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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
San Francisco Regional Office 
90 Seventh Street, Suite 5-300 (5W) 
San Francisco, CA  94103-6706 
 
Division of Medicaid & Children’s Health Operations 
 
       August 26, 2014     
 
Patricia McManaman, Director 
Department of Human Services 
P.O. Box 339 
Honolulu, HI 96809-0339 
 
Dear Ms. McManaman: 
 
On October 25, 2013, the Centers for Medicare & Medicaid Services (CMS) approved Hawaii’s 
State Plan Amendment (SPA) 13-0008-MM with an effective date of October 1, 2013.  This SPA 
included approval for the State to use an interim alternative single streamlined online application 
until March 30, 2014.   
 
The CMS has reviewed the changes submitted with respect to Hawaii’s alternative single 
streamlined online application.  The revised application addresses the concerns outlined in the 
companion letter that was issued with the SPA approval.  This letter serves as official approval 
of Hawaii’s alternative single streamlined online application.   
 
Enclosed is a copy of the approved alternative single streamlined online application.  Please 
incorporate these pages into the State Plan following the attachment to S94 entitled “Use of the 
Alternative Single Streamlined Application.”  
 
If you have any additional questions or require any further assistance, please contact Christy 
Bonstelle at (415) 744-3522 or Christy.Bonstelle@cms.hhs.gov. 

 
 
Sincerely, 

 
     /s/ 

 
      Hye Sun Lee 

Acting Associate Regional Administrator 
Division of Medicaid and Children’s Health Operations 
 

Enclosure 
 
 

mailto:Christy.Bonstelle@cms.hhs.gov


 

 

 

 

 

USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION 

 Paper Application         Online Application 

TRANSMITTAL NUMBER: 

 

13-0008-MM 

STATE: 

 

Hawaii 

 

Through March 31, 2014, the state is using an interim online alternative single 

streamlined application.  After March 31, 2014, the state will use a revised online 

alternative single streamlined application, which will address the issues outlined in 

the CMS letter dated October 1, 2014 concerning the state’s application. The revised 

application will be incorporated by reference into the state plan.   
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1. Purpose and Background  

 

The purpose of this document is to provide a response to a request from Centers for Medicare & 
Medicaid Services (CMS), requesting an update on the recent revisions to the online alternative single 
streamlined application developed by the State of Hawaii (State Plan Amendment (SPA) transmittal HI 
#13-0008-MM, October 25 2013). CMS approved the use of an interim online alternative single 
streamlined application with the condition to revise the form to reflect the following changes, by March 
31st 2014.  
 
 
1 CMS Question - Tobacco use: Will it be possible to move this post-eligibility for Day One? If not, can 

language be added that it’s not relevant for Medicaid and CHIP and that it’s doesn’t impact 
eligibility?  

 Interim Solution - The following language was added to the tobacco use question: “Your 
response to the following questions does not affect medical assistance eligibility.” 

 Revised Solution (Post 3/22/2014) - The tobacco use question will not be asked of applicants.  
 

2 CMS Question - Do the questions related to access to employer sponsored coverage and special 
enrollment periods only show up for applicants with attested household incomes above applicable 
Medicaid and CHIP MAGI limits? 

 Interim Solution- The following language appeared before the special enrollment question “Your 
response to the following questions does not affect medical assistance eligibility” 

 Revised Solution (Post 3/22/2014) - The special enrollment period questions will not be asked of 
applicants requesting medical assistance. 

 Response- The employer sponsored coverage questions appear for households with household 
members who are potentially eligible for APTC or potentially eligible for Medicaid under Title XXI 
(CHIP) to check for potential minimum essential coverage. 
 
 
 
 

The sections below demonstrate that the changes have been made to the online alternative single 
streamlined application per CMS instructions. 
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2. KOLEA Online Single Streamlined Application Change Summary  

The sections below describe the two major changes made to the KOLEA Online Single Streamlined 
application per CMS guidance with the 3/22/2014 Release.  
 
Each section provides: 
 

 Description of the change 

 Previous Portal Summary bar snapshot containing a list of all the screens visited by an applicant 
and a screenshot of the removed screen/question 

 Revised Portal Summary bar snapshot containing  list of all the screens highlighting the removed 
screen/question 

 
 
 
  

2.1. Tobacco Question – CMS Question 7 

 

Tobacco use: Will it be possible to move this post-eligibility for Day One? If not, can language be added 

that it’s not relevant for Medicaid and CHIP and that it doesn’t impact eligibility?    
 

Interim State (October 1st 2013): Language has been included to indicate this question will not impact 

eligibility. Additionally, this question is only asked for Applicants over age 18 years prior to the 
confirmation page. 

Revised per CMS recommendation (March 22nd, 2014):  As this question will not impact medical 

assistance eligibility the question is not asked. 

 
Please refer to Figures 1 & 2 which depicts the list of questions that were asked as part of the interim 
design and the list of questions that are currently asked in the revised design. Updates that have been 
made are highlighted in the summary bar. 
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Figure 1 - Interim Application Flow  
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Figure 2 - Revised Application Flow (highlighting the impacted screen/question) 
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2.2. Special Enrollment Question – CMS Question 2 

 
 

Special Enrollment: Do the questions related to access to employer sponsored coverage and special 

enrollment periods only show up for applicants with attested household incomes above applicable 
Medicaid and CHIP MAGI limits? 
   

Interim State (October 1st, 2013): The Special Enrollment questions were asked of all Applicants 

starting December 16th, 2013. 

 

Revised per CMS recommendation (December 20th, 2013): The Special Circumstance questions were 

suppressed effective December 20th, 2013 as these questions did not impact medical assistance 
eligibility. 

 
Please refer to Figures 3 & 4 which depicts the list of questions that were asked as part of the interim 
design and the list of questions that are currently asked in the revised design. Updates that have been 
made are highlighted in the summary bar. 
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Figure 3 - Interim Application Flow and the Impacted Screen  
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Figure 4 - Revised Application Flow (highlighting the impacted screen/question) 
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2.3. Employer Sponsored Coverage Flow – CMS Question 2 

 

Employer Health Coverage: Do the questions related to access to employer sponsored coverage and 

special enrollment periods only show up for applicants with attested household incomes above 
applicable Medicaid and CHIP MAGI limits? 
   

State as of October 1st, 2013: The employer sponsored coverage questions appear for households with 

household members who are potentially eligible for APTC or potentially eligible for Medicaid under Title 
XXI (CHIP) to check for potential minimum essential coverage. 

Revised per CMS recommendation (March 22nd , 2013): DHS validated that the employer sponsored 

coverage questions only appear for applicants with household members who are potentially eligible for 
APTC or potentially eligible for Medicaid under Title XXI (CHIP) to check for potential minimum 
essential coverage. 

 

If any household member meets eligibility criteria including residency, tax dependency status, and has 
a household income above the FPL associated with his or her respective program the ESI question will 
be asked.  

 

 

Please refer to Figures 5 which depicts the list of questions of questions that are currently asked. 
Updates that have been made are highlighted in the summary bar. 
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Figure 5 - Revised Application Flow (highlighting the impacted screen/question) 
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1 Overview 

1.1 Document Overview 

This document is intended to provide an overview of the OneGate for Health Insurance Exchanges Portal 

Experience for Individuals and Families. The Portal Experience is divided into eight main sections, 

outlined below.  

 The Anonymous Features section details the Screening tool, which allows the Customer to enter 

data anonymously to see if they are likely to qualify for programs such as Premium Assistance or 

Medicaid, and view available health plans.  

 The Application, Plan Selection, and Plan Enrollment sections include a walkthrough of an 

example case scenario, where the Customer and their family apply for and enroll in Medicaid.  

The purpose of this document is to provide standards and practices for caseworkers and assisters to follow 

to help guide Users to a high-quality and timely experience while navigating the OneGate portal. 

Accordingly, note that the assumed audience for this document is all stakeholders that will be trained to 

support Customers. 

  

1.2 Glossary of Terms 

User A person (Assister, Broker, Navigator) guiding the Customer through the 

interview, or (in self-service) the Customers themselves  

Customer A person whose data is entered, reviewed, and edited by the User 

Caseworker A person who administers and reviews benefit eligibility and program enrollment 

 

1.3 Use Case Description 

o Application: 35-year-old female US citizen, earning $1,000 monthly 
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2 Anonymous Features 

The following section provides an example of the User navigation through the Health Coverage Eligibility 

Screener and the anonymous Plan Browsing features. 

The processes described below are not required to start an application, and no information from these anonymous 

features section is used to determine final eligibility, as all final eligibility determinations are processed through 

the application.  

 

2.1 Health Coverage Eligibility Screener 

The Health Coverage Eligibility Screener allows Users to enter minimal information about a household 

and returns an initial assessment of its eligibility for premium assistance tax credits or Medicaid benefits. 

1. Click on Individuals & Families, and select Find out now.  

 

Figure 1: Home Page – Individuals & Families screen 
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2. Input household details.  To add a household member, click Add Another Person. To remove a 

household member, click Remove This Person.  Once all information has been entered, click Calculate 

to get an eligibility determination.  

 

Figure 2: Premium Assistance Payment Calculator screen 
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3. Basic eligibility and tax credit calculation results are shown on the right. To immediately begin an 

application, click Apply Now and skip ahead to section 3 – Application of this user guide. To browse 

available health plan options, click View Plan Options.  To run a new eligibility determination, update 

the information under the Household Information section and click Calculate Again.  

 

 Figure 3: Premium Assistance Payment Calculator screen 
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2.2 Anonymous Plan Browsing 

After completing the Premium Assistance Calculator, Users can browse plans that they may be eligible 

for in the Exchange, and estimate various associated costs and benefits. 

1. Select the type of health plan to browse using the View buttons at the top of the screen. 

 

 Figure 4: Anonymous Plan Selection screen 

 

2. Enter filter criteria and click Show Plans to view all available plans. 
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Figure 5: Plan Options Filter screenshot 

3. Available plans are displayed as well as the estimated premium and final cost, based on the data entered. 

Users can view different plans or compare multiple plans by marking the checkboxes and clicking Select 

and Compare. 

 

 Figure 6: Anonymous Plan Selection screen 
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4. After browsing plans, to begin an application, click Apply Now. 

 

Figure 7: Anonymous Plan Comparison screen  
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3 Application 

The following section provides an example of the User navigation through the Individuals & Families application 

process. 

To initiate an application without going through the Anonymous Features described in the previous section, from 

the home page, click on Individuals & Families, and select Apply Now.  

 

Figure 8: Home Page – Individuals & Families screen 
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3.1 User Registration 

OneGate Users are required to create a User account before beginning an application or accessing any 

non-anonymous feature. 

NOTE: Users that have already registered can sign in and continue on to section 4.2 – Application. For 

users that have not yet registered, refer to the steps below. 

1. From the Sign In screen, select Register Now. 

 

Figure 9: Sign In screen 

2. Create login credentials on the Create Account screen. Select the "Individual" User Type, and click 

Create. 

  

Figure 10: Create Account screen 
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3. Select a password reminder question, enter an answer, and click Save.  

 

Figure 11: Password Reminder screen 

 

3.2 Application 

The Application process enables Users to apply for health plans. From all screens in the Application 

process, the Print, Restart, Exit, and Save And Exit buttons, as well as a breadcrumb on the right side 

of the screen are available to aid the User. 

The questions asked vary depending on the use case, as well as on any state-specific rulebase changes. 

The screens below show the questions that appear for a single female 35-year-old applicant with 

$1000/month in income. 

 

Figure 12: Application – Navigation Aids screenshot 
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1. Review the introductory information and click Next. 

 

Figure 13: Application – One Stop Shop screen 
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1. Review the privacy information and click Yes to agree, then click Next to continue. 

  

Figure 14: Application - Privacy Screen 
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2. Click Yes to apply for programs that may help pay for coverage. 

 

Figure 15: Application -Help Paying for Coverage 
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3. On the Identification screen, submit identifying information about the Customer's household members. 

Click Add or Remove to add or remove a household member. Click Next to continue. 

 

Figure 16: Application - Identification Screen 
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4. Enter the preferred method of contact and any additional contact information, then click Next. 

 

Figure 17: Application - Contact Details Screen 
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5. Enter the home addresses of all the household members, then click Next. 

 

Figure 18: Application - Home Address Screen 

6. Confirm that the home address is the same as the mailing address then click Next.

 

Figure 19: Application - Mailing Address Screen 
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7.  Select Yes if a household member (HHM) is going to file a federal income tax return then click Next to 

continue.

  

Figure 20: Application - Household Tax Filing Status Screen 

8. In order to determine the tax filing household, necessary questions are asked, such as who the tax 

dependents are in the tax filing household. 

 

Figure 21: Application - Tax Dependent Screen 

9. The applicant can choose to appoint an authorized representative.  Afterwards, click Next to continue. 

 

Figure 22: Application - Authorized Representative Screen 
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10. Applicant can enter a Social Security Number to facilitate verification (Optional).  Click Next to 

continue. 

 

Figure 23: Application - Social Security Number Screen 

11. Answer non-financial questions such as disability and Native American status.  Click Next to continue.  

 

Figure 24: Application - Basic Information Screen 
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12. Answer a question about citizenship status.  Click Next to continue. 

 

Figure 25: Application - Citizenship Status Screen 

13. Provide additional details about HHM’s citizenship status.  Click Next to continue. 

 

Figure 26: Application - More About Citizenship Status Screen 

14. Click Yes to consent to the external verification process and click Next to continue. 

 

Figure 27: Application - External Verification Screen 
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15. Use the Add button to add an income source.  Income sources should be reported for all HHMs.  Use the 

Remove button to remove an income source. Click Next to continue. 

 

Figure 28: Application - Income Sources 

16. Provide additional information about the HHM’s job.  Click Next to continue. 

 

Figure 29: Application - Income Details 
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17. Report any deductions from HHM’s income. Click Next to continue. 

 

Figure 30: Application - Deductions 

18. Click Yes to confirm the HHM’s annual income.  Click Next to continue.  

 

Figure 31: Application - Confirm Annual Income 
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19. The following questions are related to minimum essential coverage.  Answer them and click Next to 

continue. 

 

Figure 32: Application - Health Coverage 

20. Use the Add button to add the employers of every HHM.  Click Next to continue. 

 

Figure 33: Application - Employers 
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21. The following questions are related to employers of people in the household. Answer them and click Next 

to continue. 

 

Figure 34: Application – Employer Details 

22. Provide employer contact information and click Next to continue.

 

 

Figure 35: Application - Employer Contact Information 
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23. Report special events that may have occurred in the past 60 days. Click Next to continue. 

 

Figure 36: Application - Special Circumstances 

24. Report tobacco usage.  Click Next to continue. 

 

 

Figure 37: Application - Tobacco Information 
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25. Select how you heard about the exchange. Click Next to continue. 

 

Figure 38: Application - How Did You Hear 

26. Select a preference for automatic renewals.  Click Next to continue. 

 

Figure 39: Application - Automatic Renewal 
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27. This is the data review screen.  The applicant can verify the application or change the responses by 

clicking the Edit buttons to return to a screen in the application and edit information entered.   

 

Figure 40: Application - Data Review Screen 
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28. To submit the application, click Yes to agree to the consent statements.  Next, enter a signature, and click 

Confirm to submit the application for eligibility determination.   

 

Figure 41: Application - Data Review Confirmation 
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29. The benefits summary screen provides the applicant with the results of the eligibility determination.  

Click on the applicant’s name to view details of the eligiblity determination results for that program that 

the HHM is applying for. 

In this scenario, the applicant is temporarily approved for Medicaid and QHP enrollment. To continue, 

click Select a Plan and refer to Section 4- Plan Selection and Enrollment.  Additionally, the applicant 

can also Appeal Not Eligible determinations. 

 

Figure 42: Application – Benefits Summary Screen 
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4 Plan Selection and Enrollment 

The following section provides an example of the User navigation through the Individuals & Families plan 

selection and enrollment processes. 

1. Review the introductory information and click Next. 

 

Figure 43: Plan Selection – Select your Plans screen 
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2. Select Yes on the Your Preferred Primary Care Provider screen to search for a PCP. Enter search criteria 

and click Search. 

 

Figure 44: Plan Selection –Your Preferred Primary Care Provider screen 

3. Browse the search results for the household members' PCPs. Use the checkboxes to select household 

members associated with a PCP and click Select to add them to the Your Selected PCPs list. 

 

 

Figure 45: Plan Selection – Select Your Primary Care Provider screen 
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4. Click Remove or Search Again to edit the Selected PCPs list, or click Next to continue. 

 

Figure 46: Plan Selection – Select Your Primary Care Provider screen 

5. Select Yes on the Your Preferred Clinic / Hospital screen to search for a clinic or hospital. Enter search 

criteria and click Search. 

  

Figure 47: Plan Selection – Your Preferred Clinic / Hospital screen 
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6. Browse the search results for the household's preferred clinic or hospital. Click Next to continue. 

 

Figure 48: Plan Selection – Select Your Clinic / Hospital screen 

  

TN No:  13-0008-MM 
HAWAII

Approval Date:  April 30, 2014 
Electronic Alternative Single Streamlined Application  - 48

Effective Date:  March 22, 2014



 

COPYRIGHT © 2013, 2010-2012 ARMEDICA, INC. ALL RIGHTS RESERVED. INDIVIDUALS AND FAMILIES – PORTAL EXPERIENCE USER GUIDE  |  35 
THIS DOCUMENT CONTAINS CONFIDENTIAL AND PROPRIETARY INFORMATION OF ARMEDICA, INC. ("ARMEDICA"), AND 

DISCLOSURE TO ANY THIRD PARTY, EXCEPT UNDER BINDING OBLIGATIONS OF CONFIDENTIALITY, IS STRICTLY PROHIBITED. COPY HIE10 
 

7. Review the information displayed and click Next. Use the Edit links to return to a screen and edit information 

entered. 

  

Figure 49: Plan Selection – Review Your Answers screen 

8. Select the type of health plan to browse using the Find buttons at the top of the screen. Click on the person 

image and use the checkboxes to select which household members to search plans for. 

 

Figure 50: Plan Selection screen 
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9. Enter filter criteria and click Show Plans to view all available plans. 

 

Figure 51: Plan Selection Filter screenshot 
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10. Select up to three plans from the available list and click Select and Compare to compare these plans, Select 

to add a plan to the User's cart, Plan Details to view plan documentation, or View Providers to view a plan's 

associated providers. Use the Sort By drop-down menu and filter criteria to further refine results. 

 

Figure 52: Plan Selection screen 
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11. On the Plan Comparison page, compare plan options side-by-side. Click Select This Plan to add a plan to 

the cart. Use the compare other plans link to return to the Plan Selection screen. Users can also view plan 

documentation and prescription lists by clicking the Download Details and Show Rx links for each plan.  

 

Figure 53: Plan Selection – Plan Comparison screen 
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12. On the Plan Selection Cart page, use the Search for plans buttons and household member checkboxes to 

return to the Plan Selection screen and select other health plans. Use the Remove link to remove a plan from 

the cart. To enroll in the plan, click Enroll. 

 

Figure 54: Plan Selection – Your Plan Selection Cart screen 

13. Verify the enrollment and contact information, enter a signature, and click Confirm. 
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Figure 55: Plan Enrollment Information screen 

 

14. The Health Plan Enrollment Summary screen displays information on the Customer's enrollment. The 

Customer can note the Confirmation Numbers and print this information for their personal records by clicking 

the Print button. Click the View Your Insurance Information button to access the Customer's insurance 

information on their My Account pages. 

 

Figure 56: Plan Enrollment – Health Plan Enrollment Confirmation screen 
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5 My Account (Self-Service)  

The following section provides an example of the User navigation through the self-service My Account pages. 

These pages are displayed as individual tabs for sets of information gathered and generated during non-

anonymous processes.  

To access the My Account pages from the home page, click on Individuals & Families and select My Account. 

Users can also access My Account from a link at the end of the Plan Enrollment process. 

 
Figure 57: Home Page - Individuals & Families screen 
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1. The My Applications tab displays the Customer's applications. Customers can view or withdraw an 

application using the View and Withdraw buttons.  

 
Figure 58: My Account - My Applications tab 

 

2. The My Verifications tab displays the Customer's verification items and their status. Users can upload 

verification documents for pending items by clicking the Upload/Edit button. They can then use the Upload 

button or any other existing documents on the Upload Your Verification Documents page.  

 

Figure 59: My Account - My Verifications tab 
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Figure 60: My Account - Upload Your Verification Documents screen 

 

3. The My Eligibility tab enables Customers to view each household member's eligibility, as well as current 

benefits received, and benefits history. The benefits for which each household member has applied for, as 

well as the status and payment amount (if applicable) for each benefit, are shown. Details on the past status of 

benefits can be found on the Past Benefits sub-tabs. Plan Selection can be accessed from this tab through the 

Select a Plan button. 

 

Figure 61: My Account - My Eligibility tab 
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4. The My Health Plans tab displays health plans in which the Customer is currently enrolled. Customers can 

disenroll from plans through the Click here link (refer to section 8 – Disenrollment below for more 

information).  

 
Figure 62: My Account - My Health Plans tab 

5. The My Requests tab enables Customers to submit requests to caseworkers and view a list of previously 

submitted requests. Requests include appeals, although Users can also initiate appeals from the Eligibility 

Determination pages in the application process flow (see section 6.1 – Appeal below).  

a. To send an appeal, complaint, concern, correction, discrepancy, or question to a caseworker, 

click on Submit a Request. 

 

Figure 63: My Account - My Requests tab 
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b. Select the type of the request and click Next.  

 

Figure 64: My Account - Submit a Request screen 

c. Enter a category and description for the request. Supporting documents can be uploaded using the 

Upload button, and edited using the Edit and Remove buttons, checkboxes, and Delete All Selected 

links. To submit the request, click Submit.  

 
Figure 65: My Account - Submit a Request screen 
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d. The submitted request and related information are then shown on the My Requests tab. Click on the 

Request ID to review the submission, add comments with the Respond button, or upload additional 

documents with the Upload New Documentation button.  

 

 
Figure 66: My Account - My Requests tab 

 
Figure 67: My Account - Request screen 
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6. The My Messages tab enables Customers to view messages and attachments from caseworkers by clicking on 

a specific message. To return to the message list from a message, click on the Back to Message List link.  

 

Figure 68: My Account - My Messages tab 

 
Figure 69: My Account - Message screen 
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7. The My Profile tab displays Customer household and contact preference data, including each household 

member's income, resources and expenses, according to data in OneGate. Customers can edit their contact 

preferences by using the checkboxes at the bottom of the screen and clicking Save.  
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5.1 Appeal 

Appeals can be initiated by submitting a request with the "Appeal" Request Type, or from the Appeal button 

available on the Eligibility Determination page in the application process flow. The following subsection provides 

an example of the User navigation through this appeal flow.  

8. Review the introductory information on the Submitting an Appeal page and click Next.  

 

Figure 70: Appeal - Submitting an Appeal screen 

9. Select the benefit to appeal and click Next. 

 

Figure 71: Appeal - Program I am Appealing screen 

TN No:  13-0008-MM 
HAWAII

Approval Date:  April 30, 2014 
Electronic Alternative Single Streamlined Application  - 63

Effective Date:  March 22, 2014



 

COPYRIGHT © 2013, 2010-2012 ARMEDICA, INC. ALL RIGHTS RESERVED. INDIVIDUALS AND FAMILIES – PORTAL EXPERIENCE USER GUIDE  |  50 
THIS DOCUMENT CONTAINS CONFIDENTIAL AND PROPRIETARY INFORMATION OF ARMEDICA, INC. ("ARMEDICA"), AND 

DISCLOSURE TO ANY THIRD PARTY, EXCEPT UNDER BINDING OBLIGATIONS OF CONFIDENTIALITY, IS STRICTLY PROHIBITED. COPY HIE10 
 

10. Enter a description of the appeal, and upload supporting documentation with the Upload button. 

 

Figure 72: Appeal - Submit an Appeal screen 

11. On the Upload Document pop-up, click Browse to locate supporting documentation, enter information on the 

document in the Comments box, and click Submit.  

 

Figure 73: Appeal - Upload Document pop-up 
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12. Use the checkboxes, Delete All Selected link, and edit or delete buttons to edit or delete uploaded 

documentation. Click Submit to continue.  

 

Figure 74: Appeal - Submitting an Appeal screen 

13. The appeal is confirmed.  

 

Figure 75: Appeal - Appeal Confirmation screen 
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14. The submitted appeal and related information are then shown on the My Requests tab in My Account. Click 

Withdraw to withdraw the appeal. Click the appeal's ID to review the appeal information.  

 

Figure 76: My Account - My Requests tab 

15. Caseworker comments on the appeal are listed in the Comments section, and the Status and Resolved fields 

track the progress of the appeal. Click Upload New Documentation to add a new supporting document, or 

enter comments and click Respond to send comments to caseworkers.  

 

Figure 77: My Account - Request screen 
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6 Disenrollment 

The following section provides an example of the User navigation through the Individuals & Families 

disenrollment process. 

 

1. To initiate a disenrollment, from the My Health Plans tab on My Account, select the Click here link. 

 
Figure 78: My Account - My Health Plans tab 

2. Select the plans to disenroll from using the checkboxes, and click Disenroll Selected.  

 

Figure 79: Disenrollment - Disenrollment Plan Selection screen 

TN No:  13-0008-MM 
HAWAII

Approval Date:  April 30, 2014 
Electronic Alternative Single Streamlined Application  - 67

Effective Date:  March 22, 2014



 

COPYRIGHT © 2013, 2010-2012 ARMEDICA, INC. ALL RIGHTS RESERVED. INDIVIDUALS AND FAMILIES – PORTAL EXPERIENCE USER GUIDE  |  54 
THIS DOCUMENT CONTAINS CONFIDENTIAL AND PROPRIETARY INFORMATION OF ARMEDICA, INC. ("ARMEDICA"), AND 

DISCLOSURE TO ANY THIRD PARTY, EXCEPT UNDER BINDING OBLIGATIONS OF CONFIDENTIALITY, IS STRICTLY PROHIBITED. COPY HIE10 
 

3. Enter the disenrollment reason and coverage end date, verify with a signature (typically, the User's initials), 

and click Next.  

 

Figure 80: Disenrollment - Disenrollment Questions screen 

4. The plans from which the user disenrolled are still displayed on the My Health Plans tab in My Account 

until the coverage end date is reached.  
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
San Francisco Regional Office 
90 Seventh Street, Suite 5-300 (SW) 
San Francisco, CA 94103-6706 CENTERS FOR MEDICARE & MEDICAID SERVICES 

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS 

Patricia McManaman, Director 
Department of Human Services 
P.O. Box 339 
Honolulu, HI 96809-0339 

Dear Ms. McManaman: 

OCT 2 ~ 2013 

Enclosed is an approved copy of Hawaii's State Plan Amendment (SPA) 13-0008-MM, which 
was submitted to CMS on July 12, 2013. SPA 13-0008-MM incorporates the MAGI-based 
eligibility process requirements, including the single streamlined application, into Hawaii's 
Medicaid State Plan in accordance with the Affordable Care Act. The effective date of this SPA 
is October 1, 2013. 

The approval of SPA 13-0008-MM includes full approval of your state's paper alternative single 
streamlined application. The State is using an interim online alternative single streamlined 
application and by March 31, 2014 will implement a revised online alternative single streamlined 
application that addresses CMS' concerns outlined in the companion letter issued with this SPA 
approval. 

Enclosed is a copy of the new State Plan pages and attachments to be incorporated within a 
separate section at the end of Hawaii's approved State Plan: 

• Alternative single, streamlined paper application: Application for Health Coverage and 
Help Paying Costs; Things to Know page and pages 1-7; Appendix A, Health Coverage 
from Jobs; Employer Coverage Tool; Appendix B, American Indian or Alaska native 
Family Member (AI/AN); Appendix C, Assistance with Completing this Application; 

• Application for Health Insurance & Help Paying Costs (Short Form), Things to Know 
and pages 1-3; Appendix C Assistance with Completing this Application 

• S94, pages S94-1 and S94-2; which includes the statements noted below: 
o Statement related to Coordination of Eligibility and Enrollment 
o Statements of use with respect to the alternative single, streamlined online 

application 



Page 2 - Patricia McManaman, Director 

CMS appreciates the significant amount of work your staff dedicated to preparing this State Plan 
Amendment. If you have any questions concerning this SPA, please contact Christy Bonstelle at 
415-744-3522, or by e-mail at Christy.Bonstelle@cms.hhs.gov. 

Sincerely, 

 
Associate Regional Administrator 
Division of Medicaid & Children's Health Operations 

cc: Kenny Fink, Med-QUEST Administrator 
Tom Duran, CMS Pacific Area Representative 



Medicaid State Plan Eligibility: Summary Page (CMS 179) 

State/Territory name: Hawaii 
Transmittal Number: . 

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

·~-~~qs ... m ~_, __ j 

Proposed Effective Date 
~~0/0:![2013 ____ , (mm/dd/yyyy) 

Federal Statute/Regulation Citation 
:42 C.F .R. 435, Subpart J and Subpart M 
'---,...~~.~~~~-n..r~.•~-~ ••••~·- •"A••·----•m•U•U"M-••--"-"•~--nv•-.... ~----··"-~-•• ... ••"-uuu~------------"'•uUuUu••••·------•"'••••-•••.-• 

Federal Budget Impact 
Federal Fiscal Year Amount 

First Year l2014 I 
Second Year !2015 _l 

Subject of Amendment 
The proposed amendments to the State Plan would implement provisions of the Patient Protection and 
Affordable Care Act o£2010 and the Health Care and Education Reconciliation Act of2010. The proposed 
amendments implements the new eligibility process as described in 42 C.F.R 435, Subpart J and Subpart M. 

Governor's Office Review 

~ Governor's office reported no comment 

e Comments of Governor's office received 
Describe: 

0 No reply received within 45 days of submittal 

@ Other, as specified 
Describe: 
As approved by the Governor 

Signature of State Agency Official 

Submitted By: 

Last Revision Date: 

Submit Date: 

Aileen Befitel 

Oct 16,2013 

Jul12,2013 

... 



DATE RECEIVED: DATE APPROVED: 

7/12/2013 10/25/2013 

PLAN APPROVED- ONE COPY ATTACHED 
EFFECTIVE DATE OF APPROVED MATERIAL: S GNATURE OF REGIONAL OFFICIAL: 

10/112013  
TYPED NAME TITLE 

Gloria Nagle Associate Regional Admi~istrator 



USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION 
D Paper Application [8] Online Applicat~on 

TRANSMITTAL NUMBER: STATE: 

13-0008-MM Hawaii 

Through March 31, 2014, the state is using an interim online alternative single 
streamlined application. After March 31, 2014, the state will use a revised online 
alternative single streamlined application, which will addre?S the issues outlined in 
the CMS letter dated October 1, 2014 concerning the state's application. The revised 
application will be incorporated by reference into the state plan. 



Medicaid Eligibility 

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

CFR 435, Subpart J and Subpart M 

Eligibility Process 

[Z] The state meets all the requirements of 42 CFR 435, Subpart J for processing applications, determining and verifying eligibility, and 
furnishing Medicaid. 

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. 

D The single, streamlined application for all insurance affordability programs, developed by the Secretary in accordance with 
section 1413(b )(1 )(A) of the Affordable Care Act 

An alternative single, streamlined application developed by the state in accordance with section 1413(b )(1 )(B) of the 
IZ! Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application 

developed by the Secretary. 

An alternative application used to apply for multiple human service programs approved by the Secretary, provided that the 
D agency makes readily available the single or alternative application used only for insurance affordability programs to 

individuals seeking assistance only through such programs. 

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

The single, streamlined application developed by the Secretary or one of the alternate forms developed by the state and 
D approved by the Secretary, and supplemental forms to collect additional information needed to determine eligibility on such 

other basis, submitted to the Secretary. 

IZ! An application designed specifically to determine eligibility on a basis other than the applicable MAGI standard which 
minimizes the burden on applicants, submitted to the Secretary. 

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 42 CFR 435.1200(t), by telephone, via mail, and in person. 

The agency also accepts applications by other electronic means: 

C. Yes (' No 
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Medicaid Eligibility 

Indicate the other electronic means below: 

Name of Method Description 

k " 4 Facsimile + The agency accepts applications received via facsimile. 

E-mail The agency accepts applications received via e-mail. 

The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility 
1ZJ groups listed below at locations other than those used for the receipt and processing of applications for the title IV -A program, 

including Federally-qualified health centers and disproportionate share hospitals. 

Parents and Other Caretaker Relatives 

Pregnant Women 

Infants and Children under Age 19 

Redetermination Processing 

IZJ 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 435.916: 

~ Once every 12 months 

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

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

information already available. 

~ Redeterminations of eligibility for individuals whose financial eligibility is not based on the applicable modified adjusted gross 
income standard are performed, consistent with 42 CFR 435.916 (check all that apply): 

~ Once every 12 months 

0 Once every 6 months 

0 Other, more often than once every 12 months 

Coordination of Eligibility and Enrollment 

The state meets all the requirements of 42 CFR 435, Subpart M relative to coordination of eligibility and enrollment between 
IZJ Medicaid, CHIP, Exchanges and other insurance affordability programs. The single state agency has entered into agreements 

with the Exchange and with other agencies administering insurance affordability programs. 

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 40 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. 
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Application for Health Coverage & Help Paying Costs 

~ 
0 
z 
~ 

0 
1-
(/) 

l9 
z 
I 
1-

Use this application 
to see what 
coverage choices 
you qualify for 

Who can use this 
application? 

Apply faster 
online 

What you may 
need to apply 

Why do we ask for 
this information? 

What happens 
next? 

Get help with this 
application 

• Affordable private health insurance plans that offer comprehensive 
coverage to help you stay well 

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

• Free or low-cost insurance from Medicaid or the Children's Health 
Insurance Program (CHIP) 

You may qualify for a free or low-cost program even If you earn as 
much as $94,000 a year (for a family of 4). 

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

could be eligible tor lower-cost or free coverage. 

• If you're single. you may be able to use a short form. 
Visit Heai~!1Cas:e,gov. 

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

• If someone is helping you fill out this application. you may need to 
complete Appendix C. 

Apply faster online at HeaithC.are~pv. 

• Social Security Numbers (or document numbers for any legal 
immigrants who need insurance) 

• Employer and income information tor everyone in your family (for 
example. from paystubs, W-2 forms, or wage and tax statements) 

• Policy numbers for any current health insurance 
• Information about any job-related health insurance available to your 

family 

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

Send your complete, signed application to the address on page 7. 
If you don't have all the Information we ask for, sign and submit 
your application anyway. We'll follow-up with you within 1-2 weeks. 
You'll get instructions on the next steps to complete your health 
coverage. If you don't hear from us, visit He~lth~are.gov or call 
1·800·XXX·XXXX. Filling out this application doesn't mean you have 
to buy health coverage. 

• Online: HealthCare.goy 
• Phone: Call our Help Center at 1·800-XXX·XXXX. 
• In person: There may be counselors ln your area who can help. 

Visit our website or call 1·800·XXX·XXXX for more information. 

• pn Fsp•&ot.l.'isa& a fUde~ra eeRtfe de ~"Uila g,a,ie et 
1oo800«X"«K,Oh 

NEED HELP WITH YOUR APPliCATION? Vtstt HealthCare.gov or call us at 1-800-XXX·XXXX P'iiN ai!Jtel'let Wflt!t llliii!IIB ae ette
foetmal&liO ill! !SDaflol,tfame t 80\ltOXJtmX If you need help m a language other than English, caii1·800-XXX·XXXX and tell the 
customer serv•ce representattve the language you need We'll get you help at no cost to you TTY users should call 1·800-XXX·XXXX 
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Tell us about yourself. 

(We need one adult in the family to be the contact person for your applicatton.) 

t Ftrst name. Mrddle name. Last name, & SuffiX 

2 Home address (Leave blank tf you don't have one) 3 Apartment or su•te number 

4 City 5 State 6 ZIP code 

9 Marlmg address (Jt dtfferent from home address) 19 Apartment or £Uite number 

\ 

10 City 113 County 

( ) 
! 15 Other phone number 

( ) -
!4. Phone number 

16. Do you want to get mformat!on about this apptrcat10n by emarl? 0 Yes 0 No 

Email address. 

------ ·~-----------------
i7 Preferred spokQfl orwntten language (if not English) 

Tell us about your family. 

Who do you need to Include on this application? 
Tell us about ail the family members who live wtth 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: 
• Yourself 

• Your spouse 

• Your children under 21 who live with you 

Your unmarried partner who needs health coverage 

• Anyone you mclude on your tax return. even if they 
don't live with you 

• Anyone else under 21 who you take care of and lives 
with you 

You DON'T nave to include: 
• Your unmarried partner who doesn't need health 

coverage 

• Your unmarried partner's children 

Your parents who live with you. but file their own tax 
return (1f you"re over 21) 

• Other adult relatives who file their own tax return 

The amount of assistance or type of program you qualify for depends on the number of people 1n 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 wtth yourself, then add other adults and children. If you have 
more than 2 people in your family, you'll need to make a copy of the pages and attach them You don't need to provtde 
immtgratlon status or a Soc1al Security Number (SSN) for family members who don·t need health coverage. We'll keep aH 
the information you prov1de private and secure as required by law We'!! use personal !nformat10n only to check if you're 
eligible for health coverage 

NEED HELP WITH YOUR APPLICATION? Vtstt HealthCare.gov or call us at 1·800·XXX·XXXX. 10\!i;a obctii&l Gil& tep:e 8e &&te 
fli!N:P'*'iiiG'Q en lii&liliilille' llaMa 1 800 XXX XJ(JOt. If you need help tn a language other than Enghsh, call 1·800-XXX·XXXX and tell the 
customer service representative the language you need. We'll get you help at no cost to you TTY users should can 1·800-XXX-XXXX 
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(Start with yourself) 
Complete Step 2 for yourself, your spouse/partner and children who t•ve W•th you and/or anyone on your same federal mcome tax 
return if you file one See page 1 for more informat:on about who to ;nc!ude. If you don't file a tax return. remember to still add family 
members who hve w•th you 

t First name. Middle name, Last name, & Suff1x 2 Relat1onsh1p to you? 

SELF 
3 Date of b1rth (mm/dd/yyyy) 4 Sex 0 Male 0 Female 

----~'"---~-·------~--------

5 Social Secunty number (SSN) 

We need this If you want health coverage and have an SSN. Provtdmg your SSN can be helpful ·f yotJ don't want health coverage too 
since It can speed up the applicatiOn process. We use SSNs to check •ncome and other 1ntormatton to see who s eligrble for help with 
health coverage costs If someone wants help getrlng an SSN. calll-800·772-1213 or V!Slt soctalsecurlty.gov TTY users should cali 
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 fl!e a federal 1nc;ome tax return ) 

0 YES. If yes, please anr.wer questions a-c. 0 NO. If no, skiP to quest1on c 

a W1ll you file JOintly w1th a spouse" 0 Yes 0 No 

If yes, name of spouse· 

b W;ll you cia 1m any dependents on your tax return? 0 Yes 0 No 

If yes, list name(s) of dependents 

c. W11l you be ci<Hmed as a dependent on someone·s tax return? 0 Yes 0 No 

If yes, please hst the name ot the tax filer· 

How are you related to the tax filer' 

7 Are you pregnant' 0 Yes 0 No a If yes, how many babtes are expected during th1S pregnacy? 

' 8. Do you need health coverage? 
(Even •f you have insurance. there might be a program with better coverage or lower costs) 

.. 

0 YES. If yes, answer all the questions below. 0 NO. If no, SKIP to the mcome questions on page 3 
Leave the rest of thrs page blank 

9 Do you have a phys1ca1. mental, or emotmnat health condrtoon that causes limitations 111 actiVities (like bathmg, dressmg, da1ly 

chores, etc) or live 1n a medical fac1hty or nurs1ng home? 0 Yes 0 No bo 1CM k411o414! (). Aft§~ 1 ''!'J-? _o '{ttc 0 f'olo 

10 Are you a U.S c1t1zen or U.S nat1onal? 0 Yes 0 No 

11. If you aren't a u.s. citizen or U.S. national, do you have eligible 1mmlgrat1on status? 

0 Yes. Fill in your document type and ID number below 

a Immigration document type b Document 10 !lumber 

c. Have you llved m the U.S. since 1996? 0 Yes 0 No d. Are you. or your spouse or parent a veteran or at'\ actrve·duty 

6 ~-A c:it'I:Nr' llfr 1W Pc~ ~ ot M•~"tfh member of the U.S military? 0 Yes []No 
._. ... ,., WjA:, ~· .. U'b&H ,,...., ..... , ...... 1:t'JI'Ir ---------~-~--

12. Do you want help paymg for medical bills from the last 3 months? 0 Yes 0 No 

13. Oo you live with at least one child under the age of 19, and are you the mam person takmg care of th1s chlld? 0 Yes 0 No - __ ,, -· , .. ~;· ·-·-
..... a •a ~ovu a fttli time stt·dept? IJ ¥£ts iJ Ng 15 Were you m foster care at 18 or older"- 0 Yes b No 

16. If Hlspanlc/Latlno, ethnlclty (OPTIONAL-check all that apply.) 

0 Mexican 0 Mex1can Amencan 0 Chicano/a 0 Puerto R1can 0 Cuban 0 Other 

17 Race (OPTIONAL-check all that apply.) 

0 White 0 Amencan lndrM or 
0 Black or Afrtcan Alaska Native 

Amencan 0 Asian Indian 

0 Chinese 

0 Flhpmo 

0 Japanese 

0 Korean 

0 Vietnamese 

0 Other Astan 
0 Native Hawa11an 

0 Guaman,an or Chamorro 

0 Samoan 
0 Other Pac•f•c Islander 

0 Other 

NEED HELP WITH YOUR APPLICATION? Vis1t HealthCare,gov or call us at 1·800·XXX·XXXX Pan a'llte.-er WAit c;;ap•i sa es&e 
fePMulac!o qg Es~af!a'; flil~e 1 lOG XXX IUIIH( If you need help m a language other than Enghsh, calll·BOO·XXX·XXXX and tell the 
customer service representative the language you need We'll get you help at no cost to you TTY users should can 1-GOO·XXX·XXXX 
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(Continue with yourself) 

Current Job & Income Information 
0 Employed 

If you're currently employed. tell 
us about your 1ncome. Start wtth 
question 18. 

CURRENT JOB 1: 
18 Employer name and address 

0 Not employed 
Sktp to question 28 

0 Self-employed 
Skip to question 27 

20. Wages/ttps (before taxes) 0 Hourly 0 Weekly 0 Every 2 weeks 0 Twice a month 0 Monthly 0 Yearly 

$ 
21 Average hours worked each WEEK 

CURRENT JOB 2: (tf you have more jObs and need more space, attach another sheet of paper.) 

22 Employer name and address 23. Employer phone number 

( ) ----------------
24. Wages/tips (befOre taxes) 0 Hourly 0 Weekly 0 Every 2 weeks 0 Tw1ce 11 month 0 Monthly 0 YMriy 

$ 
25. Average hours worked each WEEK 

26. In the past year, did you: 0 Change JObs 0 Stop working 0 Start working fewer hours 0 None of these 

27 If salf·employed, answer the following questions: 

a Type of work b. How much net mcome (prof1ts once bus1ness expe"ses are 
pa,d) Will you get from thiS self-employment thts month? 

28 OTHER INCOME THIS MONTH: Check all that apply and giVe the amount a'1d how often you get ot 
NOTE: Vou don't need tc tell us about chttd support veteran's payment. or Supp!.emental Secur•tY income (SSI) 

0None 

0 Unemployment $ How often' 0 Net tarmmg(t1shmg $ How often? 

0 Pens1ons $ How often? 0 Net rental/royalty $ How often" 

0 SoCial Secunty $ How often? 0 Other mcome $ How often? 

0 Rettrement account$ $ How often? Type; 

0 Alimony recerved $ How often? 

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

If you pay for certa1n things that can be deducted on a federal 1ncome tax return. telling us about them could make the cost of health 
coverage a little lower 

NOTE: You shouldn't •nclude a cost that you already considered in your answer to net self-employment (quest.on 27b) 

0 Alimony pa•d $ How often? 0 Other deductions $ How often? 

0 Student loan :nterest $ How often" Type 

30 YEARlY INCOME: Complete only If your lnc:ome changes from month to month. 

If you don't expec:t c:hanges to your monthly inc:ome, skip to the next person. 

Your total II"'CO~T~ec this year I Your total income next YMr (If YO\l thmk it will be different) 

$ !s 
THANKS! This is ail we need to know about·you. 

NEED HELP WITH YOUR APPLICATION? Vlslt HealthCare.gov or call us at HlOO·XXX·XXXX Pa;a illltl!nsr bA$ eop;s ela 81&8 

fG+hldlt¥111:1 en ir.p~Ael.lleue 1 188 MMM KlUCK. If you need help m a language other than English, call 1·800-XXX·XXXX and tell the 
customer serv'rce representative the language you need We'll get you help at no cost to you TTY users should call 1·800-XXX·XXXX 
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Complete Step 2 for yourself, your spouse/partner. and chtldren who live with you and/or anyone on your same federal Income tax 
return if you file one. See page 1 for more informatton about who to mclude If you don't ftle a tax return. remember to sttll add fam1ly 
members who live with you. 

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

3. Date of btrth (mm/dd/yyyy) 14 -S-ex 0 Male 0 Female 
______________________ i_ ______________________________________ _ 

5. Social Securlty number (SSN) 

We need this If you want health coverage an~-~ave an SSN. 

6. Does PERSON 2 live at the same address as you? 0 Yes 0 No 

If no, hst address: ---·---·--·---------------
7 Does PERSON 2 plan to file a federal Income tax return NEXT YEAR? 

(You can still apply for health insurance even 1f you don't file a federal income tax return ) 

DYES. If yes, please answer questions a-c. D NO, If no, skip to question c. 
a. Will PERSON 2 file JOintly with a spouse? D Yes 0 No 

If yes, name of spouse· 

b. Will PERSON 2 claim any dependents on his or her tax return? 0 Yes 0 No 

If yes, hst name(s) of dependents: 

c. Will PERSON 2 be claimed as a dependent on someone's tax return? 0 Yes 0 No 

If yes, please hst the name of the tQx filer· 

How ts PERSON 2 related to the tax filer? 

.. s ......... 's .. P .. E .. R .. s .. o_,.N .. 2~p"'re ... g .. n"'a"'n""t .. ? ... O;.;;.. .. ~ ... e .. s ..... D ..... N_o_,.a._l .. f=y .. e .. s .... n ... o .. w ..... m ..... a ... ny"""b"'a""b"'u?"'s .. a"'r"'e"'e"'x"'p"'e"'c-te .. d=d"'u""r\ .. n ... g_t_h .. is ..... p"'re .. g .. n"'a"'c""y .. '...,...., ......... ....,."""'.-..;~;;;...:;..;.;~Dt«Ddr-
9 Does PERSON 2 need health coverage? 

(Even 1f they have lnsurance. there might be a program w1th better cov€'rage or lower costs.) 

D YES. If yes. answer all the questions below. 0 NO. If no, SKIP to the income questions on page 5. ~ 
Leave the rest of th1s page blank. 'W 

10 Does PERSON 2 have a phySical. mental, or emotional health condtt1on that causes limitations m act1vit1es (like bath1ng, dressmg 

da11y chores, etc) or live 1n a medical facility or nursong home? 0 Yes 0 No C'?!D4 VGtUrn.l C. h.tvt a .C.ho.&WiltH? oy,~ PMO 

n. Is PERSON 2 a u.s. ctt1zen or u.s national? DYes 0 No 

b. Document tD number 

.d. Is PERSON 2, or their spouse or parent a veteran or an active
' duty member In the U.S. mil1tary? 0 Yes 0 No 

13. Does PERSON 2 want help paying for 
medical bills from the last 3 months? 

DYes 0No 

Does PERSON 2 live with at least one child 
under the age of 19, and are they the mam 
person taking care of this child? 

DYes 0No 

Please answer the following questions If PERSON 2 Is 22 or younger: 

-----------------15 Was PERSON 2 m foster care at 
age 18 or olderlf\ tt.wcft ~ 
DYes 0No 

15 Dld PERSON 2 have insurance through a job and lose it withln the past 3 months? 0 Yes 0 No 

a If yes, end date: ·~ b. Reason the insurance ended; 

18. If Hlspanlc/Latlno, ethnlclty (OPTIONAL check all that apply.) 
D Mex1can D Mex1can American 0 Chicano/a 0 Puerto Rtcan 0 Cuban Oother 

19 Race (OPTIONAL-check all that apply.) 

0 White 0 Amencan lnd•an or 
0 Black or Afncan Alaska Native 

Amencan 0 As1an Indian 

0 Chtnese 

0 F!bpmo 
0 Japanese 
0 Korean 

0 Vtetnamese 
0 Other Asian 
0 Native Hawauan 

0 Guamantan or Chamorro 

0 Samoan 
0 Other Pac<ftc lslanoer 

0 Other 

Now, tell us about any income from PERSON 2 on the back. 
NEED HELP WITH YOUR APPLICATION? V1s1t HealthCare.gov or call us at 1·800·XXX·XXXX fiiltr.~ liliUeHet cue eopiode &!leo 
fOMWlarlg ;a ie!)e"ei, UilMQ 1 888 JlJlM MMMit."tf you need help m a language other than English, cal! 1-800-XXX·XXXX and tell the 
customer servoce representative the language you need We'H get you help at no cost to you TTY users should call 1·800-XXX-XXXX 
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Current Job & Income Information 
0 Employed 

If you're currently employed, tell 
us about your tncome. Start With 
questton 20 

CURRENT JOB 1: 

0 Not employed 
Skip to question 50. 

0 Self-employed 
Skip to questton 29. 

20 Employer name and address 21 Employer phone number 

i) 
22 Wages/ttps (before talCes) 0 Hourly [J Weekly 0 Every 2 weeks 0 Twice a month 0 Monthly 0 Yearly 

$ 
Average hOurs worked each 

CURRENT JOB 2: (If you have more JObs and need more :;pace. aitach another sheet of paper) 

24. Employer name and address Employer phone number 

) 
...,,, ... ,~~·-----

26. Wages/bps (before taxes) 0 Hourly 0 Weekly 0 Every 2 ...,eeks 0 Twtce a month 0 Monthly 0 Yearly 

$ 
27 Average hours worked each WEEK 

28. Jn the past year, did PERSON 2: 0 Change JObs 0 Stop workmg 0 Start workmg fewer hOltrs 0 None of these 

29 If self-employed, answer the following questions: 

a Type of work b. How much net mcome (prof1ts once busmess expenses are 
paod) wtll you get from th•s self-employment th~~ month? 

30. OTHER INCOME THIS MONTH: Check ail that apply, and g1ve the amount and how often you get •t 
NOTE: You don't need to tell us about child support, veteran's payment, or Supplemental Secur•ty Income rSSI) 

0None 

0 unemployment $ How often' 0 Net farmmg/f•sh•ng $ How often? 

0Pens•ons $ How often? 0 Net rental/royalty $ How often? 

0 Social Secunty $ How often' 0 Other ,ncome $ How often? 

0 Retirement accounts $ How often' Type 

0 Alimony received $ How often' 

31 DEDUCTIONS: Check all that apply, and g1ve the amount and how often you get It 

If PERSON 2 pays for certam thongs that can be deducted on a federal oncome tax return. teil1ng us about them could make the cost of 
health coverage a little •ower. 
NOTE: You shouldn't •nclude a cost that you already cons•dered •n your answer to net self-employment (quest•on 29b} 

0 Ai;mony pa•d $ How often' 0 Other deducttons $ How often? 

0 Student roan mterest $ How often' Type: 

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

If you do not expect changes to PERSON 2 (pages 4 and 5) and complete. 
··-r;E·R=-=s-=o-:N-=2-,s-=t-o-ta-!-,-n-co_r_n __ e_n_e_~_t_y_e_a_r_(....,tf-:y_o_u_t_h_tn_k_tt_w_tll_b_e_d-=,f-fe_r_e_n-t) 

PERSON 2's total tncome this year 

$ 

THANKS! This is all we need to know about PERSON 2, 
If you have more than two people to Include, make a copy of Step 2: Person 2 (pages 4 and 5) and complete. 

NEED HELP WITH YOUR APPLICATION? Vtslt HealthCare.gov or call us at 1-800-XXX-XXXX Pie• Ill M>leAill blld copiti 60 GSte 
fi!J'""'~i8fi8 8P liifiPBiiOI,II9111te 1 888 Jllll( JOiiU. ff you need help In a language other than EngliSh, calll-800-XXX-XXXX and tell the 
customer service representative the language you need We'll get you help at no cost to you TTY users should call 1·800-XXX·XXXX. 
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American Indian or Alaska Native (AI/AN) family member(s) 

1. Are you or is anyone in your family American Indian or Alaska Native? 

0 If No, sk1p to Step 4. 

0 Yes. If yes, go to Append• X B. 

Your Family's Health Coverage 

Answer these questions for anyone who needs health coverage 

1. Is anyone enrolled In health coverage now from the following? 

0 YES. tf yes. check the type of coverage and wr1te the person(s)' name(s) next to the coverage they have 

0 MediCaid 

0 CHIP 

0 Employer msurance 

Name of heafth msurance· 

Pohcy number 

0NCt 

Is th1s COBRA coverage? 0 Yes 0 No 
0 Med1care 

0 TRICARE (Dorn check rf you tlave direct care or Line of Duty) Is th1s a retiree health plan" 0 Yes 0 No 

0 Other 

Name of health insurance. 

Polley number 
0 VA health care programs 

0 Peace Corps 
Is th1s a limited-benefit pLan (like a school acc:1dent poi!cy)? 

DYes 0No 

2 Is anyone listed on this application offered health coverage from a job? Check yes even 1f the coverage 1s from some<lne e1se·s 
JOb. such as a parent or spouse. 

0 YES. If yes, you'll need to complete and Include Appendix A Is th1s a state employee benef•t plan? 0 Yes 0 No 

0 NO. If no, continue to Step s. 

PRA DlsciOsute Statement 
Accordmg to the Paperwork Reduction Act of \995. no persons are reou~red to respond to a collection of onformatoon unless ot diSPlays a vahd OMB 
control number The valid OMB control number for thiS 1nformat1on collection 1s 0938-XXXX The t•me requ~red to complete thtS tnformatron couect•on 1S 
est1mated to average (Insert lime (hours or monutes)) per response. mclud•ng the um .. to rev•<~w u;struct10ns. search ex1stmg data resources. gather the 
data needed. and complete and rev1evr the 1nformat1on co!lectton If you have comments concerning the accuracy of the ttme esttmate(s) or suggestions 
for 1mprovmg thts form. please wntt? to CMS. 7500 Securoty Boulevard. Attn PRA Reports Clearance Officer. Mat! Stop C4·26..05 Baltimore. Maryland 
21244-lBSO. 

NEED HELP WITH YOUR APPLICATION? Vts1t Hea!thCare.gov or call us at HIIOO·XXX·XXXX Pl!l!li! Q~lof~Rfilr wrte ee1';1e ele e&teo 
ffiiiOIUUIOiits eA Esr:'i"i'QJ ttamfill 888 Mfl MNMK. If you need help tn a language other than English. call 1·800-XXX·XXXX and tel! the 
customer serv•ce representative the language you need We'll get you help at no cost to you TTY users should caii1·800-XXX-XXXX 
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Read & sign this application. 

• I'm sigmng this application under penalty of penury wh1ch means !'ve prov1ded true answers to all the questions on 
this form to the best of my knowledge. I know that I may be subject to penalities under federal law if 1 provide false 
and or untrue information 

• I know that I must tell the Health Insurance Marketplace tf anythmg changes (and is different than) what 1 wrote 
on this application. I can vts1t Hea!thCare.gov or calll-800-XXX·XXXX to report any changes. I understand that a 
change in my ;nformat1on could affect the eligibility for member(s) of my household. 

• I know that under federal law, discrimination isn't permitted on the basis of race, color. national origin, sex. age. 
sexual orientatiOn, gender identity, or dlsabtlity 1 can file a complatnt of discrimmat1on by visiting 
www. hhs. gov/ ocr/office/file. 

• I conf1rm that no one applytng for health insurance on th•s app!·catton 1s tncarcerated (detained or jailed). !f not, 

is incarcerated. 
(name of person) 

We need thts ;nformat;on to check your eligibility for help paying for health coverage if you choose to apply. We'll check 
yaur answers usmg information in our electronic databases and databases from the Internal Revenue Service (IRS). 
Socia! Secunty, the Department of Homeland Security, and/or a consumer reporting agency, tf the 1nformat1on doesn't 
match, we may ask you to send us proof. 

Renewal of coverage in future years 
To make it easter to determine my eligibility for help paying for health coverage in future years. 1 agree to allow the 
Marketplace to use tncome data, mc1ud1ng mtormat•on from tax returns, The Marketplace will send me a notice. let me 
make any changes, and I can opt out at any time 

Yes, renew my eligibility automatically for the next 

0 5 years (the maximum number of years allowed). or for a shorter number of years. 

0 4 years 0 3 years 0 2 years 0 1 year 0 Don't use mformation from tax returns to renew my coverage 

If anyone on this application is eligible for Medicaid 
• I am giving to the Medicaid agency our rights to pursue and get any money from other heajth insurance, legal 

settlements. or other thlrd part•es. I am also g1vmg to the Med1ca1d agency rights to pursue and get medical support 
from a spouse or parent 

• Does any child on th1s appiicatton have a parent living outs, de of the home? 0 Yes 0 No 

• If yes. I know l will be asked to cooperate w1th the agency that collects med1ca! support from an absent parent If 1 
thtnk that cooperating to collect med1ca1 support w111 harm me or my children. 1 can ten Medicaid and 1 may not have 
to cooperate, 

My right to appeal 
If I thmk the Health Insurance Marketplace or Medtcaid/Ch\ldren·s Health Insurance Program (CHIP) has made a mistake, 
I can appeal its dec1S!On To appeal means to tell someone at the Health Insurance Marketplace or Medicaid/CHIP that 1 
thmk the act•on ts wrong, and ask for a fair rev1ew ot the action I know that I can tmd out how to appeal by contacting 
the Marketplace at 1*800·XXX-XXXX ! know that I can be represented .n the process by someone other than myself My 
eligibility and other important information will be exp!amed to me. 

Sign this application. The person who filled out Step 1 should sign th1s appflcat;on. If you're an authonzed representatiVe 
you may stgn here. as long as you have provided the information requ1red 1n Appendix C 

Mail completed application. 

Matl your s•gned application to: 

~
ealth Insurance Marketplace 

-i'ep oo5 xvz Drive 
Washington, DC 20005 

If you want to register to vote. you can complete a voter registration form at X:XXXX,gov 

NEED HELP WITH YOUR APPLICATION? Vi:stt Hea!thCare.gov or cal! us at 1·800-XXX·XXXX Aara el:iteuel 1$1'16 IISI9hHie e!lte 
fenuam; eo 4!!11 (!Sfl'ei'•ol. U&mlli 1 888 ICICIMCXJOC. If you need help tn a language other than English, call 1·800·XXX·XXXX and tell the 
customer sennce representative the language you need We'll get you help at no cost to you TTY ~.~s~rs should call t·80o-XXX·XXXX 
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APPENDIX A 

Health Coverage from Jobs 
You DON'T need to answer these questions unless someone tn the household 1s ehg1ble for health coverage from a JOb. 
Attach a copy ot thts 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 Employee name (First Middle. Last) ~--~--~--------------------------!2 Employee Soe~at Secuflty nurnber 

----------·-•"m""""'""-----··---i..m-----------------
EMPLOYER Information 

3.. Employer name 4. Employer ldentifica~lon Number (EIN) 

5, Employer ai:!<:~ress · 6. Employer phone number 
) .'. 

7. City ZIP code 

10. Who can we contact <ibout employee health coverage at this job? 
,' ··, ·; 

1t Phone number (If different from above) Email address 

( ) 

13e Are you currently eligible for coverage offered by this employer, or will you bec:ome eUglbfe In the next 3 months? 

0 Yes (Contmue) 

13a. Jf you're m a wa•t1ng or probationary penod. when can you enroll m coverage? 

List the names of anyone else who ts ell~pble for coverage from th1s 10b. 

Name· 

0 No (Stop here and go to Step 5 1n the application) 

Tell us about the health plan offered by thls employer. 

(mm/dd/yyyy) 

Name: 

14, Does the employer offer ae~ealth plan that meets the minimum value standard•? 0 Yes 0 No 

15. For the lowest-cost plan that meets the minimum value standard• offered only to the employee (don't InClude family plans): 
If the employer has wellness programs. provide the premium.thet the employee would pay lf he/ she received the maximum 
discount for any tobac'co ces.Satlon programs. and did not receive ariy other discounts based on wellnessprograms. 

a. How much would the employee have to pay In premiums for this plan? $ --· e, __ 

b. How often? CJ Weekly 0 Every 2 weeks 0 Twice a month 0 Quarterly 0 Yearly 

16. What change Will the employer make for the new plan year (1f known)? 

0 Employer won't offer health coverage 
0 Employer Will start offenng health coverage to employees or change the premiUm for the lowest-cost plan ava•:able only to 

the employee that meets the minimum value standard • (Prem1um should reflect the d1scount for wellness programs See 
questton 15.) 
a How much w1ll the employee have to pay 1n prem•ums for that plan" $ 
b, How often? 0 Weekly 0 Every 2 weeks 0 Tw.ce a month 0 Quarterly 0 Yearly 

Date of change (mrn/dd/yyyy)· 

• An employer-sponsored health plan meets the "m1nimum value standard'' d the plan's share of the total allowed benef1t costs covered by the 
plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(u) of the internal Revenue Code ol 1986) 

NEED HELP WITH YOUR APPLICATION? V1s1t HealthCare.gov or cai! us at 1·800·XXX·XXXX lle•e eiUartlilf IIM~ecp;eee este 
feloti;cle• iO Ell Estlla>)cl, II&PI I( • aee •• JlMKit If you need help .n a language other than EngliSh, call1·800·XXX·XXXX and tell the 
customer servtce representatiVe the language you need We'll get you help at no cost to you. TTY users should caii1·800-XXX-XXXX 
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EMPLOYER COVERAGE TOOL ~("Health Insurance Marketplace 

Use this tool to help answer questions in Appendix A about any employer health coverage that you're eligible for (even 
if it's from another person's job. llke 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 Soctal Security number in boxes 1 and 2 and ask the employer to ftll out the rest of the form, 
Complete one tool for each employer that otters health coverage. 

EMPLOYEE Information 
The employee needs to fill out this section. 

----
1. Employee name (First, Mtddle, Last) 12 SOCJa! Secunty Number 

EMPLOYER Information 
Ask the employer for this information. 

4. Employer ld~ntifkatlon Number (EIN) 

mployer phone number 

·) 

IPcode 

10. Who can we contact about 'employee health coverage at this job? 
0 .':'· '-' ,, ' 

11, Phone number (If different from maU address 

( ) 

13. Is the emptoyee currently eligible for coverage offered by this employer, or will the employee be eligible In the next 3 months? 

0 Yes (Continue) 

13a. If the employee •s not elig•ble today, rnclud;ng as a result of a WaJtJng or probat•onary penod, when 1s the employee ehg•b!e 
for coverage? (mmlddiYYYi/) (Contmue) 

0 No (STOP and return this form to employee) 

Tell us about the health plan offered by th~s employer 
Does the employer offer a health plan that covers an employee's spouse or dependent? 

0 Yes Which people? 0 Spouse 0 Dependent(s) 

0No 

(Go to questton 14) 

14. Does the employer offer a health plan that meets the minimum value standard'? 

0 Yes (G~'.to question 1s) 0 No (srop and re~JJm form to employee) 

15. For,the lowest·cost plan that meets the' minimum value.'standard' offered only to' the emritovee (don't Include family plans): If the 
employer has wellness prQ'9raiT)5;,provlde the Premium that the employee would pay If he/ she received the maximum discount 
for)iny tobacco ceSsation programs. and didn't receive any other discounts based on wellness programs •. 

a. How much would the employee have to pay In premiums tor this plan? $ -~~--
b. How often? 0 Weekly 0 Every 2 weeks 0 T~lce a month 0 Quarterly 0 Yearly 

lf the plan year Will end soon and you know that the health plans offered w,n change. go to question 16 If you don't know. STOP and 
return form to employee 

16 What change w!ll the employer make for the new plan year? 
0 Employer won't offer health coverage 
0 Employer will start offenng health coverage to employees or change the prem1um for the lowest-cost pian ava;lable only to 

the employee that meets the minimum value standard ' (Premium should reflect the discount for wellness program$ See 
question 15.) 

a. How much w•ll the employee have to pay ln prem1ums for that plan? $ 

b, How often? 0 Weekly 0 Every 2 weeks 0 Twice a month 0 Quarterly 0 Yearly 

Date of change (mm/dd/yyyy): 

• An employer-sponsored health plan meets the "minimum value standard" if the plarl"s share of the total allowed benefit costs covered by the 
plan Is no less than 60 percent of such costs (Sect1on 368(c)(2)(C)(iil of the Internal Revenue Code of 1986) 

0 NEED HELP WITH YOUR APPLICATION? VISit HealthC:are.gov or call us at 1-800-XXX-XXXX Pa,:,a t*teCiet \jAil ee~tt& dt em> 
fmauleuie EA esf!ri!!leh llama 1 800 JCJCK JnCH. If you need help m a language other than English. call 1·800-XXX•XXXX and tell the 
customer serv1ce representative the language you need. We'll get you help at no cost to you TTY users should calll·BOO-XXX·XXXX 

TN No: 13-0008-MM 
Hawaii 

Approval Date: 10/25/13 
Alternative Single Streamlined Paper Application - 10 

Effective Date 10/112013 



APPENDIX B 
American Indian or Alaska Native Family Member (AI/AN) 
Complete this appendtx 1f you or a famdy member are American Indian or Alaska Native Subm;t th1s With your 
App!lcat•on 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 Servtces, 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 

Name 
(F•rst name. M1ddte name. Last name) 

2 Member of a federally recogn•zed tribe? 

3. Has th1s person ever gotten a servrce from 
the Indian Health Stt>rv•ce. a tr.bal health 
program, or urban lndoan health program. 
or through a referral from one of these 
programs? 

4 Certain money recerved may not be 
counted for Med•caw or the Chrldren's 
Health Insurance Program (CHIP). Ltst any 
income (amount and how often) reported 
on your application that 1nC!udes money 
from these sources· 

Per cap1ta payments trom a tnbe that 
come from natural resources. usage 
nghts. leases. or royalties 

Payments from natural resources. 
farmmg. ranching, fish1ng, leases. or 
royalties from land designated as 
trust land by the Department of 
(mcruding reservations and former 
reservat;ons) 

Money from se1!1ng thmgs that have 
cultural s•gnif!cance 

!----~··----···· -----··-- ·-·-----·- ~··------···-··---··--
Last Last 

DYes 

0No 
If no. •s thrs person e!1g•bie to get 
servrces from the lnd1an Heart,'\ 
Servrce, trroal health programs or 
urban lndran hea•th programs or 
trrough a referral from one ot these 
programs? 

DYes No 

How often? 

I DNo 

! 

DYes 

DNo 
If no, IS th1s person ehgrb!e to get 
serv:ces from the lnd:an Health 
Sen,nce. tnbal health programs. or 
urban lnd1an health programs, or 
through a referral from one of these 
programs? 

DYes DNo 

!$ 

NEED HELP WITH YOUR APPLICATION? V•!llt HealthCare.gov or cal: us at 1·800-XXX-XXXX ~ eliteii'Uit 1 •qa co;.• a Cle lii&e 
t~''""'IIIIIPIIII an Eu~a"o', ua!Xl$1•100.,XK JCMMk.Jf you need help m a language other than English, call 1·800-XXX·XXXX and tell the 
customer servree representattve the language you need. We'il get you help at no cost to you. TTY users should call 1·800·XXX-XXXX 
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APPENDIX C 
Assistance with Completing this Application 
You can choose an authorized representative. 
You can give a trusted person permission to talk about this application with us, see your ,nformat:on, and act for you on 
matters related to this application, including getting informatton about your application and signing your apphcatton 
on your behalf. This person IS called an ·authorized representative." If you ever need to change your authonzed 
representative. contact the Marketplace. If you're a legally appointed representative for someone on th•s appltcatton. 
submit proof W1th the applicatron 

l Name of authorized representative (First name. l"hddle name Last name) 

2 Address Apartment or su1te number 

e 

7 Phone number 

( ) 
8 Organization name 9 tO number (•f apphcable) 

By stgning. you aHow this person to sig, your appitcation, get offiCial information about this app!lcation. and act for 
you on aH future matters with this agency 

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

For certified application counselors, navigators, agents, and brokers only. 
Complete th1s sectton of you·re a cert•t1ed appllcat1on counselor. nav,gator agent. or broker fdilng out tl'l1s apphcatron for 
somebody else. 

2. F•rst name. M•ddle name. Last name, & 

3 name 

NEED HELP WITH YOUR APPLICATION? Vis1t HealthCare.gov or call us at 1·800-XXX·XXXX Aalliil eetel'ler !jl'li!t eepi!l i!le est& 
fo•mol!llio '" E'I'!IMI; Uenlt! t 888 KMM JUUCX "!f you need help 1n a language other than English, ca!ll·SOO·XXX·XXXX and ten the 
ClJStomer servtce representattve the language you need We'll get you help at no cost to you. TTY users should caii1·800·XXX·XXXX 

TN No: 13-0008-MM 
Hawaii 

Approval Date: 10/25/13 
Alternative Single Streamlined Paper Application • 12 

Effective Date 10/1/2013 



!:'"'<'~r~~b 
•• 

Application for Health Coverage & Help Paying Costs (Short Form) 

5 
0 
z 
~ 

0 
....... 
(.[) 

v 
z 
I 
1-

Use this application 
to see what 
coverage you 
qualify for 

Who can use this 
application? 

Apply faster 
online 

What you may 
need to apply 

Why do we ask for 
this information? 

What happens 
next? 

Get help with this 
application 

• Affordable private health insurance plans that offer comprehensive 
coverage to help you stay well 

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

• Free or low-cost insurance from Medicaid or the Children's Health 
Insurance Program (CHIP) 

Single adults who: 
• Aren't offered health coverage from their employer 
• Don't have any dependents and can't be claimed as a dependent on 

someone else's tax return 

NOTE: If any of the following apply, you need to fill out a different form 
to make sure you get the most benefits possible: 
• You're married or have dependent children. 
• You were in the foster care system, and you're under age 26. 
• You have Items that can be deducted from your income. If your only 

deduction is student loan interest, you can use this form. 
• You're American Indian or Alaska Native. • 

" Yf'A k~t Wilt'~ ~ "1\o\d" ~MAre- ~h...-4 
eew•a.s ~A f ~~>r w 

AppTy taster online at Heal 

• Your Socia! Security number (or document number if you're a legal 
immigrant) 

• Employer and income information (for example. from paystubs. 
W-2 forms, or wage and tax statements) 

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

Send your complete, signed application to the address on page 3.1f 
you don't have all the Information we ask for, sign and submit your 
application anyway. We'll follow up wlth you within 1-2 weeks. Filling 
out this application doesn't mean you have to buy health coverage. 

• Online: H~aithCare.gov. 
• Phone: Call our Help Center at 1·800-XXX·XXXX. 
• In person: There may be counselors in your area who can he!p. 

Visit Hea!thCare.il~'\!. or calll-800-XXX-XXXX for more information. 
• IR EspaftDf: l::ie"'e a Rlole&CJe c;entro de eywae gusti! et 

1 IN MMM JOIMK. 

NEED HELP WITH YOUR APPLICATION? V1!o1t HeulthCare.gov or call us at 1·800-XXX-XXXX . .i:lere ea•a•e• 'IU so~1.a ale estt 
forAtWI.aJie e" (JputJol, llen:e t 888 JUOC JUOCX1 It you need help m a language other than English. caii1·800-XXX-XXXX and te!l the 
customer servrce representative the language you need We'll get you help at no cost to you TTY users should ca!I1-800·XXX·XXXX 
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Tell us about yourself. 

2. Home address (Leave blank If you don't have ona) 

4 Ctty ,5. State 

8 Mailing address (if different from home address) 

10 City 111 State 

14 Phone number 

( ) 

!6 Z•P code 

/12 ZIPcode 

' ' i 
j15 Other Phone number 

1( ) 

16 Do you want to get mformat1on about th1s applicatiOn by ema1P Ves 0No 

Emad addre~s· 

17 Preferred spoken or wntten language (tf not English) 

18 Date of btrth (mm/dd/yyyy) 

1

19 Sex 

0 Male 0 Female 

20. Soc•al Secunty number (SSN) 

13 Apartment or su1te number 

19 Apartment or SUite numbar 

We need this If you want health coverage and have an SSN. We use SSNs to cheek 1ncome and other mformat•on to see 1f you're 
eligtble for help With health coverage costs If you need help getting an SSN. call 1·800-772-1213 or VISit soc!alsecurity.gov TTY users 
should ca!! 1-800-325-0778. 

21. Are you a US ctttzen or U 5 natlonar> 0 Yes 0 No 

22 If you aren't a U.S. citizen or U.S. national, do you have ehgible •mm:grat1on status? 

0 Yes Ftll tn your document type and 10 number below 

a lmmtgratton document type 

b. Document ID number 

c Have you irved m the US s1nce 1996" 0 Yes 0 No 

d. Are you a veteran or an active-duty member of the U.S mtlitary? 0 Yes 0 No 
6.4M\~~ .... of~Adlt~ Sto4ll 414-Ni~,.,.....,..hc 

23 Are you pregnant' 0 Yes 0 No 

If yes, how many babies are expected durmg th•s pregnancy? 

O~f'~ 
lt'flN ......... , ...... ,liM PIWot4,1)NO 

24 Do you nave a phystcal, mer-tal. or emotional health conditton that causes l!mttat1ons tn acttv•ttes (ltke bathtng, dressmg, datly 
chores, etc.) or live rna medical facility or nursmg home" 0 Y"'s 0 No Po 'fD\4 hAltt --~ ~&~i I ihf ? 0 '/e& 0 No 
25 If Hlspanlc/Latlno, ethnlclty (OPTIONAL-check all that apply.) 
0 Mextcan 0 Mex1can Amencan 0 Chicano/a 0 Puerto R~ean 0 Cuban 0 Other 

26 Race (OPTIONAL-check all that apply.) 

0 WMe 
0 Black or Afncan 

Amencan 

0 Amencan Indian or 
Alaska Native 

0 As1an lndtan 

0 Chinese 

0 Ftltpino 

0 Japanese 

0 Korean 

0 V1etnamese 

0 Other As1an 

0 Native Hawauan 

0 G\larnan•on or Cr.arnorro 

0 Samoan 

0 Other PaCifiC Islander 

0 Other 

NEED HELP WITH YOUR APPLICATlON? Vrs1t HealtnCare,gov or caJl us at 1-800-XXX·XXXX Aimt eldiiAer "na C:PPt• Gill ule 
f.-.l!iiiC'Q iii f?Oat"n' ua"'t 1 888 JUIJC IUUUC. If you need help •n a language other than English, callt-800-XXX·XXXX and ten the 
customer service representatl\le the language you need. We'll get you help at no cost to you. TTY users should call 1-800·XXX-XXXX 
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Current job & income information 

0 Employed- If you're currently emptoyed, tell us about your rncome. Start wrth questron l 

0 Not Employed - Skrp to question 11. 0 Self Employed - Skrp to quest1on 10. 

CURRENT JOB 1: 
l Employer name and address 2 Employer phone number 3 Average hours worked each week 

( ) 
~----··--- ~---

4. Wages/trps (before taxes) 0 Hourly 0 Weekly 0 Every 2 weeks 0 Twrce a month 0 Monthly Yeany 

$ 

CURRENT JOB 2: (If you have more JObs and need more space, attach another sheet of paper) 

5. Employer name and address 6 Employer phone number 7 Average hours worked each week 

( ) 
------··-------~·----~--~~----------'---
8. Wages/trps (before taxes) 0 Hourly 0 Weekly 0 Every 2 weeks 0 Twtce a month 0 Monthly 0 Yearly 

$ 

9. In the past year, did you: 0 Change 1obs 0 Stop working 0 Start worlnng fewer hours 0 None of these 

10. If self·employed, answer the following questions: 

a. Type of work b. How much net mcome {profits once busmess expenses are 
pard) wtll you get from thts self-employment thiS month? 

$ 

11 OTHER INCOME THIS MONTH: Check all that apply: and s>~ve the amount and how otte'> you get rt 

NOTE: You don't need to tell us about chtld support. veteran·s payment, or Supplemental Secunty Income (SSI) 

0 None 0 Retrrement accounts $ How often? 

0 Unemployment $ How often" 0 A••mony rece>ved $ How often? 

0 Penstons $ How often' 0 Net farmmg/frshmg $ How often"' 

0 Soctal Secunty $ How often? 0 Other ·ncorne $ How often? 

Type 

12. Do you pay student loan •nterest (not the amount of the loan) that can be deducted em a federal income tax return? 

0 YES. If yes, hOW much $ How often' 0NO. 

13 YEARLY INCOME: Complete only tf your rnc:ome changes from month to month If you don't expect changes to your monthfy 
rncome. sktp to step 3. 

Your total income this year Your total rncome next yearN you thrnk it Will be dtfferent) 

$ $ 

Your health coverage 

Are you enrolled In health co~erage now from any of the following? 

0 YES. If yes, check wh1ch coverage you have 

0 Med1Ca1d 

0 CHIP 

0 Medicare 

0 TRICARE (don't check 1f you have D~rect 
Care or ltne of Duty) 

0 Peace Corps 

0 VA health care programs 

0 Other 

Name of health 1nsun:mce 

Polley number 

NEED HELP WITH YOUR APPLICATION? V1s1t Health Care gov or call us at 1·800·XXX·XXXX Pe;s eetef'ISI !itM cop;a de wJte 
kwwwii!IJT$ til Espel'lel, ll!ti;;e 1 800 XXX•XXiMM. If you need help rn a language other than English, cail1-800·XXX-XXXX and tell the 
customer serviCe representatiVe the language you need we·u get you help at no cost to you. TTY users should caii1-800·XXX·XXXX 
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Read & sign this application. 

• I'm s1gnmg this application under penalty of perJury, wh1ch means rve provided true answers to all the quest•ons on 
this form to the best of my knowledge. I know that I may be subject to penalties under federal law if 1 intentionally 
provide false or untrue mformat1on. 

I know that I must tell the Health Insurance Marketplace if anythtng changes {and IS different than) what 1 wrote on 
this applicat•on. I can visrt HealthCare,gov or call 1·800-XXX·XXXX to report any changes. I understand that a change 
in my information could affect my eligibility. 

I know that under federal law d•scrimination isn't permitted on the bas•s of race, color, national origm, sex. age, 
sexual or•entation, gender ·dentlty. or disability. I can file a complaint of d1scrim1nation by visit1ng 
www.hhs.gov/ocr/offlce/file. 

I confirm that I'm not incarcerated (detained or )ailed) 

I confirm that next year 1 expect to file a federal income tax return. won't cl<vm dependents on that return. and can't 
be cla1med as a dependent on anyone else's federal income tax return 

I conf~rm that I'm not offered health coverage from an employer. 

We need th1s mformation to check your eligibility for help paymg for health coverage 1f you choose to apply. We'll check 
your answers using Information in our electronic databases and databases from the Internal Revenue Serv1ce (IRS). 
Soc1al Security, the Department of Homeland Secunty, and/or a consumer reporting agency If the informat1on doesn't 
match, we may ask you to send us proof. 

Renewal of coverage in future years 
To make •t eas1er to determ'ne my eligibility for help paying for health coverage in future years. I agree to allow the 
Marketplace to use Income data, Including Information from tax returns The Marketplace Will send me a not1ce, •et rne 
make any changes, and I can opt out at any time 

Yes, renew my eligibilitY automatically for the next 

0 5 years (the maximum number of years allowed). or for a shorter number of years 

0 4 years 0 3 years 0 2 years 01 year 0 Don't use ·nformat.on from tax returns to renew my coverage. 

If I'm eligible tor Medicaid 
If I enroll in Med1caid, I'm g1ving the Med•ca1d agency my nghts to pursue and get any money from other health 
msurance. 'ega I settlements, or other third parties 

My right to appeal 
If I th1nk the Marketplace or Med.ICald/Children's Health Insurance Program (CHIP) has. made a m'1stake I can appeal 
1ts deos.on. To appeal means to tell someone at the Marketplace or Med;ca,d/CHIP that 1 thmk the act•on s wrong, 
and ask for a fair review of the act1on. I know that I can find out how to appeal by contacting the Marketplace at 
1·800-XXX·XXXX I know that 1 can be represented in the process by someone other than myselt My ehg;b1'1ty and 
other important information will be explained to me, 

Sign this application. The person who filled out Step 1 should slgn th1s application. If you're an authonzed representat1ve. 
you may sign here as long as you have provided the mformation requtred ,n Append•x C 

Signature 

Mail completed application. 

Ma11 your stgned application to 

...... CHealth Insurance Marketplace 
n•~P 1005 XYZ Drive 

Washington, DC 20005 

What happens next? 

I Date (mm/dd/yyyy) 

we·!! follow up with you within 1-2 weeks. You'll get instruct1ons on how to take the next steps to get your health 
coverage If you don't hear from us Within 2 weeks. VISit HealthCare.gov or caH l·BOO·XXX·XXXX. 

If you want to register to vote. you can complete a voter regtstration form at XXXXX,gov 

PRA Dlsc:iosure Stat&ment 
Accordong to the Paperwork Reduct1on Act ot 1995. no persons are reoulfed to respond to a colleCtion of :nformat1on unleH •t (j,sp:ays 
a vahd OMB control number The valid OMB control number for thts •nformatton collecnon •s 'o938·XXXX The t.m& required to complete 
th•s .nformatlon col!ectton IS est•mated to average [Insert T•me (hour$ or mrnutes)) per response tnclud•ng the t1me to rev.ew •.nstruct1ons 
search e;.;tstmg data resources. gather the data needed. and complete and revtew the 1nformatJon collection If you 1\.itve comments 
concernmg the accuracy or the tome esnmate(s) or suggestions for tmprovong thts form, please wnte to CMS 7500 Secunty Boulevard, 
Attn PRA Reports Clearance Off1cer, Mat! Stop C4-26·05, Baltimore, Maryland 21244-1850 Pagel of 3 
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APPENDIX C 
Assistance with Completing this Application 
You can choose an authorized representative. 
You can give a trusted person permission to talk about this application with us. see your information, and act tor you on 
matters related to this application, including gettmg information about your application and stgn;ng your application 
on your behalf. This person tS called an "authonzed representative:· If you ever need to change your authonzed 
representative. contact the Marketplace. If you're a legally appointed representattve for someone on this application, 
submit proof with the application. 

1. Name of authonzed representat.ve (First name. Middle name. Last name) 

2 Address 3. Apartment or svte numoer 

4. C1ty 5 State 6. ZIP code 

7. Phone number 

( ) 
B. Organlzatton name 19. ID number (if applicable) 

·----
By signing, you allow this person to sign your application, get offJC:al information about this application, and act tor 
you on all future matters with th1s agency. - . --~~ 
10. Your signature 111, Date (mm/dd/yyyy) 

For certified application counselors, navigators, agents, and brokers only. 
Complete th·s sect;on if you're a certtfied apphcatton counselor navtgator, agent. or broker f>!1ing out this appl!cat•on for 
somebody else. 

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

2 F>rst name. name. Last name, 

3-0-rg_a_"_'z_a_t,_o_n_n_a_m_e _________ -.,~~~~-----_-__ ··_--.,--~~----.. -~~~--- .. ., .. , _______ ,_!4_1~ .. ~-um_b_e_r : .. ~pohcable} 

NEED HELP WITH YOUR APPLICATION? Vis1t HealthCare.gov or call us at 1·800-XXX·XXXX. ~It> aetcne; una ecp;a de I!Stl!! 
f"""luh9FIB u 5 spaoa• 11ame 1188 JfiOf JtMtUf If you need help in a language other than English. caii1·800-XXX·XXXX and tell the 
customer servtce representative the language you need We'lf get you help at no cost to you TTY users should calf 1-800-XXX-XXXX 
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