programs, or urban Indian tribal heaith programs, or urban Indian
health programs, or through a referral health programs, or through a referral
from ane of these programs? from one of these programs?
[TIves [INo [Cves [CINo
4, Certain money received may not be counted s T T T 17717 s T T T 117
for Medicaid, FAMIS or Plan First, List any ‘
incame (amount and how often) repoited on How oftan? How often?

your application that includes money from

these sources:

+  Per capita payments from a tribe that
come from natural resources, usage rights,
leases, ar royalties

+ Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
fand designated as [ndian trust land by
the Department of Intertor {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.erg or call us at 1-855-242-8282. Para obtener una
copia de este formudario en Espafiol, llame 1-855-242-8282.. If you nieed help in a language other than English, call 1-855-242-8282. and teil
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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Asmstance Wlth Comp!etlng th!S Apphcatmn

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 are applying for someone other than a spouse or family member, an

authorized representative form (Appendix C) must be completed 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 number

4. City 5. State 6. ZIP code

L] LI T

7. Phone number

T 1 e S O I
8. Organization name 9. ID number {if applicable)

N O 0 A o

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 (mm/dd/yyyy)

LIz L/ T 1)

OR

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

1.t give permission for {name} and/or (organization name) !
2. Address City State Zip
3. Phone number 4, 1D number (if applicable)

(I O O Y Y T

to receive eligibility and enrollment information reEatlng to my appltcatlon/case | also give the Department of Social Services

and/or the Department of Medical Assistance Services permission to release information about this application to this person/
- organization.

5. Your signature 6. Date {mm/ddéyyyy}

Jo L]

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

Compilete 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/ddfyyyy)
A .

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

3. Organization name

4. ID number (if applicable) 5. Agents/Brokers only: NPN Number

1N O N I I (N N I 0 O

NEED HELP WITH YOUR APPLICATIONTY Visit the Cover Virginia website at coverva.org or call us at 1-855-242-8282, Para ohtener

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

tell the customer service representative the tanguage you need, We'll get you help at no cost to you. TTY users shouid call 1-888-221-1590.
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Commonwealth of Virginia Voter Reglstrat;on Agency Certlﬁcatlon

If you are not registered to vote where you live now, would you like to apply to register to vote here today? (Piease check only
ahe)

(1 | am already registered to vote at my current address, or | am not eligible to register to vote and do not need an application
to register to vote,

(3 Yes, | would like to apply to register to vote. (piease fill out the voter registration application form)
[ No, | do not want to register to vote.
If you do not check any box, you will be considered to have decided not to register to vote at this time.

Applying to register to vote or declining to register to vote will not affect the assistance or services that you will be provided by
this agency. If you decline to register to vote, this fact will remain confidential. If you do register to vote, the office where your
application was submitted will be kept confidential, and it will be used only for voter registration purposes. If you would like help
filling out the voter registration application form, we will help you. The decision whether to seek or accept help is yours. You may
fill out the application form in private if you desire.

If you believe that someone has intetfered with your right to register or to decline to register to vote, your right to privacy in
deciding whether to register or in applying to register to vote, you may file a complaint with Secretary of the Virginia State Board
of Elections, Washington Building, 1100 Bank Street, Richmond, VA 23219-3497, phone (804) 864-8901.

Applicant Name Signature Date

(for agency use only)

Voter Registration form completed: L] Yes 1 No

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

Agency Staff Signature Date

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 formutario 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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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.
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[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.
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