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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

CENTERS FOR MEDICARE & MEDICAID SERVICES

Region I1I/Division of Medicaid and Children’s Health Operations

SWIFT #021120144010

FEB 12 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 21201

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-MM?2 includes full approval of your 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

Sincerely,

s/

Wc lloygh
ssociate Reptonal Aﬁmip{istrator

Enclosure
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Medicaid State Plan Eligibility: Summary Page (CMS 179)

State/Territory name: Maryland

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.

MD 13-0021

Proposed Effective Date
10/01/2013 (mm/dd/yyyy)

Federal Statute/Regulation Citation
42 CFR 435, Subpart J and Subpart M

Federal Budget Impact

Federal Fiscal Year Amount
First Year 2014 $0.00 '
Second Year 2015 $0.00

Subject of Amendment
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

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

Signature of State Agency Official
Submitted By: Molly Marra
Last Revision Date: Nov 21, 2013
Submit Date: Nov 15,2013









Attachment 3.1G

Medicaid Eligibility

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 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.

TN No. MD-13-0021-MM2

Approval Date: 02/12/2014
Maryland

Effective Date: 10/01/2013 Page 3 of 3
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MARYLAND HBE - CMS ALTERNATE
APPLICATION FOR HEALTH COVERAGE

TN No: MD-13-0021-MM2 Approvai Date: 02/12/2014
Maryland Effective Date: 10/01/2013
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1 Section I~ My Account

1.3 Creats Account

1.1.1  Flow Charts

{ MARYLAND HEALTH CONNECTION {MHC) LANDING PAGE

| CHECK THE COST OF HEALTH PLANS PURCHASE PLANS WITHOUT ASSISTANCE PURCHASE PLANS WITH ASSISTANCE
{ -

CHECK THE COST OF HEALTH PLANS

reate an Acc

“Continue without logging in.

PURCHASE PLANS WITHOUT ASSISTANCE

reate g Ance

$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 5 of 66
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PURCHASE PLANS WITH ASSISTANCE

reate an Account:

GETTING STARTED
AUTHORIZED ASSISTOR
REPRESENTATIVE

FOR MYSELF AND/OR |
FAMILY

142 MHC Landing Page

Apply For Assistance
S e ot and Purchase Plans

fnancial assistance
questions

Log inte your ACemunt

pens a very short
pptcaton that does
ot inctude Rnancial
; assistarce guestons

: Opens a short
appiication that does

{ potinciude financial
assistance guestions

594 Maryland - HBE CMS Alternate Application For Health Coverage Page 6 of 66
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1.1.3  Check the Cost of Health Plans: Getting Started

irigy Stantad

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

-* Create an account.
Crealing yow own account vl ket you save what vou are domg and come back to d fater

<% Login
Log mnif you already have an account
i 4 Continue without togging in.
! Conimue withaut creating an account or logging in
2 Hack Hart

Before starting this process, you must create a new account o lag in to an accountd that you already have

To get started, please choose one of the options below.
© Create an account. Creating vour own accourt wit let ynu save your work and return ta it later

* Login ff you already have an account

105 Create o lser Acoount

e Creaste g User Acoount

in order to set up a user account, please enter your details betow. Your user account will let vou save your application and come back o it later ou wilt
aiso be able t5 check the status of your applicatian after vou subnid i

{f you have questions about creating your user account please call ihe Customer Service Cenier at 14323300

Personal Details

First Mame [cane Last Name Jones
Emait [dercadanejones. com ]

User Name and Password

Yot User £

b A leas § charaders.

User Hame *
Password ©
Re-type Password

Password Hint

t you forgel vout ¢ iai wr
Guestion * Mother's maiden rame -
Ansyeer * —

Piease check the box to et us know that you have read and agreed to the usage condtions.

.. Batk e
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1.1.6 Clisnt Login

= Client Lagin

Your Login Detalls

Flerse snter yous Lser Bame and S23

ser Hame: * CaireElls

Fassword: * orerenene

1.1.7  Login from MBC Landing Page

Apply For Assistance
and Purchase Plans

RET STARTED
vadat <Lt He
53 raaith oian:
/

S redmane.cem come b

1.1.8  Purchase Plans with Assistance: Geithug Started with Application

ARy

Ryt s Diess

SIHZEINE EINROIAE PIEEEY €I h el
Woncenticed mbioyabees

AIELIOF MRS e

SO o

ARG AL R TP

Ny

son
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2 Section II - Privacy

2.1 Flow Chart

APPLYING AS AN AUTHORIZED g APPLYING ON BEHALF OF SOMEONE ELSE APPLYING FOR MYSELF AND/OR MY FAMILY
i REPRESENTATIVE

Y
" HOUSEHOLD INFORMATION

Please read the mformation baicw and Chisck the box {0 show your agreement

Household Information

We'l keep your infonnation private as required by law. Your answers on this form will only be used to determine eitgibility for health insurance or heip paying for health
insurance We'll check your answers using information in our electronic databases and the databases of our partner agencies ¥ the information doesn't match we may
ask you 10 send us proof

This application doesn't ask queskions about the household metical history Household members who dont want Insurance won't be asked questions about ciizenship and
immigration

Important: As part of the appiication process. we may need to retrieve information about the household from other Jovernment agencies ke IRS. Sociat Secunty
Adnuristration and the Department of Homeland Secunify 'We need this miormation to check the household eligibity for health insurance or help paying for health
insurance.

Lo nore

By cheddng this box you are firmiing that the i has d you
ssion to enter inf iont on their beha¥f and that you will net disdose that
information to anyone else without the applicant’s permission.
Hext
$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 9 of 66
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2.3 Authorized Representative or Assistor

s Befors W Slart

Please read the information below and check the box to ShowW your agreement

Household information

vee'll keep your nformation private as required by law. Your answers on this form will only be used to determine eligibility for health insurance or help payirg for health
insurance. We'lt chieck your answers using iniormation in our electronic databases and the databases of ouf pariner agencies. if the information doesn't match. we may
ask you to send us proot

This application doesn't ask questions about the household medical history Household members who donit want Insurance won't be asked questions about citizenship and
immigration

kmportant: As part of the application precess. we may need to retrieve mformation about the household from other government agencies ke IRS, Social Securnty
Adgmunistration and the Depariment of Homelang Secunty. ¥e need this nfommation 1o check the housenhold eligibity for heatth insurance or heip paying forf healin
insurance

2l iE Gata

By checking this box you are g that the E has e
$on to enter mf jon on their behalf and that you will net dn:bse that
infermation to anyone else with the

Hext

24  Privacy Act Statement

MARYLAND HEALTH BENEFIT EXCHANGE PRIVACY STATEMENT

Thank you for visiting a website published and managed by the Maryland HeaEth Benefit Exchange (MHBE), a public corporation and unit of State
government. This statement applies specifically to waswrnarydanddies g

Information Collected and Stored Automaticatlly

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 personaily, and indudes the following:

The internet domain {example: aol.com) and the IP address ({the number automaticalty 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 which 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 ot 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 mare 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 an your computer, and is erased after the browser session is ended. No identifying user information is coltected and stored on other
computers anywhere. We store no personal information based on your visit to our website.

General Privacy Policy

It is our policy to preserve the privacy of personal records and to protect confidentiat or privileged information. Such information will be disclosed
pubtidy only as required by the Public Information Act or as necessary or permissible to carry out official duties. Under State faw, these policies
do not apply to information gathered for certain specified purposes, such as the investigation of a possible violation of the law. If you have any
questions about these privacy palides, please e-mait them to TBD

Privacy Policy Changes

Changes 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 www.merylandheaittic i

Close
$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 10 of 66
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Preferred Language Ame gn
Apache

Brazilian Portugese
Cambodian
Cantonese

English

French

German

Irish

ltalian

Japanese

Korean

Lao

Navajo

Russian

Simplified Chinese
Spanish

Traditional Chinese
Vietnamese

Phone Number

Type Business
Fax
Mobile
Other
Pager
Personal

Alternate Phone Number

Type Business
Fax
Mobile
Other
Pager
Personal

E-mail Address

Cluster: Help paying for your health benefits

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

$94 Maryland - HBE CMS Alternate Application For Health Coverage

TN No: MD-13-0021-MM2
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ADDRESS LOGIC

$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 21 of 66
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4 Section IV ~ Assistance with completing the application

5 Section V - Help Paying for Coverage

5.3 Flow Chart

| HOUSEHOLD INFORMATION

Yes

Yes

© INCOME INFORMATION

541 Pre-Screening Calculator

Zatimate hiow the Heailh Reform Acl may alfect you a7 your housshold

Aduits in household ' ”d . ' : . Based an your annual household income and hausehold size. you may
OSSOSO At 2e eligitis for Medicaid.
Children under 19 in houserald 2 o Based on your annual household income and household size, your
PN RSO Mo child{ren} vounger than 19 years old mayx be efigitie for #edicaid.
Total anfual household income 40.000 el “Your availasle heaith optim?s are sugjectio change pased on the
R oy acturacy of the information ¥ou enterec
Is anyone N the household
pregnant?
S94 Maryland - HBE CMS Alternate Application For Health Coverage Page 22 of 66
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5.1.2 Tax Filer Information

Bannar
Piease ~~~pse the tax filers in your household

We need to know wno 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 tax filers in the household

We need to knaw who in your househald is a 'tax filer' so wee can figure out whether you qualify for help in paying for covarage. We've listed the members of your household
&5 below. Please indicate which of them vall be filing taxes.

INCLUDE yourself if you plan to file taxes, your spouse if hefshe will be filing jointhy with you OR will be filing histher owen form, yaur children IF they will have to file their own
taxes, and any other dependents IF they vall have to file thew own taxes. .

DO NOT IVCLUDE your children If they wilt riot need ta file thelr own taxes or any other dependents if they will not need to file their own taxes.

it anyene in the househald expects to file taxes this year. please select them below -

&

tarty
Save & Exit Back
S94 Maryland - HBE CMS Alternate Application For Health Coverage Page 23 of 66
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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
sa ther Household Meamberg

In order 1o propesty deiermine your ehgibiity we need 0 know about any other people 10 the household

... Include your spouse, your children under 21 who lve vath you, your unmarried partner who needs health coverage, anyone you indude pn your tax return, even if they don't live
&% with you andfor anyone else under 21 who you take care of and lives with you. Don't include your unmarried partner whe doesn't need health coverage, your unmarried partner's
children, your parents vha live vith you, but file their own tax return (if you're over 21} andfor other adult relatives who file their own tax return.

is there anyone else in the householg? ™ --Please Select— - 7
Sﬁe&éﬁ : Back o v ‘Nexl
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4 Housshold Member Detsils

Flease provide detads of the next household member

Marhr:

Details

Title ~Please Select— .~ Suffix . --Piease Setect-- i~
First Name © ©dudy h 2 Middie Mame h » 2
tast Name * . Sheen i 7 DateofBith 1711980 o
Does this person live with you? * --Please Select-- i

Does this person have a fixed address? Yes R o

Address © e st 101 ...........

City State | Maryland -
Zip Code * Ceto01 County 0

Do you want to find Gut if you can get help paying for heaithrinsurance and heatth

benefits fof this person? ~Please Seleti~ . TR

Save & Exit Back Hext

Relationships

Banner
Please proviae intormation about household member's relationships

In order to determine eligibility tor meaical 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.
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Relationships
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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

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

Gelting Slarted

Aggiicant Detalls

Househnd ormaton

Aduoitional Househaold
ntormiation

Househoid income

Additonal income
Information

Susmmary

Verification Summary

S94 Maryland - HBE CMS Alternate Application For Health Coverage

2 Paintmnshins

Ptease pravide infarmation abett household member's relatenships

--Plrase Select.-

Harry

Are you 2is0 8 primary caretaker of this person”?

TN No: MD-13-0021-MM2
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7 Section VII - Tell us about each person

7.1 Flow Chart

| HOUSEHOLD INFORMATION

INCOME INFORMATION
S NO~

7.2 Priwary 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.

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

Cluster: Race and Ethnicity (Optional)

Please select options from below that best describe you.
Providing this information won’t impact your eligibility for health
coverage, your health plan options, or your costs in any way

If Hispanic/Latino ethnicity check all that apply

Mexican
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7.4 Fyisting Cnverasy

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 Hgalth 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.

Existing Coverage Found

Sxat Bave €nd Duto

Sauice at Covarage

Rizmoss hamy

Save & Exit

7.5

Supporting Documents

Supplement 1 to Attachment 3.1G

i
1027 3HOKE 0w 1Q BN 50 @20t EATSUNG NELE 20 yUNT SITRIT AT PILE.

Banner

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 Applicant Information.

{This supporting document about 'Noturalization
Certificate’ appears, when the user selects any option
for the field Supporting Docurent', which is under the
primary field 'Are you o US National?')

Alien Number

Mandatory

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Cluster Name: Additional Information

Text box

Banner

594 Maryland - HBE CMS Alternate Application For Health Coverage
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UPPOTHAR DoCument Uetans
194 {Arriva parture Record) has b
be the supporting dotument for the status of being a
Lawful Allen. Please provide the beipw information as
availzble in the document. Please enter the Name and
Date of Birth if different from what is aiready entered
in the annlicant Information.

{This banner text and the related fields appear, when
the user selects the option J-94 for the field
Supporting doacuments’, which is under the primary
filed "Are you lnwfully present in the United States?'}

1 QA AlimnkvAr

Mandatory

SEVI> IV

Document Expiration Date

Calendar option

First Name

Middle Name

Last Name

Nats AF n:—q.h

Calendar option

‘Text box

Banner

Ceriificate of Citizenship has been selected 1o be the
supporting document for the status of being a Lawful
Alien. Please provide the below information as
gvailable in the document. Plesse enter the Name znd
Date of Birth if different from what is aiready entered
in the Applicant information.

{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 lowfully present in the
United States?’}

Alien Number

Mandatory

Citizenship certification Number

Mandatory

Document Expiration Date

Calendar option

First Name

Middle Name

Last Name

Nata Af Qirkh

Calenda- Antian

lext box

—

DS2019 {Certificate of Eligibility for Exchange Visitor {J-
1} Status) has been selected to be the supporting
documaent for the status of being & Lawful Allen, Please
provide the below information a5 available in the
document, Please enter the Name and Date of Birth if
different from what is already entered in the Applicant
information.

{This banner text and the related fields appear, when
the user selects the option ‘052018 Certificate’ for the
field 'Supporting documents’, which is under the
primary filed ‘Are you lowfully present in the United
States?

POA M b Mandate~-
SEVD IV Mandatory
Document Expiration Date Calendar option
First Name

Middle Name

Last Name

Date of Birth Calendar option

Text box

S94 Maryland - HBE CMS Alternate Application For Health Coverage
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| M~~sment Expiration Date

Supplement 1 to Attachment 3.1G

Calendar Option

Frst Name

Middie Name

Last Name

Date of Birth

Calendar option

Text =~

Banner

Naturalization Certificate has been selected 10 be the
supporting document for the tatus of being @ Lawful
Alien. Please provide the below information as
gvailable in the document. Plegse enter the Name and
Bate of Birth f different from what is giready entered
in the Applicant information.

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

Alien Number

Mandatory

M-~srglization Number

irer Ngma

viiadle name

Last Name

Date of Birth

Calendar option

Text box

Banner

Temporary {-551 3tamp has been selected 1o be the
supposting document for the siatus of being g Lawful
Alien. Please provide the below information as
availalie in the document. Please enter the Name and
Bate of Birth if different from what is siready entered
in the Applicant information.

{This banner text and the related fields appear, when
the user selects the option 'Temporary i-551 Stamp'
for the field 'Supporting documents’, which is under
the primary filed ‘Are you lowfully present in the
United States?’)

Alien Number

Mandatory

Document Expiration Date

Calendar Option

First Name

Middle Name

Last Name

Date of Birth

Calendar option

Text box

Banner

Unexpired Foreign Passport has been selected to be
the supporting document for the status of being a
Lawfid Alien. Please provide the below information as
availeble in the document, Please enter the Mame and
Date of Birth i different from what is already entered
in the Applicant Infarmation.

{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 lowfully present in
the United States?’)

1-94 Number

Mandatory

SEVIS ID

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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s Housshold Member Extra Details

Kiore Information about Judy

Marhin Judy

can e surs Hatwee gty SVENUOE I LU0 huusehol

Race and Ethnicity (Optional)

Please sefect aptions from belmy that best describe Judy, Ths sformation s captured for statstecal purposes only.  The respanse vl not
mpact the ndvidual's eigbity for assistance,

if His(:«aywl}cha:;1<> athnicty dheck a

Mexican Puerto Rican
Mexican Amencan Cuban
Chicano/a

\White Vietnamese
Black or African American Other Asan

American Indian or Alaska Native Hawakan

Natwe Guarnanian of Chamorro
Asian Indian Samoan

Chinese Other Pacific Islnder
Fipno

Japanese

Korean

Is Judy an Amencan Indan or an Alaskan natwe? * : R
. --Please Selert— T

Additional Information

We need Social Security Numbers (SSNs}) for anyonte who wants coverage. Ve use SSHs to venfy citizenship. If someone doesn’t have an 55N, wvisit socialsecurity.gov or calf
1-800-772-1213. TTY users should call 1 800 325 0778.

Does Judy have an SSN? © --Please Select-- -

is Judy a US Citizen? ¥

--Please Select»v A
Is Judy currently pregnant or gave birth in the fast 3 months? * ) p193565ekfcg_ B ) .
Save & Exit Next

7.6  Married Couple Filing Jointly

Banner

Please indicate the filing status of the below

couple(s).
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Is anyone outside this household
expected to enter [name] as a spouse or

No

Yes

d dent on their tax return?

Who expects to claim [name] as a
spouse or dependent on their tax
return?

Supplement 1 to Attachment 3.1G

s adddionat Informaion abod e nexd persan

Getling Started R Please indicate «ha clams kary 35 a dependent

Applicant Detarls

Housenokd inlormation

Addrional Househokd
{nformation

Household income

Is anyone 0 thus household expected (o enter Mary as a spouse o dependent on they @, return? ©

Additionat income
Information

Summary

Verfication Sunwhaty

[N Mary

Who expects to dlam Mary as a spouse o dependent on ther tax tefumn? :

¥

Harry

8 Section VIII - More about this household

8

Additional lnformation for all Appli

Please answer these additional questions about the
household

AnEs

Batk Hext

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? No
Yes

Is anyone in the household disabled? No
Yes

$94 Maryland - HBE CMS Alternate Application For Health Coverage
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Does anyone in the household have a physical, mental, or
emotional health condition that causes limitations in

activities (like bathing, dressing, daily chores, etc.) or live in a
medical facility or nursing home?

< Adaiiongl Information K ot Applicants

Piease answer these additional guestions aboui the household

LR TETE SO0 A Be enhiE P 20 g

1t e Blusehoil SUh b whetitet Suiiedne s Beatled O BN Wil BEp us a
Is anyone in the household blind? “ --Please Select— TR
Is anyone in the household disabled? --Please Select- -3
Does anyone in the household have a physical, mental, or emotional health condition that causes hmitations (in actvities (iske : PO :
bathing, dressing, daily chores, etc.) or live in a medical facifity or nursing home? » --Please Select— HA
Save & Exit Back Sext
Page 45 of 66
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9 Section IX ~ Expedited Income

10Section X - Current/monthly income

163 Flow Chart

INCOME INFORMATION

For each member of household who has income

SUMMARY

182  Iocome Information

a Income Information

Please select the individuals Below who have mcome

Mariin Uy gaine Jenmmizs
P The page allows you to indicate the members in the household veho recenve income. T you ar anyone in the househald has any sort of income please tell us about it.
Does Martin have any income? * Defasits to Ho ves =iy
Save & Ext Back Hexs
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§¢ Enter Income Detalls

From the information you have qiven us kartin has income. please enter Martin's income details below

Martin ey

e

4% This page ts designed to capture ncome for an individual in the househotd. If an individual receives income from more than one source, be sure to select "Yes' for the fast
question and you will be able to enter additronal income records. Please be sure ta enter your income before taxes are taken out.

Income Type ™ wages and Salaries -

Amaount 7
¥What is the name of your Employer?

Frequency © --Please Select- A

Start Date ”

End Date

Does Martin have any more incame? --Please Select— M

Save & Exit Back Hext

—Please Select— -

Wages and Salaries

Alimony and Maintenance
American Indian Alaskan Mative Income

Dividends

=
E

Foreign Income

interest

Met Seif Employment Income
Pension/Retirement Benelits
Prizes and Awards

Farming or fishing Income
Rental or royalty income
Capital gains

Scholarship Payments

m

Social Security Income
Lump sum Amount

Unemployment Insurance

Other
$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 48 of 66
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§ nmome Deductions

Please indcate whether Martin has any allowable deductions

Pdartin jengufar

w2t oThedtn nsuranse 3 e wwer Medte mdinaiz il Ly 3ny of e

LB e dedudin

FAUAS GYPERORE Su Eh Bhy St

f¢: G.

Dues Martin pay for cerlain things that can be deducted on an income tax return. telling us about them coutd make the cost of

heatth insurance a little lower PYes

Deductable income

Deduction type. * —Please Setect-- T
Antount *

Start Date ~

EndDate.
Frequency. * —Please Select~ |~

Does Martin have any more Deductable income? —Please Setect--  ~

Save & Exit Back f Hext

10.5  American lndian/Alaskan Native Excludable Income

£ Excludabie Income

Gefting Started & Please setect af items that can be exciuded 116 John's INCome tas rewm
Apphcant etatls e g
sohn
Household Information
Juhn has indiated to have ncome from Amencan IndiansAlaskan Hative sources 15 ...
- any of this rom distribulions payments. ownership intetests aod real property fres
Housghotd Icame B8 usage rights? R
ACTELRORS SOUSER NG .
el Save & Exit Back Hext

18,6 American lndian/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
$94 Maryland - HBE CMS Alternate Application For Health Coverage Page 50 of 66
TN No: MD-13-0021-MM2 , Approval Date: 02/12/2014

Maryland Effective Date: 10/01/2013



What is the income type?

Supplement 1 to Attachment 3.1G

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

What is the amount expected to be

received?

How often does <name> receive this Frequency

income? |

What is the start date?

Is there an end date?

Does <name> have any more American No

Indian or Alaskan Native income? Yes

Getting Started

Appicant Detaits

Household Information

Househod income

$94 Maryland - HBE CMS Alternate Application For Health Coverage

Pleass provide some wrasmation about the Anescan Indian of Alaskan Hahive s ome

American indian or Alaskan Native Income
what s the income type? *

whiat (s the amount expected 1c e received?
How often does John recetve s Income?
what s the start date?*

is there an end date?

Does john have any more Amerncan Indian of Alaskan Nakive income?

TN No: MD-13-0021-MM2

Maryland

John

Mrstnzutiens from Alasta Nabve Corperatinns and Sztlamsnt Trusts
¢ Deshtsulions fram any property hatd In frist

Disbicutions 12suiling frem (el progeR aanership nteresls

Payments from rents, leases nghts of way. roraies, usage nahis. af natusal rscourcas
Pasments resufling from iterms that have rekgious or cultusal significance

Student hnancial assistancea from e Bureau ot Indian Affairs

| -Pease Select--

Back Next
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0.7 Summary
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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):

Lost a job
Switched to a new inh that nave lace
Working fewer hours
Faced a pay cut
On unpaid leave (for example, to care for a
new baby)

Other (please explain below)
_Plpacn add any addifinnal rammante hara

Our records ndicate that you eam more than you just reported to us. It s passible that our records are out of date. To help us understand if this 55 the
problem, please ndicate f you have experenced any of the foloving changes i the past three months {check all that apply) : *

Income Discrepancy Date this change occurred

Lost a job

Swatched to anexs job that pays tess

working fever hours

Faced & pay cut

On unpaid leave {{or eampie, to care for a
neys baby}

Other {pl=ase expizin below

Please add any addtional comments here.

Save & Exit Back Hext
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12 Section XII - APTC program questions

121 Additional Insurance Assistance Information

Banner

Please answer these questions about the
hanecahanld

Please choose any ot the people below
who use tobacco

Please choose any of the people below
who are incarcerated

Participants

Please choose any of the peopie below
who are enrolled in a health program or
plar

Partuicipants

Please choose any ot 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.

Participants

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?

Participants
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Please answer these addiional queshions aboui the household

Indicates a required field

< 36 0RE e PUONEEE e &

Please choose any of the people below who use tobacco

Marge

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

Homer

Are any of these people eligble to receve, or have théy ever gotten a health service from the Indan Healh Service, a trbal heath program, or
urban Endian heakh prograr or through a referral from one of these heath programs?

Save & Exit Back Next

12.2  Health Program/Plan Coverage Information

Additional Information frr Fmployer

(1f the user selects the opuion "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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(If the user selects an option 'Private Health
insurance Plan’ for the above question, then the
following fields appear)

Plan Name

Provider Name

(If the user selects an option ‘Coverage Obtained
through another exchange’ for the above question,
then the following fields appear)

txchange Name

Stara where the exch=nn» ic 1ocated

Aaaiuonal '~fermation

Supplement 1 to Attachment 3.1G

B Additional infonm
Getbng Statted S PigR%E SOV SOME BGDomatin ancut e Aemde’
Appitant Detaits % g?
Harsy
Heusehois informaton ey
Addiona Househokt T Heaith Progem:Plan Covesage Infomation
itormanon
PLEISe MUK te F Hatry Is curmantiy encotzd O Y Plepse Seest -

Househol income of shezse progiamsplans Sienas Cotnct.

HONa! e om ddvstna: nrorwaborn R LS Y
Adch ne Adddsina: nforwahon -
mtornation tedaxe 3 E

ftanesn
Summazy TR S0 Ho 250 s uraics Flon
’ Maryland Chitdren's Health Program

Verikeaton Sliematy

Py Eernebt,

£330 2215 o7 Feare Uore roiatests

ULF Heakh Byl Fingyrt

2

CTovstaqs RO T fasthes Erchangs

LIHETAZD UNTET IR A MW Bongs Kokt

12.3 Emplover Sponsored Coverage

<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

a2 Moyt insuracce 2

Employer-sponsored health coverage is coverage
that pays a portion of the total cost for medically

please answer 'Yes'.

related expenses such as doctor visits, hospital stays,
prescription drugs and durable medical equipment.
if you are enrolled in employer sponsored coverage

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

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

S94 Maryland - HBE CMS Alternate Application For Health Coverage
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Employer-Sponsored Coverags infarmation

Martin s indicated to have income 25 000 00 In the form of 'Mages and Salanes Flease enter mformation on the employer-sponsored coverage corresponding to this
employment

¥% Employer-sponsored heatlth coverage is coverage that pays a portion of the total cost for medically related expenses such as dedor wvisits, hospitet stays, prescription
drugs and durable medical equipment. If you are enrolled in emplayer sponsored coverage please answer "Yes',

Is Martin enrolied on employer-sponsored coverage through this employment™? * Ko v 2
Is Martin eligible for the employer-sponsored coverage, but is not enrolled? ® Ho - ¥
Save & Exit Back Hext

124  Additional lnformation of BEmployer

(If the user selects the option 'YES' for the question
'Is eligible for employer sponsored coverage
information?', then the fnlinwina <creen appears)

Additional Infrrmation Tor Empioyer

Please provide aaaitional information on tne
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

[t V)

state

Zip Code

Cluster: Coverage Details

Lowest Cost Plan

Employee Contribution for self only coverage
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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
sponsared nlan

Is [name| engible for any other employer sponsored
coverage through his employment?

Stuch s wunes 102 sty

2vvae 2 Coverage quaifize B¢ Mt 2s52ahal Criag

Empioyer Deials
EmplzerMams *
Emplei Igenbhcaton fiumbas

Is Perrs ampley ¢ lutHime? © -Plzgea Satent--

agiliess

.............. —_
o

{ ept3ure ) .(d;ress - J
W

e State ~-Please Select-

Tounty ( --Please veiedt - )

Zip Code *

Coverage Detais

Lawest CestPlan”

Employes Camasutien 1 Self-dnly Coverags ©

Frequencs of Connsutan ™ ~Flzase Select- -7

Pl23ze selectthe heusahadg memzars that are ehgisls f2r Loeerag2 by the PIaR entzred 3d0ve ard rct currently cavered undae ans athar spleyer sponsered plan

Clae

J= P2 ehgisls 1ar ans Sthar smploy<-SLONSONC Cxvarage 1ousn his empidment® © --Please Sefect- M

12.5 Emplover Plan Loverage
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(If the user selects the option 'YES' for the question
'Is enrolled for employer sponsored coverage
infarmation?’, then the falinwing screen appears)

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

Members of household display

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.

Cluster: er~l~yer Details
Employer Name

Employer Identification Number
Is [name] employed full-time?

Cluster Name: Address
Apt/Suite

Address

City

State

Zip Code

County

Cluster: Coverage Details
Plan Enroiled on
Date wher tha rirrant coverage ends

ORI PN

Race ans
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2 Additonal information for Medicaid/CHIP Applicants

Flease answer these additionat quesiions abous the household

U BRps s b ne

S o0 367 G

gt R SEVES [(3ea5Y

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

Please choose the members who have unpaid medical bils:

Jennifer

At the time the medical bills were ncurred were your household's ncome the same or lower than your
household's current ncome?

If found neigble for coverage today would you tke to be evaluated for a Retro-Adiive Medicax
deterrnnation?

Are any of these people eligble to receive, or have they ever gotten a heakh service from the Indian Healh Service, a tribal heakh program, of
urhan Indian heakh program or through a referral from one of these heakh programs?

Johinny
-
Fployer Spursurad Coyerage
Martin is indicated to have income 25,000 00 in the form of Wages and Salaries Please enter information on the empioyer-sponsared coverage corresponding to this
employment

Is Martin enrolled on empioyer-spansored <overage through this empioyment? * Ko [

Save & Ext Back Hext

13.2  Unpaid Medical Bills Details

Banner
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.

Description

Date of Service
Does <name> have any more unpaid No
medical bills? Yes
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14 Section XV Review & Sign

Supplement 1 to Attachment 3.1G

( Submit Application

Applicants selects
'SUBMIT

Display Submit
Apphication
S123

-

// Znu

PAEEN
N
RN
N

checkbox\\

.. checked?
.

e

Display Submit
Application
Confirmation
5124

No

Display Submit
Application Renewal
5130

14.1  Submit Application

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

apen~

I know wiag i1 viedicaia pays ror a medical expense, any money | get from
other health insurance or legal settlements will go to Medicaid in an
amount equal to what Medicaid pays for the expense.

| know 1'll be asked to cooperate with the agency that coliects medical
support from an absent parent. If | think that cooperating to collect
medical support will harm me or my children, | can tell the agency and
won't have to cooperate
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I understand that if I'm eligible for help paying for health insurance, | 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 leve! indicated by the data. | understand this renewal
process will occur each year for the next 5 years unless | tell the Maryland
Health Connection that | don’t want to renew or if | leave the Maryland
Health Connection. | also understand that | can change my answer later.
if 1 don’t check the box, | can select less than 5 years.

If 1 think the Health Insurance Maryland Health Connection or
Medicaid/Children’s Health Insurance Program (CHIP) has made a mistake,
| can appeal its decision. To appeal means to tell someone at the Health
Insurance Maryland Health Connection or Medicaid/CHIP that | think the
action is wrong, and ask for a fair review of the action. | know that | can
find out how to appeal by contacting the Maryland Health Connection at
<-Xx-Xxx-xxxx>. | 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. | 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. | know if I'm not truthful, there may be a penalty.

First Name
Middle Initial
Last Name
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14.2 Submit Application Renewal

Submit Application

« | give permission for my eligibility for help paying for health insurance
o be renewed for a period of:

£ 1 vear

‘ 2 years
‘3":.." 3 ¥ears
o 4years

 Dont renew my eligibility for help paying for health insurance

Submit Cancet :

14.3 Submit Application Confirmation

Submit Application

Your application has been successfully submitted. Please write down
your Reference Number for future use.

Reference Number: 256

Follow-up

If any of the information you submitted on this application requires
follow-up (for example if we can't automatically verify some
information} an agency representative will contact you using your
preferred contact method. If you would like to talk with an agency
representative please call your locl office at <xo-0000>

Close
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