. COLORADO PUBLIC HEALTH INSURANCE FOR FAMILIES

Application

COLORADOC HEALTH CARE COVERAGE

Get the health care coverage your family needs at a price you can afford.

Use this form to apply for Medicaid and Child Health Plan Plus (CHP+)

Who can apply?
Someone can apply for Medicaid and CHP+ if:

* They live in Colorado

+ They are a U.S. citizen or
+ Alegal permanent resident or
= An asylee or
+ Arefugee

What is Medicaid?

+ Medicaid is health care insurance for families with children 18 and under, and pregnant wornen.
» There is no cost for children and pregnant women.

+ Some adults may have to make small co-payments for each doctor visit or prescription medicine.

What is CHP+?

+ CHP+ is low-cost health insurance for children age 18 and under and pregnant women,

» Some families must pay a small fee each year. The most families will pay is $35 each year, no
matter how many children they have.

- Some families may have to make small co-payments for each doctor visit or prescription
medicine, Co-payments are between $1 and $5.

What health services do Medicaid and CHP+ cover?

» Regular checkups « Hospital care + Prenatal and postpartum care
- Dactor visits + Dental « Immunizations (Shots)
+ Medicine » Mental health care

What is the difference between Medicaid and CHP+?
« Medicaid and CHP+ have different income limits. The program you or your children might
qualify for depends on your income, family size, and expenses.

What documents do | need to apply?

« At least one paycheck stub from this month or last month for all working members of the
family over age 18. If anyone applying is pregnant, a note from the doctor that says when
the baby is due.

+ Do you need Medicaid to pay for health care received in the last 3 months? If yes, send
proof of income for those months and dates the services were received.

» A US. Citizen and Immigration Services {INS} card, if you have one, for anyone who is
applying for health care coverage.

« Please look at the insert for other documents that you may need.
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Tell us about your Household

1. Tell us how to calf or write the head of the household. -

Last name Maiden name First name Ml
Address # I (mailing address) Apt. # City/State/Zip

Address # 2 (fill in if you can’t receive mail at address #1) Apt. # City/State/Zip

Phone {Home) Phone (Work) Phaone (Message) Email

2. What language do you use at home?

3. Tellus about all the people living in your home.

HOW ISTHIS PERSON | ;T ISTHIS PERSON
MIDDLE|  BIRTH DATE RELATED TO YOU? APPLYING FOR
LAST NAME FIRST NAME INITIAL | {(MONTH/DAY/YEAR) [{SELF, CHILD, STEP-CHILD, SL':E/TJ? HEALTH COVERAGE?
SPOUSE, FRIEND, ETC.) Yes/No

SELF

4. Special services may be available to some children and pregnant women.
Does your child get any of these health services now?
[ Medical services
O  Mental health services
O School health services

Does your child use prescription medicine? Yes 1 No O

Has your child been to the emergency room for treatment since his or her last visit to the doctor? Yes O No [

5. Isanyone in the household pregnant? Yes[1 No O

If yes, what is her name?

When is her due date?

How many babies does she expect? '
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Tell us about the children who need
health insurance

Write about one child on each page. For more than three (3) children,
please attach a separate piece of paper.

This child is: Male [ Female {1

Child’s last name Child’s first name
Social Security #: / / Check here if this child does not have a Social Security # O
Mother's name if living in the home:

Last name First name Ml
Father’s name if living in the home:

Last name First name Ml

1. Isthis child a U.S. citizen? YesO No O3
If no, is this child a legal permanent resident? Yesd No O

2. Enter the child’s alien registration number (if he or she has one):
{Include a copy of the front and back of the U.S. Citizenship and Immigration Services (INS} card.)

3. Isthis child a refugee, asylee or a certified victim of trafficking or depottee? Yes 0 No [J

4. If you qualify, do you want Medicaid to cover medical care received by this child in the last three (3) months? Yes 0 No [
if yes, you must send pay stubs for the months your child received care.

Date(s) of care:

5. Does either parent or legal guardian of this child work for a Colorado state government agency and have access to State
health benefits? Yes 0 No O (Some children of Colorado State agency employees may not be eligible for CHP+ due to
federal law.)

6. Does this child have a medical or developmental condition expected to last more than 12 months? Yes {1 No [

7. Please check the child’s ethnic group (you do not have to answer this question}):
(1 White O Hispanic/Latino [0 African American [ Native American
O Asian O Alaskan Native O Pacific Islander
O Other:
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Tell us about the next child

Write about one child on each page. For more than three (3) children,
please attach a separate piece of paper.

This child is: Male O Female O

Child’s last name Child's first name
Social Security #: / / Check here if this child does not have a Social Security # O
Mother’s name if living in the home:

Last name First name Ml
Father’s name if living in the home:

Last name First name ME

1. Isthischild a U.S.citizen? Yes O No O
If no, is this child a legal permanent resident? Yes 0 No O

2. Enter the child’s alien registration number (if he or she has one):
(Include a copy of the front and back of the U.S. Citizenship and Immigration Services (INS) card.)

3. Isthis child a refugee, asylee or a certified victim of trafficking or deportee? Yes 0 No [J

4.  If you qualify, do you want Medicaid to cover medical care received by this child in the last three (3) months? Yes O No[J
If yes, you must send pay stubs for the months your child received care.

Date(s) of care:

5. Does either parent or legal guardian of this child work for a Colorado state government agency and have access to State
health benefits? Yes 0 No O (Some children of Colorado State agency employees may not be eligible for CHP+ due to
federal law.)

6. Does this child have a medical or developmental condition expected to last more than 12 months? Yes 0 No O

7. Please check the child’s ethnic group (you do not have to answer this question):
1 White O Hispanic/Latino (0 African American £1 Native American
O Asian O Alaskan Native O Pacific Islander
O Other:

COLORADO PUBLIC HEALTH INSURANCE FOR FAMILIES 4



Tell us about the next child

Write about one child on each page. For more than three (3) children,
please attach a separate piece of paper.

This child is: Male CI Female O

Child’s last name Child'’s first name
Social Security #: / / Check here if this child does not have a Social Security # O
Mother’s name if living in the home:

Last name First name Mmi
Father’s name if living in the home:

Last name First name i

1. Isthis child a US. citizen? YesO NoO
If no, is this child a legal permanent resident? Yes O No O

2. Enterthe child’s alien registration number (if he or she has one):
{include a copy of the front and back of the U.S. Citizenship and Immigration Services (INS) card.)

3. Isthis child a refugee, asylee or a certified victim of trafficking or deportee? Yes O No [

4. If you qualify, do you want Medicaid to cover medical care received by this child in the last three (3) months? Yes [ No O
If yes, you must send pay stubs for the months your child received care.

Date(s) of care:

5. Does either parent or legal guardian of this child work for a Colorado state government agency and have access to State
health benefits? Yes 3 No O (Some children of Colorado State agency employees may not be eligible for CHP+ due to
federal law)

6. Does this child have a medical or developmental condition expected to last more than 12 months? Yes O No[J

7. Please check the child’s ethnic group (you do not have to answer this question):
[J White O Hispanic/Latino O African American O Native American
O Asian O Alaskan Native O Pacific Islander
O Other:
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Tell us about any adult 19 or older applying for
health insurance

This adult is: Male D Female [

Last name First name

Social Security #: / / Check here if you do not have a Social Security # O

1. What language do you use at home?

2. AreyouaU.S. citizen? YesO NoO
If no, is this adult a legal permanent resident? Yes 1 No O3

3. Enter your alien registration number (if you have one):

4. Onwhat date did you receive the U.S. Citizenship and Immigration Services (INS) card? (MM/DD/YYYY):

(include a copy of the front and back of the INS card.)
5. Areyou a refugee, asylee or a certified victim of trafficking or deportee? Yes 0 NoO
6. Have you received Medicaid in the past three (3) months? Yes O No O

7. [Ifeligible, do you want Medicaid to cover medical care received in the last three (3) months? Yes O No O
If yes, you must send pay stubs for the months you received care. Please give date(s) of care and proof of income for
those months:

8. Do you oryour spouse work for a Colorado State Government agency and have access to State health benefits?
Yes 0 No O

9. Please check your ethnic group (you do not have to answer this question):
O Wwhite O Hispanic/tatino T African American (3 Native American
O Asian OO0 Alaskan Native O Pacific Islander
O Other:
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INSURANCE FOR FAMILIES INSERT

COLORADO PUBLIC HEALTH

If you are applying for Medicaid

You need to send proof of U.S. Citizenship and Identity.

You can send ONE of these to prove both Citizenship and identity:
O AUS. passport OR
[0 ACertificate of Naturalization OR

O A Certificate of US. Citizenship

If you don't have any of those, send one paper proving Citizenship AND one paper proving Identity from the list below.

Citizenship ldentity

+ U.S. birth certificate « Driver’s license of state ID card with photo
+ Certificate of birth abroad « ID card issued by a federal, state, or local

» U.S.Nation ID card government agency

+ U.S military card or draft record or U.S. Coast
Guard Merchant Mariner Card

« School ID card with photo

» Native American Tribal document
« Final adoption decree

- Official military record of service showing a
U.S. place of birth « School records or a written affidavit for

children under age 16

Copies of original documents may be accepted if they are notarized by a notary public, or the copy is made by a county or
medical assistance site worker who attests in writing on the copy that they saw the original document and it is a true copy
of the original.

If you need help or more information, ask your county technician or visit www.chcpf.state.co.us
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Si estd solicitando Medicaid

 SEGURO DE SALUD PUBLICO DE COLORADO PARA FAMILIAS ADJUNTOS

Usted tiene que enviar pruebas de ciudadania de EE.UU. e identificacién.

Usted puede enviar UNO de lo siguiente, para demostrar tanto su ciudadania como su identificacién:

O Unpasaportede EEUU. O

[3  Un certificado de naturalizacién O

O Un certificado de ciudadania de EEUU,

5i usted no tiene ninguno de ellos, envie un papel que demuestre su ciudadania Y otro que demuestre su identidad de la lista
de mas abajo.

Ciudadania

Un certificado de nacimiento de EEUU.
Certificado de nacimiento en el extranjero

Tarjeta de identificacién de |a nacién
estadounidense

Documento tribal de americano nativo
Decreto final de adopcién

Un expediente militar oficial, que muestre el
lugar de nacimiento en los EEUU.

Identidad

+ Licencia de conductor o tarjeta de
identificacion estatal con foto

+ Tarjeta de identificacién emitida por alguna
agencia gubernamental local, estatal o federal.

+ Tarjeta militar de EE.UU. o expediente de
reclutamiento o tarjeta de marino mercante
del servicio de guardacostas de EEUU.

+ Tarjeta de identificacidn escolar con foto

+ Expediente escolar o declaracion jurada para
nifios menores de 16 afios

Las copias de documentos originales pueden ser aceptadas, si son firmadas y selladas por un notario pablico o la copia estd
hecha por algun trabajador del condado o sitio de asistencia médica, que declare por escrito en la copia, gue vio el
documento original y que ésta es una copia verdadera del original.

5 necesita ayuda o mas informacién, pregunte al técnico de su condado o visite www.chcpf.state.co.us
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Tell us about the next adult

This adult is: Male O Female {3

Last name First name

Soctal Security #: / / Check here if you do not have a Social Security # O3

1. AreyouaUS.citizen? YesU No O
If no, is this adult a legal permanent resident? Yes O No D

2. Enter your alien registration number (if you have one):

3. Onwhat date did you receive the U.S. Citizenship and Immigration Services (INS} card? (MM/DD/YYYY):

(Include a copy of the front and back of the INS card.)
4. Areyou a refugee, asylee or a certified victim of trafficking or deportee? Yes O No [
5. Have you received Medicaid in the past three {(3) months? YesO NoO

6. Ifeligible, do you want Medicaid to cover medical care received in the last three (3) months? Yes 0 No[J
If yes, you must send pay stubs for the months you received care. Please give date(s) of care and proof of income for
those months:

7. Do you or your spouse work for a Colorado State Government agency and have access to State health benefits?
Yes O No D

8. Please check your ethnic group (you do not have to answer this question):

O White O Hispanic/Latino O African American O Native American
[0 Asian O Alaskan Native O Pacific Islander
O Other:

COLORADO PUBLIC HEALTH ENSURANCE FOR FAMILIES




Tell us about health insurance

1. Does anyone who is applying have health insurance now? Yes[1 No O
If yes, please answer the questions below (if you have it, please include a copy of the front and back of the
insurance card).

Name(s) of person(s) covered:

Policyholder's name:

Last name First name

Policy # / Group #:

Name of insurance company:

Mailing address:

2. Has anyone in the household who is applying had health insurance through an employer’s group in the last three (3)
months? Yes O No[J
If no, go to question # 3.

Why did the person lose this insurance?

O Personis no longer employed by the company
O Employer no longer offers health insurance

Please complete the section below.

Name(s) of person(s) covered:

When did this insurance end? (month/day/year)

Policyholder’s name:

Last name First name

Name of employer’s insurance company:

Amount you paid each month $ Amount employer paid each month %

Phone number of employer’s insurance company: ( )

3. Do you or any member of your household have access to group health insurance and want help paying the monthly
premiums? Yes [ No O

COLORADO PUBLIC HEALTH INSURANCE FOR FAMILIES



Tell us about your household income

“end copies of paycheck stubs from this month or the last month. All paycheck stubs must be from the same month.

NAME OF PERSON WORKING
LAST NAME, FIRST NAME

EMPLOYER NAME

PAID HOW OFTEN? TOTAL MONTHLY AMOUNT|
EMPLOYER PHONE # (WEEKLY, EVERY TWO WEEKS,| RECEIVED BEFORE TAXES
TWICE A MONTH, MONTHLY) & DEDUCTIONS

1. Isanyone in the household self-employed? Yes O No [ If yes, complete the information below for each self-employed
worker. If no, skip to question #2.

Last name, First name

Last name, First name

ONE MONTH OF INCOME AND EXPENSE ONE MONTH OF INCOME AND EXPENSE

Business rent/mortgage expense $ Business rent/mortgage expense $
Gross business labor costs $ Gross business labor costs s
Cost of merchandise for business $ Cost of merchandise for business $
Business taxes paid $ Business taxes paid 5
Interest paid for business 5 Interest paid for business $
Utitities paid for business $ Utifities paid for business 3
Business equipment costs $ Business equipment costs 5
Other business costs 3 Other business costs $

2. Telius about other income anyone in your household gets, even if they are not applying. Fill out a line for every item.
(Do not combine income received. For example, if your household receives a child support check, list how much each child

receives on a separate line.)

TYPE OF INCOME:

PERSON MONEY IS USED OR MEANT FOR:

MONTHLY AMOUNT ()
{BEFORE TAXES AND DEDUCTIONS)

COLORADO PUBLIC HEALTH INSURANCE FOR FAMILIES




Tell us about your expenses

Write about each household member who has expenses such as: /
+ Child care '
» Dependent elder care '
Child support
+ Alimony

Health insurance premiums
« Medical expenses

TYPE OF EXPENSE: NAME OF PERSON PAYING EXPENSE: NAME OF PERSON CARED FOR: AMOUNT PAID THIS MONTH:

i
i
i
i
|
i=
|
I
i
i
i
|
|
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Signature Form

" To help you organize your documents please check off each box of the items you are sending with this application.
[0 Proof of citizenship and identification for alt applicants.

O U.S. Citizen and Immigration Services (INS) card, if you have one, for any non-citizen whowill receive care and who is
applying for health insurance. Please include a front and back copy.

O

If pregnant, send a doctor’s note showing the due date.

|

At least one pay check stub or letter from each employer that shows income in one calendar month, either the previous
month or this month. All workers’ income information must be from the same month.

If covered by insurance, send a copy of the insurance card (front and back), if you have it.
if asking for Medicaid to cover old medical bills send proof of income back to the month of the first bill.
Choose an HMO for your child(ren).

Please read the conditions below, and sign your name or make your mark, print your name and date.

o o oo d

| know that when I sign this application the State of Colorado can check to see if the information | gave is true and
correct.

By signing this application | am giving my permission to the State of Colorado and its designees to make contacts to verify
the information given on this application. Under penalty of perjury | certify all information | have given is true.

All 18 or older adults applying for health insurance sign in the space below:

Your Signature Here: Date:

Print Name Here:

Your Signature Here: Date:

Print Name Here:

Authorized Representative, Conservator, or Guardian’s Signature

Print Name Here:

Your Sighature Here: Date: _

Print Name Here:

What happens next?

» Take or mail your application to your County Department of Human Services. Visit www.chcpf.state.co.us for your local
county contact information.

+ If we have everything we need, we will review your application and send a tetter within 45 days. The letter will tell you if
you qualify for Medicaid or CHP+. One family member may qualify for Medicaid and another for CHP+.

COLORADO PUBLIC HEALTH INSURANCE FOR FAMILIES 11




What you should know

By signing the Application for Colorado Heaith Care understand the following:

+ The Department of Health Care Policy and Financing is
the state agency responsible for Medicaid and CHP+.

» If I'think the CHP+ program made a mistake, | can ask for
an appeal. CHP+ tells me about how to make an appeal
in every letter that they send.

+ The information | have given is confidential. However, it
can be used or shared by the program(s) that each of my
family member(s) is enrolied for purposes of treatment,
payment, program operations, and other purposes
permitted by law.

« | know that I must tell the truth and answer alt the
questions on this application. If I do not tell the truth, |
will lose my health care insurance, and | may have to pay

. the Department of Health Care Policy and Financing for
the medical care | got.

» | know you will check my information with other federal
and state agencies and that information received may
affect my eligibility.

« Itis a crime punished by fines and/or jail time to take
benefits that | know my family is not eligible to receive.

« I must cooperate fully with State and federal staff if my
case is reviewed.

+ | know that the State can collect payments from anyone
who may be responsible or has paid for health care costs.
This may include child support payments, alimony
payments or medical support payments.

« My information on this application may be reviewed and
vetified by my county Department of Human Services,
the Department of Health Care Policy and Financing, or
its designees.

COLORADO PUBLIC HEALTH ENSURANCE FOR FAMILIES

» The law says the Department of Health Care Policy and
Financing must check the immigration status and
citizenship for anyone who is applying for health care
insurance, They witl not check immigration status of
family members who are not applying.

« The Department will review my application no matter
what my race is, or my color, sex, age, disability, religion,
national origin or political beliefs.

- Lam responsible for paying fees and copayments for
myself and my family if they are required.

« If my family is enrolled in Medicaid and other insurance is
paying for their medical care, Medicaid will pay iast.

* | must give the needed documents before my family is

qualified for benefits.

If  receive Medicaid, | must tell my county Department of

Human Services within 10 days of any changes to my

case.

« | may request a Fair Hearing if | disagree with any action
taken by Medicaid when this application is processed.
Information on how to ask for a Fair Hearing is printed on
the back of all letters sent by Medicaid.
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