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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
150 S. Independence Mall West 
Suite 216, The Public Ledger Building 
Philadelphia, Pennsylvania 19106-3499 

-· 
CMS 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

Region lli/Division of Medicaid and Children's Health Operations 

SWIFT #021120144010 

FEB 1 2 2014 
Charles J. Milligan Jr. 
Deputy Secretary 
Health Care Financing 
Maryland Department of Health and Mental Hygiene 
201 West Preston Street, Room 525 
Baltimore, MD 2120 1 

Dear Mr. Milligan: 

Enclosed is an approved copy of Maryland's State Plan Amendment (SPA) MD-13-0021-MM2, 
which was submitted to CMS on November 15, 2013. SPA MD-13-0021-MM2 incorporates the 
MAGI-based eligibility process requirements, including the single streamlined application, into 
Maryland'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 MD-13-0021-MM2 includes full approval ofyour state's alternative single 
streamlined online application. 

Enclosed is a copy of the following S94 state plan pages and attachments to be incorporated 
within a separate section at the end of Maryland 's approved state plan: 

• S94, pages S94-1 and S94-2 
• Attachment 1- Maryland HBE - CMS Alternate Application for Health Coverage 

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 Lieutenant 
Commander Andrea Cunningham at (215) 861-4325 
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Medicaid State Plan Eligibility: Summary Page (CMS 179) 

State/Territory name: Maryland 
Transmittal Number: 

Please enter tile Transmittal Number (TN) in the format ST- YY-0000 wit ere ST= tile state abbreviation, YY =tile last two digits of 
t!1e subm!_!_S.i.f!_'!_lea~! ll!!lf 0~0-= a four digit number wit It leading zeros. Tile dashes must also be entered. 

MD 13-0021 

Propos~~~_!~~~!iy~ ~lite. . 
10/01/2013 (mm / dd/yyyy) 

Federal Stat!Jte!Re.gu_!:l_~i_on C!.!..l!!!on 
42 CFR 435, Subpart J and Subpart M 

Federal Budget Impact 

Federal Fiscal Year 

First Year 2014 

Second Year 2015 

Subject of Amendment 

$0.00 

$0.00 

Amount 

Attesting that the state meets all the requirements of 42 CFR 435, Subpart J and M. Eligibility applications are 
included. 

Governor's Office Review 

Governor's office reported no comment 

Comments of Governor's office received 
Describe: 

No reply received within 45 days of submittal 

@ Other, as specified 
Describe: 
Authority delegated to Deputy Secretary for Health Care Financing, Charles Milligan. 

Signature of State Agency Official 

Submitted By: 

Last Revision Date: 

Submit Date: 

Molly Marra 

Nov 21,2013 

Nov 15, 2013 
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Attachment 3.1 G 

Medicaid Eligibility 

OMB Control Number0938-1148 

OMB 

[{] 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. 

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

An alternative single, streamlined application developed by the state in accordance with section l413(b)(l)(B) of the 
!ZJ 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. 

!ZJ 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(f), by telephone, via mail, and in person. 

The agency also accepts applications by other electronic means: 

r. Yes (' No 

TN No. MD-13-0021-MM2 
Maryland 
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Attachment 3.1G 

Medicaid Eligibility 

Indicate the other electronic means below: 

Name ofMethod 

Service Access and Information Link 

Description 

SAIL is a web-based screening and application tool that will 
allow Maryland applicants to complete the following: 
Am I Eligible? - A series of questions to help you decide for 
which social services benefits you and members of your 
family may want to apply. 
Start an application: Apply on-line any time of day or night 
for the following programs: Food Supplement Program, 
Temporary Cash Assistance, Temporary Disability 
Assistance Program, Medical Assistance (Aged, Blind, 
Disabled only), Medical Assistance Long Term Care, 
Maryland Energy Assistance Program, Electric Universal 
Service Program, Child Care Subsidy Program. 

The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility 
[{] 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 

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: 

[jJ Once every J2 months 

[jJ 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 
[jJ 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): 

IZJ Once every 12 months 

D Once every 6 months 

D 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 
[{] 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. 

TN No. MD-13-0021-MM2 
Maryland 
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Attachment 3.1 G 

Medicaid Eligibility 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation 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 infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, 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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Supplement 1 to Attachment 3.1 G 
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MARYLAND HBE - CMS ALTERNATE 
APPLICATION FOR HEALTH COVERAGE 

Sc"l') c ["'NT I"'' 1 P1'U· ' [{ [} .. , . l 1::'[ 0 Hf C'llA R "fS' .._ _ \.f~ L~ L- h . . Ll :, 0 t1 (. r' __ , j n . .. ·. . . 
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Supplement 1 to Attachment 3.1 G 
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Supplement 1 to Attachrpent 3.1 G 

1 Section I - My Account 

1.1 Create Arcount 

1.. 1.. 1. Flow Cha.rts 
MARYLAND HEALTH CONNEcnON {MHC) LANDING PAGE 

CHECK THE COST OF HEALTH PLANS PURCHASE PLANS WITHOUT ASSISTANCE i PURCHASE PLANS WITH ASSISTANCE 

CHECK THj: COST OF HEALTH PlANS 
--------~ 

______ ] 
-----------------·-··-·--·---·--------·--------·----·------·-------·--------------

PURCHASE PlANS WITHOUT ASSISTANCE 
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PURCHASE PLANS WITH ASSISTANCE 

GETTING STARTED 

AUTHORIZED 
REPRESENTATIVE 

1..1.2 .MHC Landing Page 

!NF..F.OH<:LF 

" ~~-·t;{:l C•:•l fj•:·•~C 1·:• ;;t_:, :.f p:3 r,A 

. ~~il::; tr~ :.s··· <:';..::::p~,::; > 

Supplement 1 to Attachment 3.1 G 

FOR MYSELF AND/OR 

FAMILY 

;;~._: .. ..-.;,;:,~ 

:.::±.:_:y~.,t!~~-::~e~,;._. ~~,, ... ? 

... ·---~-:> .. tnancl.ill ~ 

- , .... ,a:-: <·· ---p~o~e<- ! ~~~~~-~~~~--~~~~~~ --- ~ 
. Can : :e ".: :":;r,~o:;: l~( .. 
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1.1.3 Check the Cost of Health Plans: Getting Started 

.,.. Getting Started 

To get started, please choose one of the options below: 

,-:- Create an ~ccount. 
Creating youc own atcount wll tet ~save what you are doing and. CQfT'Ie back I:J il later 

() log in 

log Hl t you ai"ead;- have an account 

·~·· Continue without togging ln. 
Conln1ue without creating ~n Keount Qr logging in 

1.1 ,4 Purchase Plans With and Without Assistance: Getting Started 

<4 Getting Started 
Before star110g lhts process, you must create a new account or log tn to an account I hat you already have 

To get started, please choose one of the options below. 

\. · Cr..lte an a~ceount. Creming ~ o•,..,'fl accCil.Wlt wtH let you save your wQO( and retum tCl rt later 

c~ log in If you alread:l ha\o"e an <.r.C:!)Uf\( 

1.1 ,5 Create a User Account 

r Create~ a tJser /\ccount 

Supplement 1 to Attachment 3.1 G 

N:exl 

:..t ··- :: 

.... 

In order to set up a user account. please enter your details below. Yow· user account will let you save vour application and wme bat~ tort later. You will 
also be able to thecK the status of your application after you submn n. 
If you t·,ave quest1ons aoout uealmg your use•· account please call ;he CIJstomer serv1te Cen;er al ~53-1-4323000 

Personal Details 

Rrst Name * 

Email 

User Name and Password 

User Name~ 

PassNord ~ 

Re-t'tpe Password :~: 

Password Hint 

Question .t. 

Ansv.rer -t 

Mcther"s maiden r.ame 

Last Nan1e -~ 

{ .) Please check the box to let us know that you have read and agreed to the usage condlloos. 

!Jones 

594 Maryland - HBE CMS Alternate Application For Health Coverage Page 7 of 66 
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1.1.6 Client Login 

r:J Client Login 
Login to ~'ou:· account 

Your Logm Deta11s 
Pl€3${1 .:;>:l::€:r rcc.::- •.:-::er 1':3:';;1€: ~:"ld p~~S:Y;'Ofd c:·:d ch:k thi: N?.'d. bt:tt1::r. ro '.C:":!Jr~:J€. 

IJser Nltme: ~ 

• ...;c:::~ !.:;~ 3:i~lill->n..:.a Wtl"! fUut l-l i3lL~ Car<J 

• ".f.Cil IC. ::Uf~3&-l tool~ll J:lans WlttoOOI ;3Si£1.lt'c.t 

· Ct.e~ t'lf C')Sf o: MarJI ;>i.."lllS 

· '"f~i'l-:t a~1 ~m;!&!~r·!ponl~O.!hnl!t. ~la!l 

. . 64'p/;·f~t ~n -!1!::-r- ~flo:n 

Supplement 1 to Attachment 3.1 G 

Purchase Plans with Assistance: Gt:~tting Started with Application 
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Supplement 1 to Attachment 3.1 G 

2 Section II - Privacy 

2.1 Flow Chart 
APPLYING ON BEHALF OF SOMEONE ELSE APPLYING FOR MYSElf AND/OR MY FAMILY 

HOUSEHOLD INFORMATION 

2.2 For Mys(~[f and/or My Far~tHy 

"" Before We Start 

Please read the tntormatlon below and ctiecr. the box to snow your agreement 

Household Information 

We"ll keep your information private as reqUired by law. Your answers on this rorm will only be used to detemline eligibili~; for health insuranee or help pa)1ng tor health 
Insurance •.ve•n check your answers using information in our ele<tromc databases and the databases o! our partner agencies n the lntom1ation doesn't match. "'" may 
ask you to send us proof 

This application doesn't ask questions about the househOld med~al history Household members 1'111D dont want insurance won•t be asked quesMns abOUt Citizenship and 
Immigration. 

Important: As part ot the appiK:aMn process. we may need to retrieVe inlormatlon aboullhe household !rom other government agencies Hke IRS. Social secunly 
Admlmstration and the Depanment o! Homeland Setu~/ vve need this inlormation to check the hOUsehOld eligibility lor hea~h Insurance or help paying tor heallh 
insurance. 

594 Maryland - HBE CMS Alternate Application For Health Coverage 
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Supplement 1 to Attachment 3.1 G 

2.3 Authorized Representative or Assistor 

* Bef(xe Vl/e Start 

Please read the intormation below and c.r,eck the bm: 1o shO\V your agreement 

Household Information 

We'll l:eep your lnfonnation priVate as required by law. Your answers on tills rorm "'ill only be used to detennlne eligibility for health Insurance or help paying for health 
Insurance. 'Ne'll ct.eck your answers using Information In our electronic databases and tile databases o; our partner agencies. If the information doesn1 match. we may 
ask you to sen<l us proof. 

Important: As pa11 ot the apphcaUon process. we rnay need to retrieve antonnat1on about the household !rom other government agencies like IRS. SOCia~ Secunty 
Administration and the Department or Homeland Securi~J- We need this lnfonnatlon to checK the household eligibility lor health Insurance or help paying ror health 
insurance 

By checking this box you are confirming that the applic;ant has 9fi10ted you 
permis:5ion to enter information on their behal" and that you will not disdose that 
information to anyone el-ie without the applicant's permtssk>n. 

2.4 Privacy Act Statement 

tlext 

MARYLAND HEALTH BENEFIT EXCHANGE PRIVACY STATEMENT 
Thank you for visiting a website published and managed by the Maryland Health Benefit Exchange (MHBE), a public corporation and unit of State 
government. This statement applies spedfically to www rnar \'l¥;dtt~~ithwnnecUsm qcw. 

Information Colled:ed and stored Automatically 
When you browse this website, read pages, or download information, certain information about your visit is automatically gathered and stored. 
This information does not identify you personally, and indudes the following: 
The internet domain (example: aol.com) and the IP address (the number automatically assigned to your computer when surfing the Web) from 
which you access our portal, 

The type of browser and operating system used to access our site, 

The date and time you access our site, 

The pages you visit, 

The address from whidl you linked to our website. 

This information Is used to make this website more useful to visitors, to learn about the number of visitors to our site, and the types of technology 
our visitors use. We do not track or record identifying information about individuals and their visits. 

Cookies 

This website uses "temporary cookies" to track user navigation in order to make the portal experience more useful. A temporary cookie is erased 
when the user doses the web browser. The "temporary cookie", also called a session cookie, Is stored in temporary memory in the form of a text 
file on your computer, and is erased after the browser session is ended. No identifying user information is collected and stored on other 
computers anywhere. We store no personal information based on your visit to our website. 

General Privacy Polley 

It Is our policy to presetve the privacy of personal records and to protect confidential or privileged infmmation. Such Information will be disdosed 
publidy only as required by the Public Information Act or as necessary or permissible to carry out offidal duties. Under State law, these polides 
do not apply to information gathered for ce1tain specified purposes, sudl as the investigation of a possible violation of the law. If you have any 
questions about these privacy polides, please e-mail them to TOO 

Privacy Polley Changes 

O!anges to our websites may necessitate changes to our privacy statement Notification will be posted on this website in the Privacy Notice link. 
The information contained in this privacy statement applies only to ,~ww.matylandhealt!wanneLtion.ucv 
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Supplement 1 to Attachment 3.1 G 

3 Section III - Getting Started 

3.1 Contact Information 

3.1..1. Flow Chart 

APPLYING FOR MYSELF AND/OR M Y FAM ILY 

! HOUSEHOLD INFORMATION 

3.1..2 Authorized Representative (ontact Information 
... G~J:lS~tarted > ···· i .. < ······ 

Values (lhppll~able) •··· 
•••••• 

Banner 
let's get started with your application 

In order to evaluate the eligibility for insurance 
assistance an application is required to be completed 
and submitted. Information on who is applying for 
coverage determines how the application information is 
captured on subsequent pages. Please select an option 
from below which will be used to drive the information 
capture. 

I am applying For myself and/or my family 
As an individual acting 
responsibly on behalf of someone 
else 
As an authorized representative 

Cluster Name: Application Filer Details 
You have indicated that you are applying as an 
authorized representative and not yourself. Before we 
ask for their information we need to know about some 
basic details about you . 

Title Dr. 
Miss 
Mr. 
Mrs. 
Ms. 
Prof. 
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Gettmistarted .• • I> . L V~lues (If appl~ble) .t 
Suffix Esquire 

Junior 
Senior 
First 
Second 
Third 
Fourth 
Fifth 

First Name 

Middle Name 

last Name 

Cluster Name: Your Address 

Apt/Suite 

Address 

City 

State Alabama ~Wyoming 

Zip Code 

County list of all the counties by state 
wise 

Cluster Name: Other Contact Information 

Preferred Contact Method Email 
Post/Mail 

Home Phone Number 

Work Phone Number 

Cell Phone Number 

E-mail Address 

Cluster: Authorization Information 

Enter the date the applicant authorized you to apply for 
coverage on their behalf. 

Enter the name of the applicant that authorized you 

What has the applicant authorized you to do? 

Complete and submit renewals 

Sign the application on the applicant's behalf 

Receive copies of all notices and communications 

Act on behalf of the applicant on all other matters 

Do you belong to an organization? No 
Yes 

(If the dropdown value forthe field 'Do you belong to an 
organization?' is 'YES' the following fleld(s) appear) 

Please enter the organizational details 

Name 

Identification Number 
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By checking this box you are agreeing that you will 
adhere to all relevant State and Federal laws concerning 
conflicts of interest and confidentiality of information, 
including the following provisions in the Code of Federal 
Regulations: Chapter 42, part 431, subpart F; 42 C.F.R. 
447.10; and 45 C.F.R. 155.260(f). 

By checking this box you are confirming that the 
applicant has granted your permission to enter 
information on their behalf, that you acknowledge you 
are responsible for providing information and 
communicating to the same extent as the applicant 
would be for the tasks you checked above, and that you 
will not disclose that information to anyone else without 
the applicant's permission. 
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Other Cont.tct lnform•tlon 

Avthofization lnfatmaflon 
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3.1.3 Assistor Contact Information 
Gettins started values (If applicable) 

Banner 
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6ettiJli$tarted ···•••·· ····· ... .. ········ .. Values {If appllcilbte) < .···.··· \ 

let's get started with your application 

In order to evaluate the eligibility for insurance 
assistance an application is required to be completed 
and submitted. Information on who is applying for 
coverage determines how the application 
information is captured on subsequent pages. Please 
select an option from below which will be used to 
drive the information capture. 

I am applying For myself and/or my family 
As an individual acting responsibly on 
behalf of someone else 
As an authorized representative 

Cluster Name: Application Filer Details 

You have indicated that you are applying on behalf of 
someone else and not yourself but before we ask for 
their information we need to know some basic details 
about you. 

Title Dr. 
Miss 
Mr. 
Mrs. 
Ms. 
Prof. 

Suffix Esquire 
Junior 
Senior 
First 
Second 
Third 
Fourth 
Fifth 

First Name 

Middle Name 

last Name 

Cluster Name: Your Address 

Apt/Suite 

Address 

City 

State Alabama ~Wyoming 

Zip Code 

County list of all the counties by state wise 

Cluster Name: Preferred Method of Communication 

Communication Preference Email 
Post/Mail 

Home Phone Number 

Work Phone Number 
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Ciettinlfstarted ···. 
._. 

Vc!l~es (If applicable) ;. .... 
Cell Phone Number 

E-mail Address 

By checking this box your are confirming that the 
applicant has granted your permission to enter 
information on their behalf and that you will not 
disclose that information to anyone else without the 
appl icants permission 

AppUuDon Fifer Dtttallr. 

Othe,. Contact mfotmt~tton 

R'i <hc•dt~~<i,l tlo~ OOX\"<40-o IHP.MY6n~f>.J :h.;:M ~ ~;r"A.fl~ hoi..'$ 9»•m:C">J "fW' f.._"11'::-:'<~):~ ;,.~ ~r~ •"'f:".<m.Y.:<~> !:ti ~'~'1: 

~h!-~ bt>:l:..-,:~ :HKi :tut 'f:>:U ~?i r1tl( >..~$.:::~ :.1'1At a.~~::ui~ :;; .Nt-:J~W!I !'!f~ •~<.hnt~ ~t> :sr.}):ICJI~t'~~ ;~~1:..•.~ '· ' 
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Please enter your personal details below. You will be designated 

as the primary contact for the application. If you choose to 
include yourself in the application for coverage, the information 

you provide will be used to verify your identity, income and 

citizenship status. You will also be designated as the primary 
applicant. 

Suffix 

First Name 

Middle Name 

last Name 

Date of Birth 

Sex 

Your address is required in order to determine your eligibility to 
use Maryland Health Connection and also so that we can contact 
you with regard to any decisions we make about your eligibility. 

Do you have a fixed address? 

the Fixed Address field is 'NO', the 

Are you a Maryland resident? 

If you do not have a fixed address, please choose a local health 
department based on the county you spend the most time in. 

Dr. 
Miss 
Mr. 
Mrs. 
Ms. 
Prof. 

Esquire 

Junior 
Senior 
First 

Second 
Third 
Fourth 
Fifth 

Female 
Male 

No 
Yes 

No 
Yes 
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addre~~is 'YES', the 

ng Address field is 'NO', the 

We need to know the best way to contact ou about this 
application. You may receive notifications by mail, email or phone 

Preferred Contact Method 

Supplement 1 to Attachment 3.1 G · 

Yes 

List of all the counties by 

state wise 

Alabama ~ Wyoming 

List of all the counties by 
state wise 

No 

Yes 

No 
Yes 

List of all the counties by 
state wise 

Phone 
Email 
Text 
Mail 
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Preferred language 

Type 

E-mail Address 

American Sign 
Apache 

Brazilian Portugese 
Cambodian 

Cantonese 
English 

French 
German 
Irish 

Italian 
Japanese 
Korean 
lao 
Navajo 
Russian 
Simplified Chinese 
Spanish 

Traditional Chinese 
Vietnamese 

Business 
Fax 

Mobile 
Other 
Pager 
Personal 

Business 
Fax 
Mobile 
Other 

Pager 
Personal 

Do you want to find out if you can get help paying for your own No 
health insurance and health benefits? ~ Yes 
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ADDRESS LOGIC 
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4 Section IV -Assistance with completing the application 

5 Section V- Help Paying for Coverage 

5.1 Flow Chart 
HOUSEHOLD INFORMATION 

5.1.1 Pre-Screening Calculator 

Estimate how the Health Refom1 Act may affect -ycu or your household 

Adults in household 

Children under 19 in houser.old 

Total annual household income 

Is an~one in the household 
pregnant? 

INCOME INFORMATION 

Based on ~our 3flnuaJ househesld income and household s1ze. you mar 
oe eligible tor Medicaid. 

Based on your annuat household tncome and househoh:J siz.e, )·our 
ct.ild{ren} younger than 19 rears old may be eligitle for Medicaid. 

*Your 3\o'allam9 health options are subject to change D:ased on the 
accurac{ of the Information you entered 
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5.1.2 Tax Filer Information 

We need to know who in your household is a 'tax 
filer' so we can figure out whether you qualify for 
help in paying for coverage. We've listed the 
members of your household below. Please indicate 
which of them will be filing taxes. 

INCLUDE yourself if you plan to file taxes, your 
spouse if he/she will be filing jointly with you OR will 
be filing his/her own form, your children IF they will 
have to file their own taxes, and any other 
dependents IF they will have to file their own taxes. 

DO NOT INCLUDE your children if they will not need 
to file their own taxes or any other dependents if 
they will not need to file their own taxes. 

If anyone in your household expects to file taxes this 
year, please select them below 

Please choose the ta< filers in the househ:>ltl 

Supplement 1 to Attachment 3. 1 G 

We need to know who ln your household is a 'tm< filer' so we can figure out whether you qualrfy for help ln pr~y;ng for covernge. We've listed the members of your household 
0 below. Please 1ndi~te which of them wtH be tiling tmces. 

INCLUDE yourself if you plan to file tllxes, your spouse if he/she will be filing jointly wm-t you OR will be fi~ng his/her own form, your chlldren IF they wal have to file their own 
taxE!s, and any other dependents IF they wl~ have to ftle their own taxes. 

· oo ·NOT INClUDE your children If they wlll ·not needlo· f~e thelnwm· t"""s or any other dependents ~they wil l not need Wflle their o•m taxes. 

If anyone in the household expects to Hie ta<es this yeac. please select them below ,· j , 

t· 
Jerry 

C1 

Save & Exit 
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6 Section VI -Tell us how many people are applying for health coverage 

6.1 Flow Chart 
HOUSEHOLD INFORMATION 

INCOME INFORMATION 

6.2 Other Household Members 

•':\ Other Household fv1embers 

In order to properl'f delerm1ne your eligibility we need to know about any other people 1n the household 

·.· .. :,. 

, . fndude your spouse, your children Under 21 who live w1th you, yOur unmcriied. partner who needs he~tth coverage, anyone "you indude on your tax return , even rf they don't live 
a wtth you and/or anyone else under 21 who you teke care of and liVes \\rith you. Don't indude your unmarned partner who doesn't nee<J health coverage, your unmarried partner's 

ch&dren, your pll:ren(s who ltve with you .• but file their own talx return (ff you're over Zl) and/or other adult re~tlves who file their own tl!:x return. 

Is !here anyone else In the household? .• , --Please S€1e<t-

save&<llit 
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6,3 Household Member Details 

Please tell us about the next person in your household by filling in the 
information below. You may be asked more questions about this person on 
the next screen depending on whether you wish to find out whether you can 
get help paying for this person's health insurance and health benefits. 

Title 

Suffix 

First Name 

Middle Name 

Last Name 

Date of Birth 

Sex 

Does this person live with you? 

(If the dropdown value for the Live with you is 'NO', the following field(s) 

Is this person a Maryland resident? 

594 Maryland - HBE CMS Alternate Application For Health Coverage 
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Dr. 
Miss 
Mr. 
Mrs. 
Ms. 
Prof. 

Esquire 
Junior 
Senior 
First 
Second 
Third 
Fourth 
Fifth 

Female 
Male 

No 
Yes 

No 
Yes 

No 
Yes 
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Do you want to find out if you can get help paying for health insurance and 

health benefits for this person? 
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~ Household rv1ember Details 

Please provide dela11s or I he nexl household member. 

iJ Pia.::s2 1 ~:: as ol::c:.:~ :!·:-:: r:ex: ~~rE·!·: i:'l ~ -=-t:r t: l"'useho:d Ct f:li:r:·~ ::-: tM· :r:fo:-r:·: ::tio:<~ t:elow YN: :Y:C:~· t-:: C:Ha::: !':":C:e ~t.:est:-:· :·::: <=~·;-l.lt :t.i::; :::..:!::;-:::: ·:·r: !he r.e;J s~·eEn ·1::::- ~::·~:r.~ O:'l._..~t:-:::!t:er ~-c:·~ 

w:~t: ~~ f::·::! >:·ll.t <"l: .. ::?!t:o:-r :: ... ;:J :·.a:l ):&: r1'.!b:· N~~:I:-::J t~'' •=~='3 t::~fs~rf~ h~a::t. ::·::::::·::::::1? :.;.:~:;~;or.:: :-o?r.-:-t:~s 

Details 

Title 

First Name ' • '{; Middle tlame 

Las! Name • Sheen ! • ?·· Date or Birth • 

Sex ·• ffe;,~--;---------:1 : ? 
:_ _ _______________ ...__: 

Does !his person live wnh you? • · 

Does this person have a fu<ed address? • 

Address ... 100 

City 

lip coae •· 

Do you wanllo finO oul 1f you can gel help pa)•ing for healltrinsurance and health 
benefi1s ror this person? • 

Sa'le&Exit 

6.4 Relationships 

~ --Please Select·· 

Yes 

.~!!SUite ·· 

State• 

County 

- Please Select-

In order to determine eligibility for medical insurance assistance, we 
need to know the relationships of all individuals in the household . 
Please select the most appropriate description of the relationship 
between each individual. 

S94 Maryland - HBE CMS Alternate Application For Health Coverage 
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[···-·-·----·--·-·--·-··--...,-·: --Please Select-· ; • : 
~--·-···-··· ·-------------·-·- ····· -·········------:.. ... ..; 

1/1!1980 

........................... -...• ·t; 

Uext 
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Relationships 

Are they also a non-parent caretaker of this person? 

0 Relationships 

Gettng Started $ Please provide info;ma~k.'fl abcut househok:l member's retaflOnsh!pS 

Appfleant Details l-· 
tr 

Supplement 1 to Attachment 3.1 G 

Is Unrelated to 
Is the Appointee of 
Is the Appointer of 
Is the Aunt of 
Is the Child of 
Is the Cousin of 
Is the Foster Child of 
Is the Foster Parent of 
Is the Grand Child of 
Is the Grandparent of 
Is the Great Aunt of 
Is the Great Grand Child of 
Is the Great Grandparent of 
Is the Great Nephew of 
Is the Great Niece of 
Is the Great Uncle of 
Is the Guardian of 
Is the Live in Attend of 
Is the Nephew of 
Is the Niece of 
Is the Orphan of 
Is the Parent of 
Is the Person Cared for by 
Is the Sibling of 
Is the Spouse of 
Is the Uncle of 

ADditional HousehQd 
lnkKmaUon 

@( :J') H"!c·r :c· !':<·l~,;·.);f .. ) O:~J:::I:t:·!~' :':~"r:i·:a: :···r.t''·>:":·:~ ·>!':·:~:;:r .. :<· .. ,~:":<·~!':I:'!~'··>~.:~~ t~~:~-:-:-::-b:r·<: -:-! ,::-:: 1::-~:.:<l!J:'::~ :r. :r. :o: :-:~··J :><:r. :t:-: P:<··>!'·: ::-~:c .. :t::'<-~ ;-:r .. ,~: a~·=H·p:t;;::<:· ":E~::ts:-:-·. :~:::---~ 
:~: ~:-·>:'::Of:i::· :O::!~f-.;!': ~3-;!': I:':,::;,;(~IJ,,: 

A<klltioflallncorne 
InformatiOn 

Swnmary 

Veriftcauon summary 

Mary 

Are you also a pnmary caretaf\er of lllls person? 
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7 Section VII - Tell us about each person 

7.1 Flow Chart 
HOUSEHOLO INFORMATION 

: INCOME INFORMATION 

7.2 Primary Applicant- Applying for Coverage 
The information gathered in this screen is the same information that is gathered for all household 

members who are applying for coverage. 
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We need Social Security Numbers (SSNs) for anyone who wants 
coverage. We use SSNs to verify citizenship. If someone doesn't 
have an SSN, visit socialsecurity.gov or calll-800-772-1213. TrY 
users should calll 800 325 0778. 

Do you have an SSN? 

· you have an §SN? is 'No" the 

(If the dropdown value for Have you applied for SSN? is 'No" the 
fol 

Reason why you don't have an SSN 

No 
Yes 

No 

Yes 

No 
Yes 

Can be 
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the field liS National is 'NO' the 

lawfully present is 'YES' the 

National is 'YES' the 

If the member is a female over the age of 13 regardless 
of whether they are an applicant or not the following questions 
appear. 

Yes 

No 

Yes 

No 
Yes 

Supplement 1 to Attachment 3.1 G 

Certificate of Citizenship 
1-551 (Permanent Resident 

Card) 
Naturalization Certificate 
Passport 

Is <name> currently pregnant or gave birth in the last 3 months? No 

is a 

the field pregnancy is 'YES' the 

is a between the ages of 18 and ~2 and 
insurance the following questions 

Yes 

No 
Yes 

No 
Yes 
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.; More /\bout You 

Please provide some more information about yourset! to help with your application 

Race and Ethnicity (OpronaO 

P!ease se!ect opt10ns from below that best desabe you . Providiog thiS nformat:Dn won~ mpact your eigbity for heath coverage, your 
heath plan options, or your costs n any way. 

If H:span;Q'latno ethnd;y che<k a" that appfi 

Mexican 
Mexican American 

Olicano/a 

Whte 
Black or African American 

American Indian or Alaska 
Native 

Asian Indian 

Chnese 

~flO 

Japanese 

Korean 

~ .. : 
: __ ; 

:_: 

~-.: 

: .. .: 

Ale you an Amencan Ind.an or an Atiskan Nat"e? • 

Additional Information 

Puerto Rican 
Cuban 

Vetnamese 

Other Asian 

Native Hawaian 

GuamanJan or Chamorro 

Samoan 

Other Padfic Islander 

···················-'·., .... ::J:: 

We need Sod~ I Security Numbers (SSNs) for l'nyone who wants oover~e . We use SSHs to verify dtizenship. If someone doesn't hli'R l!n SSN, VIsit soaafsecurity.gov or call 1-
801Hn·l213. TTY users should c.olll 800 32S 0778. 

Do you r.ave an SSt<? • 

Ale you a us C~izen? • 

SatJ& & Exit !!ext 
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7.2.1 Document Types 

--Please Select-

Certiflcate of Citizenship 

DS2019 (Certiftcate of Eligibility for Exchange Visitor (J-1) Status) 

1-20 (Certificate of Eligibility for Non immigrant (F-1) Student Status 

1-94 (Arrival/Departure Record} 

1-327 (Reentry Permit} 

1-551 (Permanent Resident Card) 

1-571 (Refugee Travel Document) 

1-688 (Temporary Resident Card) 

1-SBBA (Employment Authorization card) 

I-688B (Employment Authorization Document} 

1-766 (Employment Authorization Card) 

Immigrant Visa (Temporary Resident card) 

Naturalization Certificate 

Temporary 1-551 Stamp 

Unexpired Foreign Passport 

VVT/WB Admission Stamp in Unexpired Foreign Passport 

Other 

7.3 Primary Applicant- Not f'\pplying for Coverage 

Supplement 1 to Attachment 3.1 G 

More About You Values {If applicable) 

If the applicant did not answer 'YES' to 'Do you want to find out if 
you ~r ~et help eaying for your own healt~ ipsurance and health 
benefits?' on SOGinformation About You then the following page 

. display~ .. > ... >J . 
<Y ··•·· 

Please provide some more information about yourself to help 
with your application 

Cluster: Additional Information 

Because you aren't applying for health insurance, you may 
provide a Social Security number (SSN) if you have one. It's 
optional. We'll use this SSN to check your income. Th is can speed 
up the decision about whether household members get help 
paying for assistance. 

SSN 
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7.4 Existing Coverage 
.l lflliBBIIIIRIIilniM!l iii 
Cluster: Existing Coverage Found 
Member Name 

Source of Coverage 

Start Date 

End Date 

If you feel this information is incorrect 
you may continue this application and 
then you will need to contact your 
Local Health Department. 

If you are.an existing Medicaid or 
MCHP client and would like to submit 
your renewal please exit the 
application and click the link that allows 
you to link to your existing case on your 
account home page. 

Supplement 1 to Attachment 3.1G 

f.' Y<'Y :f"('l tl-.0,. ~~~, •••• ,~:oo ;s i:o:< r.tf~t ~ ::1.1~· .:<o:-~l it"M! thh ~~.:at(o~ ..1::-.t '?'h.·)"~:("'~~~ ~.;1 r~ .;c.·.sa<l 1·.;.;;• ~<-"'-. : it,...,;Jf?.. r.<'~'t•W.·ll, 
t• '/'N 11:;• ... ~ ... -..isd:o:t; t.~6dia~ ,_~ 1\!(tir' -- ~~~- •:o:~ w~~:d t~ t;;;o -~~a y~ no-,.,.,.JI: Wt.U 't f-A~; fM A~;o~:<:All~ +M 'I:~I(.S.. f~f> :i;o;~ ;,:-.:.n .~to,..,, N:.c ~<:> l:n=...l.t -,:-;:.;1 stals':.>~!i; <41+ ~,.. 'f"J~' • ~.r~ .... nt !"~~~ P•S• · 

7.5 Supporting Documents 

Naturalization Certificate has been selected to be the 
supporting document for the status of being a U.S 
National. Please provide the below information as 
available in the document. Please enter the Name and 
Date of Birth if different from what is already entered 
in the nt Information. 

(This supporting document about 'Naturalization 
Certificate' appears, when tf1e user selects any option 
for the field 'Supporting Document ~ which is under the 

a US 
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!··94 (ArrivaVDeparture Record) has been selected to 
be the supporting document for the status of being a 

Lawfu i Alien . Please provide the beiow information as 
available in the document. Please enter the Name and 

Date of Birth if different from what is already enten?.d 

Certificate of- Citizenship has been selected to be the 
supporting document for the status of being a Lawful 
Alien. Please provide the below information as 

available in the document. Please enter the Name and 
Date of Birth if different from what is already entered 

DS2019 (Certificate of Eligibility for Exchange Visitor (J-
1) Status) has been selected to be the supporting 
document for the status of being a l.awfui Alien. Please 

provide the below information as available in the 
document. Please enter the Name and Date of Birth if 
diff<:)rent from what is already entered in the Applicant 

Supplement 1 to Attachment 3.1 G 

(This banner text and the related fields appear, when 
the user selects the option 1-94 for the field 
'Supporting documents~ which is under the primary 

in the United States?'} 

{This banner text and the related fields appear, when 
the user selects the option 'Certificate of Citizenship' 
for the field 'Supporting documents~ which is under 
the primary filed 'Are you lawfully present in the 
United 

(This banner text and the related fields appear, when 
the user selects the option '052019 Certificate' for the 
field 'Supporting documents~ which is under the 
primary filed 'Are you lawfully present in the United 
States?' 
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1·-20 {Certificate of Eligibility for Non immigrant (F·l) 
Student Status has been selected to be the supporting 
document for the status of" being a Lawfui Alien. Please 
provide the below information as availab le in the 
document. Please enter the Name and Date of Birth if 
diff-erent from what is already entered in the Applicant 
Information. 

1-327 (Reentry Permit) has been selected to be the 
supporting document for the status of being a Lawful 
Alien. Please provide the below information as 
available in the document. Please enter the Name and 
Date of Birth if different from what is already entered 

1-551 (Permanent Resident Card) has been selected to 
be the supporting document for the status of being a 
Lawfu l Alien. Piease provide th~; below information as 
available in the document. Please enter the Name and 
Date of Birth if different from what is already entered 
in the Applicant Information. 

Supplement 1 to Attachment 3.1 G 

(This bonner text and the related fields appear, when 
the user selects the option '1-20 Certificate of 
Eligibility for Fl 'for the field 'Supporting documents: 
which is under the primary filed 'Are you lawfully 

in the United States?' 

(This banner text and the related fields appear, when 
the user selects the option '1-327 {Reentry Permit}' for 
the field 'Supporting documents', which is under the 
primary filed 'Are you lawfully present in the United 
States?') 

(This banner text ond the related fields appear, when 
the user selects the option 'I 551(Permonent Resident 
Card} for the field 'Supporting documents~ which is 
under the primary filed 'Are you/awfully present· in the 
United 
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1-571 {Refugee Travei Document} has been selected to 
be the supporting document for the status of being a 
Lawful Alien. Piease provide ti1e beiow information as 

available in the document. Please enter the Name and 

Date of Birth if different from what is a!ready entered 

1-688 {Temporary Resident Card) has been selected to 

be the supporting document for the status of being a 
Lawfui Alien. Piease provide the be! ow information as 
available in the document. Please enter the Narne and 
Date of Birth if different from what is aiready entered 

I-688A (Employment Authorization Card) has been 

selected to be the supporting document for the status 
of being a lawful Alien. Plf!ase provide the below 
information as available in the document. Please enter 
the Narne and Date of Birth if" different from v.;hat is 
a! ready entered in the Applicant Information. 

Supplement 1 to Attachment 3.1 G 

(This banner text and the related fields appear, when 
the user selects the option '1-571 (Refugee Travel 
Document}' for the field 'Supporting documents~ 
which is under the primary filed 'Are you lawfully 

in the United States?' 

(This banner text and the related fields appear, when 
the user selects the option '1-688 (Temporary Resident 
Card)' for the field 'Supporting documents~ which is 
under the primary filed 'Are you lawfully present in the 
United States 

(This banner text and the related fields appear, when 
the u.5er selects the option 'I-688A (Employment 
Authorization Card}' for the field 'Supporting 
documents~ which is under the primary filed 'Are you 

in the United States 
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I-688B (Employment Authorization Document) has 
been selected to be the supporting document for the 
status of being a Lawful Alien. Please provide the 
beiow information as available in the document. 
Please enter the Name and Date of Birth if different 
from what is already entered in the Appiicant 
Information. 

Hi88B (Employment Authorization Document) has 
been selected to be the supporting document for the 
status of being a Lawful Alien. Please provide the 

below information as available in the document. 
Please enter the Name and Date of Birth if differ('!l1t 
from what is aiready entered in the Applicant 
Information. 

1-766 (Employment Authorization Card) has been 
selected to be the supporting document for the status 
of being c lawful Alien. Please provide the below 
information as available in the document. Please enter 
the Name and Date of Birth if different from what is 

Immigrant Visa (Temporary Resident Card) has been 
selected to be the supporting document for the status 
of being a lawful Alien. Please provide the below 
information as available in the document. Please enter 
the Name and Date of Birth if diHerent from what is 
already entered in the Applicant Information. 

Supplement 1 to Attachment 3.1 G 

(This banner text and t'he related fields appear~ when 
the user selects the option '1-6888 {Employment 
Authorization Document}' for the field 'Supporting 
documents~ which is under the primary filed 'Are you 

in the United States?') 

(This banner text and the related fields appear, when 
the user .selects the option '1-766 {Employment 
Authorization Card}' for tile field 'Supporting 
documents: which is under the primary filed 'Are you 

in the United States 

(This banner text and the related fields appear, when 
the user .selects the option 'Immigrant Visa 
(Temporary Resident Card' for the field 'Supporting 
documents', which is under the primary filed 'Are you 

present in the United 
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Naturalization Certificate has been selected to be the 
supporting document for the status of being a Lawful 
Alien. Please provide the below information as 
available in the document. Please enter the Name and 
Date of Birth if" different frorn what is aiready entered 
in the Applicant Information. 

Temporary 1-551 Stamp has been selected to be the 
supporting document for the status of being a Lawful 
Alien. Please provide the below information as 

available in the document. Please enter the Name and 
Date of Birth if different from what is already entered 

Unexpired Foreign Passport has been selected to be 
the supporting document for the status of being a 
Lawful Alien. Please provide the below information as 
available in the document. Please enter the Name and 
Date of Birth if different from what is already entered 
in the Applicant Information. 

Supplement 1 to Attachment 3.1G 

(This banner text and the related fields appear, when 
the user selects the option 'Naturalization Number' 
for the field 'Supporting documents~ which is under 
the primary filed 'Are you lawfully present in the 
United States? 

(This banner text and the related fields appear., when 
the user selects the option 'Temporary f-551 Stamp' 
for the field 'Supporting documents~ which is under 
the primary filed 'Are you lawfully present in the 
United 

(This banner text and the related fields appear, when 
the user selects the option 'Unexpired Foreign 
Passport' for the field 'Supporting documents', which 
is under the primary filed 'Are you lawfully present in 
the United States?') 
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\NT/WB Admission Stamp in Unexpired Foreign 
Passport has been selected to be the supporting 
document for the status of being a Lawfui Alien. Please 
provide the below information as available in the 
document. Please enter the Name and Date of Birth if 
different frorn what is already entered in the Applicant 
Information. 

Other has been selected to be the supporting 
document for the status of being a lawfui Alien. Please 
provide the below information as available in the 
document. Please enter the Name and Date of Birth if 
different frorn what is already entered in the Applicant 
Information. 

Supplement 1 to Attachment 3.1 G 

(This banner text and the related fields appear, when 
the user selects the option 'WT/WB Admission Stamp' 
'Supporting documents~ which is under the primary 

in the United States? 

(This banner text and the related fields appear, when 
the user selects the option 'Other' for the field 
'Supporting documents', which is under the primary 

in the United States?') 
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tion 

Number 

Passport 

Number 

Visa 

Number 

Card x• 
Number 

Citizenshi x• 
p 

Certificati 

on 

Number 

1-94 x• 
Number 

SEVIS ID 

Document X X X X 

Expiration 

Date 

First X X X X X X 

Name 

Middle X X X X X X 

Name 

Last Name X X X X X X 

Date of X X X X X X 

Birth 
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<'} Household Member Extra Details 

More Information about Judy 

t~· 
~-

' ~'1ar11r. Judy 

Race and Elhnicity (Optvnal) 

Please select aprons from below mat best descrne Judy. This ilformation s captured for statlStcal purposes onty. The response ~.i not 
inpact the ildr.-<Juals eigbit,- for assistance. 

Mexican 
Mexican American 

OliCilna/a 

Whte 

Black or African AmeriCan 

Amencan Indian ;,r Alaska 
Native 

Asian Indian 

Olilese 

Ffpila 

Japanese 

Korean 

: .. .: 

~--= 

Is Judy an Amencan lnd"n or an Alaskan native? • 

Additional Information 

Puerto Rx:an 

Cuban 

Vietnamese 

Other As"n 

Native Hawaian 

Guamanian or Chamorro 

Samoan 

Other Pacific Islander 

: ... : 

c:.~ 

We need Social Seanity Numbers (SSNs) for ~nyone who wl!nts coveroge. We use SSNs to verify dt!Zenship.lf someone doesn't hove on SSN, vtsit sod~lsecunt'(.gov or coli 
1-BD0-772·1213. TTY users stlou!d colll 800 325 0778. 

Does Judy have an SSN? • 

Is .Judy a US Citizen? •· 

Is JUdy rurrentty pregn~nt or gave birth In the ~st 3 months? l!: 

Save- & Exit 

7.6 Married Couple FHing Jointly 
l ,!!lllliiiii,PIIIIIl ;;, ri ••·········'llii!L:·••••····· 
Banner 

Please indicate the filing status of the below 
couple(s). 

--Pie3se Select-

·-Pie3se Select-
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You have indicated that the following people in your 
household are married and expected to file taxes - to 
ensure you get the right help in paying for your 
health insurance, we need to know whether they 
intend to file jointly or separately. 

Does <primary> plan to file a joint federal tax return 
with <name> next year? 

Will <tax filer> be claimed as a dependent on 
someone else's federal income tax return? 

~.~ ~ :: .. : ~ ·,,•' .. 

Please indicate the ning status of the below coupleis) 

Jerry Mi1:t-: 

Supplement 1 to Attachment 3.1 G 

S \'cu r.;·.:e l!l\i:("a!e~ .t:--,~;. t:--:e t~::,:.win~ PO:•Jple ir. ~'~:...: ~ h:1~sei~CI·j ;r; l":"':;::1;.:; ;;n,~ !="i.p;~ ''' 1i:e t3.~e$ - t-:• ;r:s,;r; r ·:t\1 g;l !:~e tight t;i:l::> :tl ~;;~~r.g 1.J~ ;-em· hfa:;t. ::~$l:f3:~~t-. '"'e n;;:o.:flu ~nc;~· 
wrt~?!!":~r the;- lnte:-~c. IIJ tile jo:.!r::ir ·:-r !e~ar.::te~~-

Does Jerry plan to file a JOint rederaltax return with Marty ne>-1 year? -s· 

Will Jerry be dalmed as a dependent on someone else's federal Income tax return? .,.. 

save & Exlt 

7.7 Oependents 

Please indicate who claims [name) as a 
dependent 

For anyone in your household who isn't 
expected to file taxes themselves, we 
need to know whether they are 
expected to be included as either a 
spouse or dependent on the tax return 
of else in the household. 

Is anyone outside this household No 
expected to enter [name) as a spouse or Yes 
rlPinPr'rl~•nt on their tax return? 
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Who expects to claim [name] as a 
spouse or dependent on their tax 
return? 

~ Add;tiona! !nbrmat;or: about the next persGn 

GetUng Slarteo ~ Please ln::tieate who cla11ns t..tary as a deP'(:n::1enl 

Applkant Details 

Supplement 1 to Attachment 3.1 G 

Mary 

AddllonaJ Househok1 
Information tj "Cr ,);:><··'e ·:: ·:·<·:..'f :..:::,!-~:l~-:t-:- .-.:\·:· ~-::·1 N:;;ect·1 I·} t-:~ ::>.~ (·!:' 11:~. --.·-sc.-1-.e~ .. ,~. r::;•}::: ::; o:r,.:;y~ .-.~.;-:a-:- : t:-.e:. :-:e O:>t:~·::<-~ :~ ~-e -::c::.~-1ecta:- t·l::c·J 3: ~t ·)~::··} H :;:-}l!:··l:c-n: ¥11:-:t :-:·> :2=:-J:: .. :;:t 

.'!'•':''>:"· ?:-:1 1::l::c· :':{·:!~·:;::c-1:: 

ts an•;one tn this househOld expected to enter Mar:( as a spouse Cof dependent :>n their tax return? t 

Adellttonat tnccme 
Information 

Summary 

Venflcabon Sunwnary 

,. 
'A'ho expec.ts to claim Ma.rv as a spouse rx dependent on theu lax retum? 

8 Section VIII - More about this household 

Please answer these additional questions about the 
household 

Additional information on the household, such as whether 
someone is disabled or blind, will help us work out whether 
you may be entitled to help on grounds other than your 
income. 

Is anyone in the household blind? 

Is anyone in the household disabled? 

No 
Yes 

No 
Yes 
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Does anyone in the household have a physical, mental, or No 
emotional health condition that causes limitations in Yes 
activities (like bathing, dressing, daily chores, etc.) or live in a 
medical facility or nursing home? 

~ Additional Information for all Applicants 

Please answer these additional queslions aooul the household. 

Is anyone in the household bUnd? • 

Is anyone in tt.e household disabled? ~ 

Does Mlyone in the household hC!\"E a phystcal, mental, or emottonal health condibon that causes hmitlltions 1n adlvitJes (hke 
bothing. dressing. dl!oly chores, etc:.) or live In a mediatl faality or nursing home? • 

save& Ex~ 
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Supplement 1 to Attachment 3.1 G 

9 Section IX- Expedited Income 

tO Section X- Current/monthly income 

10.1 Flow Chart 
INCOME INFORMATION 

For each member of household who has income 

SUMMARY 

10.2 ln<.:ome Information 

~ !ncorne Information 

Please select !he 1rldiVJduals De low who have 1nwrne 

,. ~ ~:= 'i ' ~a~ t 
Martm ..:ud• 3f:fl"f Jenn: !~r 

~ The page allows you to indicate the members 10 the household who recerve income. 1f you or anyone In the household has any sort of income ~ase ten us about 1t. 

Does Martm have any income?,.. OefaabtoHO Yes 

Save& E.Jdt 
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10.3 Enter Income Details 

From the information you have given us <name> has income, 
please enter <name's> income details below 

This page is designed to capture income for an individual in 
the household. If an individual receives income from more 
than one source, be sure to select 'Yes' for the last question 
and you will be able to enter additional income records. 
Please be sure to enter your income before taxes are taken 
out. 

Income 

Amount 

What portion of this amount is tax exempt? 

Numeric 

Annually 
Bi-Weekly 
Monthly 
Quarterly 

No 
Yes 
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ft~ Enter Income Details 

From the lnformabon you have given us Martin has Income. please enter Martin's Income details below 

~: ~- .::: 1; f 1; t · 
Martin .hE!y 6<HY .. :er::1ife: 

6 This page is designed to capb.Jre mcorM for ~n Individual in the household. If an individual rec:etves income from more than one source, be sure to select 'Yes' for the last 
question and you •nill be able to enter add1tion!:!l1ncome records. Please be sure to enter your Income before taxes are taken out 

Income Type • wages and Salaries 

Amount ·.:.= 

Vthat Is the name o! your EmpiO'fer? 

Frequency ., --Please Seier!-

Start Date • 
················································' 

End Date 
··············································' 

Does Mar1in have any more income? --Please Sele1:t-

S!M!&Exlt 

-Please Select-

vVages and Salaries 

Alimony and rvlaintenance 

American Indian Alaskan Native Income 

Dividends 

Foreign Income 

Interest 

Net Self Employment Income 

Pension/Retirement Benefits 

Prizes and Awards 

Farming or fishing Income 

Rental or royalty income 

Capital gains 

Scholarship Payments 

Social Security Income 

Lump sum Amount 

Unemployment Insurance 

Other 

:); 

.... = .. ?.' 

)· 

::{ 
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10.4 Income Deductions 

Certain allowable expenses such as alimony 
payments can be deducted from your 
income to make the cost of health insurance 
a little lower. Please indicate if you incur any 
of the following: 

Supplement 1 to Attachment 3.1 G 

Does <name> pay for certain things that can No 
be deducted on an income tax return, telling Yes 
us about them could make the cost of health 
insurance a little lower. 

Amount 

Does <name> have any more Deductible 
income? 

Alimony paid 
Certain business expenses of reservists, performing 
artists, and fee-basis government officials 
Deductible part of self-employment tax 
Domestic production activates deduction 
Educator expenses 
Health savings account deduction 
Moving expenses 
Penalty on early withdrawal of savings 
Rent or Royalties 
Self-employed SEP, SIMPL, and qualified plans 
Self-employed health insurance deduction 

Numeric 

No 
Yes 
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u; !ncorne Dedudions 

Please indi<ate whether Ma111n has any allowable deouct1011s. 

t· 
Martin 

U C;;t:;.;l~ z:to;•at;le e:-tt;er,se-s s~:~!i :_;:_. ar, ~· ;,;:m·: l)fl ~ ~~ =_; ir:~ e:-:~s ..:;;n ~e CeCt.:c:..::·:i !~o:Tl ~ ·:~t:: :r:t::::~e It~ =rJ.J>'.O:: !he(·:: :; ~ o! he:Jt;: ins:J~a:-,ce .J :1~e :.::wef PI-:-~=:: mdic:at:;-1! w..-u ::":C"\1: :.1:: ~ ~ ~ ;.t:,:; 

f<ll!-:·w:nc. 

Does Martin pay ror certa•n things that can be deducted on an income lax return . telling us about them could make the cos I ol 
heatth Insurance a linle lower 

Deductable Income 

Deduction lype. * - Please Select-· 

Amount ' 

Start Dale • 

End Date. 

Frequeocy. « -Please Seie<t-· 

Does Martin have any more Deduct able income? - Please Select-· 

save & Exit 

10.5 American lndian/ Alaskan Native Excludable Income 

Next 

~ -
'-. ' '' \ ~' ' '. 

~~ Excludable Income 

Getting Started Please sele<.! as 11ems thal l an oe e,:.ciOOecl lrom .1'"..1/ln's 1ncorne taA ~turn 

AppliCant Details 

Housef'lOIO rntocmauon 
Jonn 

Jotm has indicated lo Mlfe InCome frOO'l.o\mertcan Man!AiasY.an Uat•·1e sources is , ................•.....•....•.........• , 

--·riei>me 
'":C<HICn:J: ~O:.JS·::t:t•!C 

;:. ~o:rr.ah:.--n 

any of this ~rom distributions paymenls . awnerShtp tnletesls and real propet·~· 

usage nghts? 

10.6 American Indian/ Alaskan Native Income Details 

Please provide some information about the 

American Indian or Alaskan Native income 

<name> has indicated to have income from No 

American Indian/Alaskan Native sources, is Yes 
any of this from distributions, payments, 
ownership interest and real property usage 
rights? 

Cluster: American Indian or Alaskan Native 
Income 
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What is the income type? 

What is the amount expected to be 
received? 

How often does <name> receive this 
income? 

Is there an end date? 

Does <name> have any more American 
Indian or Alaskan Native income? 

Distributions from Alaska Native Corporations and 
Settlement Trusts 
Distributions from any property held in trust 
Distributions results from real property ownership 
interests 
Payments from rents, leases, rights of way, royalties, 
usage rights, or natural resources 
Payments resulting from items that have religious or 
culture significance 
Student financial assistance from the Bureau of Indian 
Affairs 

Frequency 

No 
Yes 

' / -
l .. ,, I' r >< ,, , ..- • 

Gettmg Slarteo 

Applicant Details 

HousehOld lntonnat10n 

J\..do:!·ona: t:c.J:;e:-:~·:: 
;nl·:o:·r··Xl:!:CrJ 

$·~, American Indian-or .Alaskan Natve Detai!s 

Please pr:Wide SomE: in~orma!ion about the Ame!'IC.an IOOian Of AJaskan Nah\.-e me orne. 

American lndtan or Alaskan Nattvc Income 

'Ntlal rs the tn::ome type? :>~. 

\"JMt is tne amount e);pecte<llo oe rece"·e<P » 

HoW often csoes J:>nn re< el'le !t,ts Income? :< 

'Nhat is the start :late? :c 

ts there an end date? 

Does John ha\'e any mere American lndJan or Alaskan f'Jatl'le ~rKome? 

.... 
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10.7 Summary 
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10.8 Annual Income 

Please review the annual income calculation for 
<name> 

We have calculated what we expect the annual 
income for this person to be based on the 
information you have provided us. This may not 

match your expectation of what the annual income 
will be (for example, if this person's income fluctuates 
during· the year) - if that is the case, please indicate so 
below. If you told us you had income deductions this 

is reflected in the amount shown. 

Based on the information you have provided the 
expected annual income for <name> is <$amount> 

Is this what you expect <name's> annual income to No 
be? Yes 

tl Annuc:ll !nccrne 

~ase review the annual income calculation ~ar Martin 

.:::- •· <-
:=::::::: t rw 'I' 

Martin Jl,<l~ E.a:-:'1 

Based on lhe in!onnation yoo have provided. the expected annualontome for Maron IS 525 000 00 

Is this what you expect Martin"s annual Income to be? • No 

\\'hat do you expect the annual Income 10 be? ! 25.00000 

save-&Exit 

11 Section XI - Discrepancies 

Supplement 1 to Attachment 3.1 G 

t · 
Jer:n:f-er 

Next 

MHC displays this page only for any applicant who has failed the reasonable compatibility test and is not 

eligible for Medicaid or CHIP. 
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11.1 Income Discrepancies 

You have indicated that your wages have 
decreased. 

Our records indicate that you earn more than 

you just reported to us. It is possible that our 
records are out of date. To help us 
understand if this is the problem, please 

indicate if you have experience any of the 
following changes in the past three months 
(check all that apply): 

r1 IncoJne D~screpancies 

Supplement 1 to Attachment 3.1 G 

Our records ndicate that you earn more than you just reported to us . It IS possble that our rernrds are out of date. To hep us understand tf this is the 
problem, please n<ftcate if you have experenced any of the folowing changes n the past three months (check al that apply}: ' 

Inrome Discrepancy 

Lost a job 

L .. ; 

On unpaid IECJ\'e (for e~mpte, to care for ll f' .. 
neV'•' bab)') 

Other (pl::~se e-:<pl~ in below:~ 

Please add any addtional comments here. 

Saw& Ex~ 

Date this change occurred 
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12 Section XII - APTC progrant questions 

12.1 Additional Insurance Assistance Information 

Please answer these questions about the 
household 

Please choose any of the people below 
who use tobacco 

Please choose any of the people below 
who are incarcerated 

Please choose any of the people below 
who are either enrolled on or eligible for 
employer-sponsored coverage. The 
access to coverage could be either 
through their own employment or as an 
individual related to the employee. 

Are any of these people eligible to 
receive, or heave they ever gotten a 
health service from the Indian Health 
Service, a tribal health program, or urban 
Indian health program or through a 
referral from one of these health 
programs? 
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;•~ 1\dd tionai Insurance Assistance lnkmnation 

Please answer these additional qU€slions about the household. 

Indicates a required field 

Please choose any of the people below who use tot>acco. 

t 
Marge 

···~ 

Please choose any of the people below who are Incarcerated. 

{· 

,~. t 
Homer Marge 

.. · ·~ 

Please choose any of the people below who are curren~y enrolled on a health program or plan . 

t 
Homer Marge 

Please choose any of the people below who are erther enrolled on or eligible ror employer-sponsored coverage. The access to coverage could be either 
through their own employment or as an individual related to the employee 

(:i: 

ffil t 
Homer Marge 

Are any of these people eigble to receive, or have thl!y ever gotten a heath service from the lnd~an Heath Service, a trilal heath program, or 
urban !ndian heath program or through a referral from one of these heath programs? 

¢· 

~~ 
Homer 

S.¥e&Exit 

12.2 Health Program/Plan Coverage Information 
•• IBHIIIIIZiin-Wiltitltllll. b'i@I 
Additional Information for Employer 

(If the user selects the option 'YES' for the question 
'Is anyone in your household currently enrolled on a 
Health Program or Plan?', then the following screen 
appears) 

Cluster Name: Health Program/Plan coverage 
Information 

Please indicate if [name] is currently enrolled on any 
of these programs/plans 
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Apj>O<''" oew. 

Health ProgrnmiPlan CoYe'age Information 

P!e>J:S.e lftdfe.afe :t Ha:rfl$ currently en~~ on otlW ··.PieMe Set«t .. 
cf !flo!'S.e pro~tams.-plans "' 

12.3 Employer Sponsored Coverage 

t.!9:."k<~NP21:-". 

Y~4K.:.w~P3!"e 

CM11¥."ll'i;,;~J'I ~uu;:t,¥ F1~ 

fotaryWld Oti-~'s He.lllth Proguwn 

iillilmE1!iRJi-@.ilmilllft !I!I F 
<name> is indicated to have income <xxx>in the 
form of <income type>. Please enter information on 
the employer-sponsored coverage corresponding to 
this employment 

Employer-sponsored health coverage is coverage 
that pays a portion of the total cost for medically 
related expenses such as doctor visits, hospital stays, 
prescription drugs and durable medical equipment. 
If you are enrolled in employer sponsored coverage 
please answer 'Yes' . 

Is <name> enrolled on employer-sponsored 
coverage through this employment? 

Is <name> eligible for the employer-sponsored 
coverage, but is not enrolled? 

594 Maryland- HBE CMS Alternate Application For Health Coverage 

TN No: MD-13-0021-MM2 
Maryland 

Supplement 1 to Attachment 3.1 G 

Page 58 of 66 

Approval Date: 0211212014 
Effective Date: 10/01/2013 



Supplement 1 to Attachment 3.1 G 

tt Employer-Sponsored Coverage Information 

Marton os indicated to have oncon1e 25 .000 00 on the torm of Wages and Salaoes Please enter information on tile employer.sponsored coverage corresponding tolhis 
employment 

till Employt:!r·sponsored health coverage is CO\terage that pays a portion of the total co~ for rrn!'dically related expenses suc.h as doctor vtSits, hospitlll stays, prescr1ption 
drugs and durable medical equipment. lf you are enrolled In employer sponsored cnven~ge please l!:n9ller >v~. 

Is Martin enrolled on employer-sponsored coverage through this employment? •· 

Is Martin ellgibl€ !or the employer-sponsored coverage, but is not enrolled? w 

12.4 Additional Information of Employer 

llftlqt~!IQ&iEMIIiim~: I;; •·.·.······.••··•·•••;••••··••• I•· 
(If the user selects the option 'YES' for the question 
'Is eligible for employer sponsored coverage 
information?', then the following screen appears) 

Additional Information for Employer 

Please provide additional information on the 
employer-sponsored coverage. The information 
provided on this page will be used to determine if 
the coverage qualifies as minimum essential 
coverage, which may influence the eligibility 
determination 

Members of household display 

Please provide additional information on the 
employer sponsored coverage. The information 
provided on this page will be used to determine if 
the coverage qualifies as minimum essential 
coverage, which may influence the eligibility 
determination 

Cluster: Employer Details 

Employer Name 

Employer Identification Number 

Is Employer employed full time? 

Cluster: Address 

Apt/Suite 

Address 

City 

State 

Zip Code 

Cluster: Coverage Details 

Lowest Cost Plan 

Employee Contribution for self only coverage 

No 
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Frequency of Contribution 

Please select the household member that are 
eligible for coverage by the plan entered above and 
not currently covered under any other employment 
sponsored plan 

Is [name] eligible for any other employer sponsored 
coverage through his employment? 

Supplement 1 to Attachment 3.1 G 

Pl~a~e p~o .. idf: a•~d~<:nolmt;;r·'l31iCfl .:Hlthe oemtl~~-er-ftol•li':re~ ~<l:fa~t . 'Tt1e ant.:;r·~lJti<:n pr!t.-:l..!srJ ;:;n \ttts ta'JC «l:J :;:: use-~ t-~ lj::~t-r:lule lfiM ev""'efa;;~:: qua!lfi~~ a~ :':l:ni:llU:!l ::s~::a!la! cO'..erav.: .-,t.tttl :~IJ 1 tr.ll:..~nce 11::: eliy::t:rt)· 
do?lermmalJ::r-

EmplOyer De;.ails 

Cit, 

ZirCMel( 

Coverage Dela1ts 

Un;esl Cc-st Plan '· 

Clalfe 

--Pfease Select--

12.5 Employer Pkm Coverage 
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(If the user selects the option 'YES' for the question 
'Is enrolled for employer sponsored coverage 

information?', then the following screen appears) 

Please provide additional information on the 
employer-sponsored coverage. The information 
provided on this page will be used in the 
determination eligibility for the health insurance 

programs. 

Please provide additional information on the 
employer-sponsored coverage. The information 
provided on this page will be used in the 
determination eligibility for the health insurance 

programs. 

l:i> ···.•-·,·,>·~ · ·.·:· .... v:·l-~ ·.··.·:·:·.···.•.•·.·· ·.• ~-' , .,_.-.;.,.;.· .•.·.-·-.~<·> 
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13 Section VIII- Medicaid & CHIP specific questions 

13.1 Additional Information for Medicaid/CHIP Applicants 

Please answer these additional questions 
about the household 

Some of these people you are applyfing 
for appear to be eligible for Medicaid or 
CHIP. To ensure that these people get 
the right services, please answer the 
questions below 

Does anyone in the household have 
unpaid medical bills from the last 3 
months? 

Please choose the members who have No 
unpaid medical bills Yes 

If anyone select~d 'Yes' to the above 
questionJ~¥n ~p~ following questions 

Are any of these people eligible to 
receive, or heave they ever gotten a 
health service from the Indian Health 
Service, a tribal health program, or urban 
Indian health program or through a 
referral from one of these health 

<name> is indicated to have income 
<xxx>in the form of <income type>. 
Please enter information on the 

ment 

Same 
lower 

No 
Yes 

Is <name> enrolled on employer- No 
sponsored coverage through this Yes 
employment? 
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<' Additiona1 Information for Medicaid!CHIP Applicants 

Please answer these additional questions about the r.ousehold 

Does anyone in the household have unpaid medica! b1lls from the last 3 months? 

Please choose the members who have unpaid medical bls: 

N: the tme the medical bls were nrurred were your househol:l's ncome the same or lower than your 
household's rurrent ncome? 

If found nelgble for coverage today would you Ike to be evaluated fur a Retro-ActJve Medicaid 
determi1ation? 

Supplement 1 to Attachment 3.1 G 

Yes 

t 
Jennner 

~ -.. : 

Same 

Are any of these people elgble to receive, or have they ever gotten a heath service from the Indian Heath ServiCe, a trbal heath program, or 
urban Indian heath program or through a referral from one of these heath programs? 

·A 
Joronny 

C.".! 

Martin is Indicated to roave income 25.000 00 In tr.e form o! 'Nages and Salaries Please enter in!om1ation on troe employer-sponsored coverage corresponding to this 
employmem 

Is Martin enrolled on employer -sponsored c·overage through this employment? • 

Save& Exit 

. 
13.2 Unpaid Medical Bills Details 

From the information you have given us 
<name> has unpaid medical bills. Please 
enter <name's> unpaid medical bills 
details below. 

This page is designed to capture details 
about unpaid medical bills for an 
individual in the household in the last 3 
months. If there is more than one 
unpaid medical bill be sure to select 'Yes' 
for the last question and you will be able 
to enter additional unpaid medical bills 
details. 

Does <name> have any more unpaid No 
medical bills? Yes 

• No 
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14 Section XV Review & Sign 

Submit Application 

App licants selects 
'SUBMIT' 

Display Submit 

Application 
5123 

14.1 SubmitApplication 

Yes 

Display Submit 
Applica t ion 

Confirmation 
5124 

Please read the following termas and conditions indicate consent and 
sign. If you disagree with a .statement additional questions may appear or 
your eligibility for programs may be impacted. A signature is required to 
complete the application process and submit your application to the 

I know that if Medicaid pays for a medical expense, any money I get from 
other health insurance or legal settlements will go to Medicaid in an 
amount equal to what Medicaid pays for the expense. 

I know I'll be asked to cooperate with the agency that collects medical 
support from an absent parent. If I think that cooperating to collect 
medical support will harm me or my children, I can tell the agency and 
won't have to cooperate 
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No 
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5130 
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I understand that if I'm eligible for help paying for health insurance, I may 
also be able to renew the coverage. During the renewal process, the 
Maryland Health Connection will use income data including information 
the tax returns of household members. This will determine yearly 
eligibility for help paying for health insurance of the next 4 years. The 
Maryland Health Connection will send me a notice and let me make 
changes. If I don't respond, the Maryland Health Connection will continue 
my eligibility at the level indicated by the data. I understand this renewal 
process will occur each year for the next 5 years unless I tell the Maryland 
Health Connection that I don't want to renew or if I leave the Maryland 
Health <;:onnection. I also understand that I can change my answer later. 
If I don't check the box, I can select less than 5 years. 

If I think the Health Insurance Maryland Health Connection or 
Medicaid/Children's Health Insurance Program (CHIP) has made a mistake, 
I can appeal its decision. To appeal means to tell someone at the Health 
Insurance Maryland Health Connection or Medicaid/CHIP that I think the 
action is wrong, and ask for a fair review of the action. I know that I can 
find out how to appeal by contacting the Maryland Health Connection at 
<x-xxx-xxx-xxxx>. I know that I can be represented in the process by 
someone other than myself. My eligibility and other important 
information will be explained to me. 

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 disability. I can file a complaint of discrimination by visiting 
www.hhs.gov/ocr/office/file 

I'm signing this application under penalty of perjury. This means I've 
provided true answers to all the questions on this form to the best of my 
knowledge. I know if I'm not truthful, there may be a penalty. 
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14.2 Submit Application Renewal 

Submit Application 

* I give permiss ion for my· el igibility- for help paying for health insurance 
to be renewe{j for a period of: 

b,2years 

(':) 3 years 

(.:') 4 years 

(':':, Dollt renew my eligibility for help paying for health insurance 

Cancel 

14.3 Submit Application Confirmation 
~we • m . 

Submit Application 

Your application has been successfully submitted. Please lNrite down 
your Reference Numberfor future use. 

Reference Number: 25G 

Follow-up 
If any of the information y ou submitted on this applic ation requires 
follow-up {for example if we can't automatically verify some 
information} an agency representative will c ontact y ou using y our 
preferred contact method. If you would like to talk with an agency 
representative please CAll your JoGll office at <XXX-XXXX> 

Close 
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