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The glossary can help
better explain terms an
applicant may not be
familiar with

= Free or low-cost public health insurance
from Health First Colorado (Colorado’s
mMedicaid Program) or the Child Health Plan
Pius (CHP+) program administered by the
Colorado Department of Health Care Palicy
and Financing

- Affordable private health insurance plans
that offer comprehensive coverage available
through Connect for Health Eulnmduﬂ
[the Marketplace), or

- & tax credit that can help lower your
premiums for health coverage.

You may qualify for free or low-cost health
insuramce if you earn as much as 546 500 a
year for an indiidual, or 595,000 a year for
a family of 4. Filling out this application does
niat mean you have to buy health insurance.

Who can use this application?

Anyone can use thiz spplieton. Applying will
not affect your immigration status or chances of
becoming a permanent resident or citizen.

Call us to get connected to free
help in other languages

If someone is helping you fll out this applicgtion,
you may need 1o complete Worksheet A ﬂpﬁg\e:

18-19)

Far a list of Enguages we can assist in, see Things
to Enow. If you need help in 3 language other
tham English, call and tell the customer 5= reice
representative the lanpuage you need.

Llzme 2 muestro centro de servicio gratis para
ayuda o para obtener una copia de esta formulario
en Espanol.

Department of Health Care Policy & Financing's
Moo~

Symbols used in

~ application explained

on front page 2

Symbols used in this
application

‘Worksheets are marked with the symibsol f in this
application (starting on page 1E]. Terms marked

with an ﬂ in the application can be found in the
Gloszary [starting on page 41).
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Even if the applicant doesn’t report information on certain pages, still have them submit the entire application



Call us to get connected to free help in other languages

Espaiiol - STEMCION: 5 haiblke espafol, tiens o su cisposicion senvidos gratuibos de asstenci linglistica. Uame =l 1-B00-221-3943
[state Reiey: 711).

Tigng Waek - CHU ¥ NEU San ndi Tigng Vigt, o3 chc dich ww ha tng ngén ngir misn phi danf cho ban. Goi 58 1-B00-221-3543 [State
Rmimy: 744}

PO - R RS BRI RN - WS 1-500-221-3543 { State Reley- 7113,
BEH-FA: HSHE MEHANE T, HH T8 AHLAB RER MENE & 2eU 0L 1-800-221-3943 [S=te Reley:
T BHER HEE Fahle.
ﬂmﬁ-hummmmhﬂnﬂwmmtﬂﬂi—ﬂﬂ[ﬂum
711).

1R - R PR W RO P RO ACAS ORI R AP FLSE ST e SEhAT- S R 1-B00-E11-3543
[ bt TA4)

Ty et o $-EO0-22E-3543 e o i U o L Tk e 5 e S 2 e Tl

Deutsch - ACHTUMIG: Wenn Sie Deutsch sprachen, shehen Bren kostenios sprachiiche HifsdiensHeistungen zur verfiiguns.
Rufrummer 1-500-221-3543 (State Raisy: 712}

Frangais - ATTEMTION : 5§ vous pariez frangais, des servioss dside Enguisiqus vous sont proposes gretuitement. Sppeies b= 1-500-
221-3343 (4TS - 714).

Fre - (A SR AR A ST A ST AT S RERAT HA, AT [0 S E |
W TR 1-800-221-3543 [T T11)

Tagaiog - PAUNSAC: Kung nagsassits ka ng Tazgalox, masari Ksng numamit ng mes sarbisyd ng tulong s wiks neng walsmg bayec,
Turmawag sa 1-BO0-221-3543 [Stabe Amisy: 711).

O#E-ZHEH . OEEEEATHS. FEOEETRT WAL ISEITEY. 1-800-221-3943 (Stte Relay: 711) B
T, SRESICT W IS

Oroomifts - KIYYEEFFANNAA: Afssn dubbetbu Oroomifte, tajasjia gargears sfaani, kanfakidrean sie, ni sgama. Gibilss 1-B00-221-

What an applicant may need to apply is listed on the

application. This should be reviewed prior to
starting the application

What you may need to apply

= Sorial Security Mumbers |or document numbers for any legal immigrants) for everyone i your
household who needs insurance

= Emiployer and income information for everyane inyouwr household

= Current health insurance information, including policy number for each member of youwr household

= Information about any job-related health insurance available to your househobd

wumm“mmg
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This is helpful so they can have all information gathered prior to starting the application so they don’t have to start and finish later.



Why do we ask for this information?

We may ask about income and other information to find what health coverage you may gqualify for
and if you can get help paying for it. We keep all the information you provide us private and secure, as
required by law.

What happens next?

* Send or drop off your completed, signed application to one of the addresses in Addendum A.
* If you do not have all the information we ask for, sign and submit your application anyway. We will
contact you and tell you what you need to do next.
* If you do not hear from us, please contact the agency you sent your application to (a list of agencies
can be found in Addendum A).
» Please note:
= It may take up to 45 days — or up to 90 days if the application requires a disability determination
— from the date your application was received for a case number to be assigned to you.
= You can check your status and benefits online through Colorado peaK. € Get more information
about your case number and where to find it at: https://www.healthfirstcolorado.com/health-first-
colorado/glossary/case-number-find/

Where can you find additional information or help with

this application?

Health First Colorado and CHP+ Connect for Health Colorado @
Online:  Colorado.gov/PEAK ConnectforHealthCO.com

Phone: 1-800-221-3942 1-855-PLANS-4-YOU (1-855-732-6749)

TTY/TDD: State Relaw: 711 1-855-346-3437
In Person For more detailed instruction please see the |f
separate Frequently Asked Questions: Applying for  atien
Coverage pur ares-

For additional information, please see the separate Frequently Asked Questions: Applying For

Coverage available at Colorado.gov/HCPF/Apply and ConnectforHealthCO.com/resources/the-
basics/customer-resources/.

Application starts on next page o




. . Clearly states where
Start application here [RENSSHIRSRREm.

wirite each member of your household in the Household Relationship Table on the next page. Wse
the Household Relationship Table Example below as a guide. Your income and household size help

us decide what programs you qualify for

00 include the following people on your application:

» Fpursel If you are caimed as a dependent® on
= ¥our spouse” spmeone eige’s federal tax refurn, also
= Wour children snder 13 whio lise with you ncude
= Bmyone on your federml income tax nefurn “ =« The F-emunl:] who claims you
* This cowld include children ower 19, sven if they do not e = All members of that fieders| tan filing
with you household claimed as depend ents
= Wour unmarried partner® who nesds health oove rans = Ay fsmily member living with you
= Anyone eise under 15 wiho you ke cane of and [ives with you

W Hote: I someonz in yowr household ks passed sway this year, you should stll include them on your
sppilicabion. This will help us betier debenmine whet benefits you may gualify for.

i You D0 NOT have to include other unrelsted roommates.

"Find the definitions of these wonds in the Ghossary (starting on peee 41).

Household R This information is needed to get an
In Step 4, wee e

Lise the example accurate eligibility decision.
\AMhen yoLrre resdy, [t each person in your housahold on the net paze.
¥ Person 1 is the main contact person for this applicatiom. = Only use the terms huskand, wife, or spouse wihen

I Start with Person 4, =nd il in the relationship thet describing people wha are legally manied [“legally

Person 4 ke to each mEmber of the Rowsehald. miarriEd” includes commodn e snd Comimaon B

R . . registered, but does rot include civil unions).
B Eep=xtthis sb=p for each person listed in the housshold,

This household is Jure is the person filing out Jane and fohn are Betsy is Jane's deugitter
made up of lsne, this application and is known married bo sach from B previous
Jaohn, and Betsy. as Persom 1. ol rejabionhip.

- & & = @ @
-9- S R A

- lane Johin Betsy

Bty

Step 1 continued on mext page Q 1
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Worksheet A must be completed if anyone
Is helping the applicant complete the

application (i.e., authorized
representative, CAAS, brokers, etc.)

Is someone helping you fill out the application? If yes, remember to complete
Worksheet A (pages 18 - 19).

ECTT reron 1 startwith yourset)

Complete 5tep 2 for each person in your household. Start with yourself, then add other adults and children in your household. If you

have more than 2 people in your household, you can fill out Worksheet | /{pages 31 - 34) and make copies of the pages if needed.

You do Not ~~n- == memeide e et —amtias e €l Cmm s Bl FEERIT fmn bemtio bl b s~ e~y for

health co It may be necessary for the applicant to make

teean: CcOpies of certain Worksheets in order to accurately =
iomer  report necessary information for all household ——
members. It’s a good idea to have extra copies of

* HomeA all Worksheets available at your site/office.
City State Zip Code County
5. Mailing Address [if different from Home Address) Apartment/Suite #

6. In Care Of (If applicable):

City State Zip Code County

7. Email Address

Q Tip: If you would like to receive notices electronically please visit Colorado gov/PEAK to create an account.

S Frimary Phons Members can select to receive electronic
notices in their PEAK account

o

9. Secondary Phone o= appe. || owes || twnas || wmuee

10. Preferred Spoken Language: [ | English [ | Spanish Other [Please Specify):

11 Preferred Written Language: [ | English [ Spanish Other (Please Specify):

Mote: Information we send you in writing, including letters and emails, can only be sent in English and Spanish.

12 Are you temporarily living outside of Colorade? |:| Yes ] Me

13 If you are tem porarily living outside of Colorado, where will you be living in Colorado when you return?

City Zip Code County

Step 2, Person 1 continues on next page o 3




T feron  contius ithyourall

usundh:lﬁfﬂm[wml:]

IF.I-!HMII'IHIIIHMWIT“ FesRi Fizsn P e 55N i Toli

L3
e e s nformation. o = 8pEling o0 A box for the appllcant S SOC|aI :
2 vk e et irmation s seemn SECUTY Number has been added .
I yoou o not hawe = 55H, snd you ane spolyinge for Featth oosergme, tell us why pou do not Feve s 55K for valid noreeork rasson
S5, I you are ot i il to neceive & S5M, 0o you heve 8 Texpeyer identication Bumber [TIN],
surh &= an Individusl Tewpayper identficrtion Humber [ITIN] or an Adoption Taspeyer idemtifiotion [[] Mot eliginie to recefe 2 55N
Humber [BTIN|T &5, enter it sbows. IF you do not kave 8 Socal Saosrty Mumber, please visit [ Fiefuses to obtein dus to wel

hispe ey con poessnumbear for information on how bo apply for s Social Saourity Mumber, or establisned reigious chjection
mﬂ:mmmntﬂm—mﬂﬂi—m—lﬂmﬁnm

1%, Do pou plan to file & fedeml income tax rebem nest year? [ v [] Mo
\m“ﬂmhmﬁﬂtﬂ:—'— e o —mboobooms oo e =} e @ fedem] inooeme tax return.
However, you must planto fie fedeml - T X filer information  #&s{4PTr) or Cost Sharing Reductions

[CSR) through the Marketplace. has moved to this page

H o SE st Y, BT qUESHONS L - . = oo oot Lo Sl
B Whet is your cument federsl income tax filing statusT [] singe= [] M=sriat Filing Joinkhy
[ Hesd of Household [ mtmsTien Filing Sepearatsiy O cuslinying Widiows|er] with Dependent Onild

b Eyou selected “Hend of Household™ or “Mamied Filing Separately”, do esceptional :iulmnw;hjmrmﬂ
O Ok

. Hyou are “harried Filing Jointly”, please name your spouse:

d. Wil you claim depensents on your tak return® ] ¥es ] Mo
I Yies, lisk thee begal s of your dependents:

e I'youane a tax dependent, list wiho daims you as 8 dependent:

s this person listed on the spplicakion” [ ] Yes  [] Mo
Iz thiz person s non-custodisl perent? [] Y [] Mo

1. Are o living with both parents, but your parents oo not spect to file & joint Tedem] inoome tax retunn?
OQws [Owe

Step 2, Person 1 continuaes on newt poge
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If the applicant reports that they are a tax dependent of a person who is not part of the household  that that they are applying with that persons information needs to be included on the application. If all necessary information is not provided a VCL will be sent out requesting the needed information.


Step 2:

50. Employer Phone 51 City 52. State 53. Zip Code

54. Wages/tips (before tanes] Pay Period: [ ] Daily [ Weekly [] Every 2 Weeks
s ] Monthly ] Twice a Month ] Vearly

55. Average Hours Worked Each 56. Tell us the total gross pay othat you got or will get this

Week: maonth as a one-time payment from this employer (this could be a

| bonus or other extra pay you got).

57. Does your income from this job change month to month? [] Yes ] Me

If ¥es, fill out the Current Wages,/Tips AND Expected Annual Income for this job. If Mo, only fill cut the Current Wages/Tips in number
54 above. You do not need to fill out the Expected Annual Income.

58. Expected Annual income o 59 a_ s this income from seasonal employment? ] Yes ] Mo

from this job: 58 b. Is this income from commission-based employment (including [] Yes ] No

tip based employment)?

&0. Will the expected annual income from this job be the same or [ Yes [ Mo
lower in the next calendar year?

61. DEDUCTIONS: 0 Check all that apply, and give the amount and how often you pay it. Telling us about these deductions could
make the cost of your health insurance lower. You should not include a cost that you already considered in your answer to job
income and net self-employment.

&2. Do your deductions change month to month? [ ] Yes [] Me

If Wes, for each deduction that changes, fill out the Current Amount AND the Expected Annual Amount columns.

If you are not paying the deduction at this time, but expect to claim it on your tax return, fill out 50 for the Current Amount, and write
the amount you will include on your tox return for the Expected Annual Amount.

If Mo, only fill out the Current Amount column. You do not need to fill out the Expected Annual Amount column.

In addition to the current amount the member
must also report frequency

Current Amount Expected Annual Frequency [ One Time Only [] Twice Monthly
Amount ] Weekly ] Monthly

Type of Deduction Current Amount Expected Annual Frequency [ One Time Only [] Twice Monthly
Am t
oun ] Weskly ] Monthly

[] Every 2 Weeks [] Yearly
. ___________________________|]
Type of Deduction Current Amoumnt Expected Annual Frequency [ One Time Only [] Twice Monthly

Amount ] Weskly ] Monthly
[] Every 2 Weeks [] Yearly

63. Tell us the total amount of income you plan to report on your tax return that you have NOT
yet included in this application and its Worksheets. Include incomes such as past employment,
or benefits that you received in past months.

&4. After you submit this application, we will verify  [] Stopped working at a job Date the change occurred?
your income. Please tell us if any of the following [ Hours changed at a job (mm/ddyyyy)
hawve happened to you in the past two years to help
us with this verification process. Check the box and
enter the date this change ccourred for all reasons
that apply showing why your income has changed.

End of Step 2, Person 1 Q)

[ Change in Employment
[ Married, Legal Separation, or Divorce
O Other:




If the applicant is applying for more than two people they
will need to complete Worksheet | for each additional
household member.

TN rron it prn

13. Sodsl Security Mumber [or Teapeyer 10):

lm:-mmmhm«:ﬁmmmlﬂrﬂ.-u:m Flease answer the fol eing- ; 3

T -

wie m=id this informmation. I thay are sppiying for belp payine for heatth insumnoe oosts through [ Heve appiies for @ S5H*
the Merketpiace, prosiding their 55N will help us bo quidily procsss their spplication. We uss 55Ns
o check income and other information to see what type of health mversge they mey qualify for. [] onty efgibie to recsive o

If Ferson 2 does not have = S5, and they are applying for hesth coverege, tell s it they o0 copac s oo
not have = S5M. I they are not eligible to receive & 55N, do they heve & Taxpeyper identification

Humber [TIK], such as an Indridusl Taxpeyer [dentficrion Mumber [ITIN) or an Adcption [] Mot efigibie to receive & S5H
Taxperger identification Number (&TIH|T IF 5o, enter it abowve. "I they dio not have s Socisl Seourity

Number, plesse visit Ftpo’wew son mou‘ssrumber for infiormetion on how to spply for a Sodal Dﬂmmmﬁnﬂmhlﬂ
Sacurity Mumbes, or cail the Social Security Administrtion =t 1-B30-772-1213 [TTY £-200-323-  established religious chjection
077E] for assistanoe.

1E. Dies Persom 2 plan to e s feders] inoome b return mext pear? [ Ye= [ he
They can still apply fior Health First Colorado, CHPE, or cther hesith insumnce even i they do not file 2 federal inoome tax return.
Homever, they must plan to file federal tases every pear you receive Advanoe Premium Tex Oredits [&PTC) or Cost Staring Reductions
[C=R] throwgh the Markstpisce
If thiey salechad) Yex, Bnswer queshions & - £ H you selected Mo, skip to question &

B Vhet is Ferson 2's cument Tedem income tax filing strhsT [] sing= [] Pt=sriad Filing Jointty

[ Heas of Househaid [ Meies Filing Separstely [ uslitying Widowler] with Dependent Crild

nlmzmummmw“ﬁmﬁgwmmmnmmﬁr
mee? []fes  [] Mo

[ Person 2 is “Married Filing Jointly, plesse name his or her spouse:

d. 'Will Ferson 2 clsim dependents on their tax return® [ es O =

If Yies, lisk thee legal nameds| of their dependemnts:

E. I Person 2 is & tan dependent, list who claims them as a dependent:

Is this person isted on the spplicabion” [] ¥ [] Mo
Is this person & non-cusiodisl parent? [] ¥es [] Mo

T. Is Ferson 2 iving with both panents, but their parents do not expect to file s joint federl income ta nesturn®

Or== [Ohe

Step 2, Person 2 continues on naxt page °




Step 2 Note [page 12): If you have more than two people in your household to include, o to

worksheet | # [pages 31 - 34) make additional copies as needed, and complete.

1.1 know | or mnother applicant may be surtomatioally prosided
enroilment imte Health Fist Colorado [Colorsdo’ Medicsid
Program] or Child Heslth Flan Pios | CHP+ if we ane eligible. |
an wisit thee Htﬂrﬂ'lFi"Stl:ﬂmtl:-hEtﬂ'Eﬂ't{dﬂrﬂdug:m'
PEAK for more information. | will immediabely notity the Sterbe
of army medical clsim or lmssuit | have. | 'will cooperate with the
Sinte in Collscting the medioal bills the Stabs has paid. The State
mry coliect from any insurance company or court setement
Tor medical bills that the Sterbe has paid. IF | &m on Health Fist
Cniomdo and recefe money flor £~ =m0 == R et e
Simte Fas paid, | 'will give the maor
Sinte all rights b payment for me
| =iz mssign my rigit b appesi i
another party responsibie for pay
If there is &n absent parentjs| fro
Tor Health First Colomdo, I musst |

ahsent parent{s). | may mntact O
BESiEEnOE.

2. Federnl and Colorsdo state lsy require the Department

of Heslth Care Folicy and Firencing to recower sl medical
nssistance benefits, including capitation payments, paid on
beheil of Hesith First Cokorsdo clients from the estates of
decezsas Health First Colorado disnts who wers permansnthy
institutionslized . For Hesith First Colorado i sivts wiho were over
e mize of 35 when benefits were provided, the Department
recovers peyments for nursing fadiity servioes, home and
commrnity-based servioes, and retsted hospital and preson phion
drug sersices. Thers are cerisin exemptions to estrbe necowseng
For further information, please comect your county Bnd request
the “Medical Assistance Estate Reooweny Frogram” brochure.

3. 'l am sigible for Adwance Premium Tax Credit "BPTC),
s payments will e made dinscty to my ssecbed insuranoe
carnien)s). Acceptance of APTC mey impact my anrel e iability.
| 'will be j=iven the opbion to apply &ll, some or none of the APFTC
amount | mey be eligible for toommy monthiy premium.

4. ¥l am receiving firancsl assistance, | lonow that | must bedl
e organizabion providing the assigtanos it informatian | sted
on this applicrtion changes. | am avwere | have 10 mlendar days
o report any changes if | =m enrolled in Hesith First Coliorsda

Step 3 continues on newt poge @

The applicants Rights and
Responsibilities are listed on
this page and continued on
the next page. This
information should be
reviewed with the applicant

or Child Health Plan Fius (CHP). Changes are to be reported
1o my looal county office for Health First Colorado or to OHF+-. |
=m responsible for paying fees, premiums and co-payments for
Myt mnd iy family i thiey are required for Mediml Assistanos
benesits, | know | Feve 30 calender deys i report any change to
Connect fior Heslth Coloradio i | am reocsiving Adwanos Premium
Ten Credits, Reduced Co-Peys or Deductibles, or | am enrolied
in B Quadified Health Plan. I iy family is enrolled in muttple
rsurance aforabiity programsi | must report chanzes to
=TT oTErTEY T ot so o primbe hime frame. | understand
wuld mffect my sligibility and
hizsehold.

1, together with any supplements
sis for the heatth insurance

1t no insuranoe of finamcial

e unkil the darbe: specifisd by
inizabion providing the certificate,
policy, or motice. | understand that | mey request s copy of the
Applicetion. | agres that s phobngraphic copy of this spplicstion
shadl be a5 walid 25 the original A legible copy signature shall
havee the same force and efaciivensss as the original. This
dotument, or the informabion conkained herein, will beoome o
part of the comiract wihen cosersee is approsed and issued.

5. Tio rmalos it easi er bo debesmine my eligibility for help paying
Tor heatth coversge in fukurs years, i am ennolisd in s Cuslitied
Health Flam, | sgres to aliow Conmect for Health Colomdo o
use income date, induding information from tax returns for

tree next corvermme year i)} Connect for Heakh Colomdo il
send me & notice, et me make changes, and | can opt out st
2y time. | oan visit the: Connect fior Health Coloradio websibe st
ConnectiorHesithOD . com for more infoemation.

7.1 understand that if | am &figibie for the Advanos Fremium

Teod (Cregit [SPTC) andfor Redunsd Co-pays and Deductisles
these payments will be made dinscty to my selected insurance
camiers). Aooeplanos of APTC sndor Reduosd Co-pays and
Diecunctibies mary impact my covensme yezirs) teo linbiiby | will be
Eiven the optian to apply al, some, or none of any APTC amount
| ey bee &ligitie for to oy mamnthly premium.




B. The: Department of Hesith Care Policy and Financing and
Connect Sor Hestth Colorado do not disoriminate on the besis of
race, color, ethnic or netional origin, anoestry, aEE. S, pender,
sexusl orienasiion, pender idenkity and svpression, religion,
re=d, political beliefs, dissbility, or maritsl sbabus in sy of

its programes, services and achvities. For further informmarbion
mhout the Deparbment's policy, to reguest firee disability snd/or
lanEusge sids and services, or to file s discrimination mmplaing,
oomtact: S04/A08 Coordinsbor, 1370 Grant 5, Denver, 0D
BOE0E, Phone: 303-255-5020, Fed: 303-256-2828, State Felmy:

«can appesl the dedsion. To appesl mesns to tell someons at
Haalth First CodomdofCHP+ or Connect for Heshtn Colomdio
it | think the action is weong and 2sk for a i revies of the
action. | know trat | man find out how to appesl by contacting
Health First Colorado st 1-B00-221-3343, or | an contact the
Marketplace at 1-233-FLANS-2-YOU or by visiting their websit
=t ConnectiorHesitheD0Loom. § knovw that | can D2 represented)
in the process by someone other than myssit. My eligibility an
otiher important infiormation will be explained fome.

1=

711, Emait- hepfIQdadedeiate ooz For information about
Conneck Sor Health Colorado’s policy, sids and services or to file s
discrimination complsing, comtsct: Geneml Counssd, 2773 Cherry
Cresk B Dr, Suite 1007, Phones 303-390-9640, Fax: 303-322-
AZ17. Complaints can also be filed with the LS. Department of
Heaith and Human Services Offfos Tor Civill Rights & Brbowens

5. | know that it is unlawful to repeive AFTC and 52 from teo
stabe Marietpiaces at the same time. | heve sgreed to submit
‘this applicabion for mrysel and/or mvy family. By signing this
mpplication, | oertify that | have reviesed this sppl crbion;

‘treat | understand and agres to the Rights, Resporsibilitizs,

mnd Penalties: and that under the penatty of perjurg | certify
e informakion | hewe given is troe including the information
concerning Stizenship and alien status. This mesns | hawse
provided trus answers to all the gueskions on this form fo the
best of my knoededze. This certificetion extends to Producsrs or
otfer persons filling out an ap plication on behalf of an applicant.
| knicas thet i1 amonot truthful, there mey be 8 peratty. Fensities
mery include imprissnment, fines, denial of insurance. and vl
damagEes. Any iNSUMNCE CTier or sment of an insursnce carrier
wina knowingly provides Talse, incomplete, or mislesding facts
or informetion to 8 policyholder or dairmant for the purpases of
defrauding or attempbing todefraud the policyholder or clsimant
with regard to a settiement or award peyable from insuranoe

Instructions on how to appeal [
an eligibility decision are
located on this page

Mty rightt to appesil:
10. I I think Heakh First ColomdofChild Hesith Flan Plas
[C#P+) or Commect for Hesith Colorsda bes made a mi |

14

Additional Information
Doemestic violence information and senvices are smilable to
me. Il ever fized | amin immediste danger | wil call 911 17 |
woiid ke bo receiee information reganding sefisty and services
in Colorads, | will mill the Colorado Coalition Azpinet Domestic
Vinlenoe gt 303-831-3632 or toll free af 1-BE2-T72- 700 | may
alsn find the location of services nesr me by Zoing bo ooy
s colomdo. sovicdhsdvp The Mationsl Domestc Wiolenoe
Hotline st 1-B00-799-54FE (7233] or TTY 1-200-787-3224 or
When assisting an applicant
make sure that they check
this box so we can verify
their information

electronically

Acknowledge [check box below]
Dmptmuigﬂ'in,lugubualmmrimm
to be used and ooliscted from the data sounces Tor this

mppiicabion, including infomation from fedemsl tax returns.
| Fizwee consent finom all peopie | lisk on the application
sliowing coliection of information about therm from dats
sources for this appiicrtion. |See Tull Privacy Stabement on
page 17

Step 3 continuwas on naxt poge '°


Presenter
Presentation Notes
Per federal regulations, we must verify information electronically. Technically, if someone says they do not want us to verify their information electronically, we can deny them for not cooperating with the eligibility process. 


ssparte —— This 1S a new question that will allow Connect for  ingthe

box belo

By not a Health Colorado to verify the household's atyou
rvoudo information, and is important that applicant read it. s youwi

:| I do not give Connect for Health Colorado permission to validate my income data
against federal sources.

Sign Here

Sign thi lication. Th whc : !
tan s sppt " PERIWY™ The application MUST
representative, you may sign here as | _—

(pages 18- 19). be signed to be valid

Person 1 signature or Authorized Representative Date (mm/dd/yyyy)

If you are an authorized
juired in Worksheet A /

If you are signing this application outside of Open Enrollment make sure you review Worksheet H / {page 30). Open
Enrollment begins Movember 1 and ends January 31.

The next two (2) questions are used to figure out if you qualify for services from the Healthy Communities Program through Early
and Periodic Screening, Diagnostic and Treatment (EPSDT) ﬂ provisions of Health First Colorado (Colorado's Medicaid Program).
These questions are optional.

1. Special services may be available to children and pregnant  [_| Medical Services [ Pprescriptions
women. Pl

wemenar 1 NIS IS @ reminder that it may be necessary to fill
out additional Worksheets based off of information — ]
2. Has any reported in the main body of the application [ Ne

Attention: You may not be done

* Did you get help with this application? Fill out Worksheet A / (pages 18 - 19).
* Does one of the following apply to anyone on the application? If yes, fill out Worksheet B / to find out if you qualify
for additional services (pages 20 - 24).
= A person on the application has a medical or developmental condition that has lasted, or is expected to last, more
than 12 months, including blindness.
= & person on the application needs help with some or all of hisfher self-care activities (bathing, dressing, eating, or
using the bathroom).
= & person on the application is in, or has been in a medical facility (such as a nursing home, hospital, mental health
institution, or a group home) within the last 90 days.
= Qualify for or enrolled in Medicare.
* Qualifies for or is enrolled in: Medicare, TRICARE, ﬂPeace Corp, Other State or Federal Health Benefit Program, Vi
Health Care Benefits, ﬂ or Other Coverage fill out Worksheet C / {page 25).
* Qualifies for or is enrolled in insurance from an employer: fill out Worksheet D / (page 26).
* American Indian/Alaska Mative? Fill out Worksheet E / (page 27).
+ Self-employed? Fill out Worksheet F # (page 28).
* Other income that is not from a job or self-employment? Fill out Worksheet G / (page 29).
* Applying outside of Open Enrollment and had a life change event in the past 60 days? Fill out Worksheet H /
(page 30).
* hore than two people in the household? Fill out Worksheet | / Ipages 31 - 34) for each additional person.

End of Step 3 ° 15



Presenter
Presentation Notes
This is worded this way because they need to take action to opt out. If they do not answer this question then they are automatedly opted in  allowing C4 to check the customer's information against a Federal Data base.

When the applicant signs the application, they are attesting to the entire applicant and all information included (or not included)
For audit and appeals purposes, we need the application




Person 1 Rame: Dete of Barth:

Worksheet A

If anyone helped the applicant complete the
application (i.e., authorized representative, CAAS,

brokers, etc.) Worksheet A must be completed.
Section A: Authorized Representative or Urganization

¥ou can choose an Authonned Repressnintive. &n Sutnorized Representatie iss trusted person or orEanbon who pou
choase to el p ol with your application. Wie nieed your permission 5o that your Suthiorized Representabive can ik with us
about this application, see your infiommation, 2nd sct fior you on 2l ssses reated to your health covemge. 1T you sver wank
fo change your Authorized Representatie, or no longer want an Authorized Representative, contact Heslth First Colomsdo &
CHF+ ar Correct Tor Hesith Coloraca i

T = o Bulhaor oed represEnEawe 8. || Ingradusl || Ovganabon
nz e T L[=zf Mame:
3. Orpanizationy'Com parry Marme [T appicsbie) 4 OrEanzabon, Company 1D i el catie |

Y. Fiowe 5 The Sarhonoed AEpresEniEOve reaied Do o’ |1 Sppi o]

B Authonzed FEpreseniaiiie & BOCness [JEawe DISn I poU oo 1§ Ewe ohej &partment; Surte £

7. b Care OF [ applcstie);

B. Oty |Emr. 10. Zip Code 11 County

T2 Emal &ddress

13, Frome rrt.

& Toyou want your Boihoraed Represeniaove 0o receme [ ves [ N
mopies of your ROTICEsfoommunicstions™

By Signing. you allow the Bisfthorized Representative to sign your spplication, g=t infsrmation sbout this sppliication, 2nd act
fior yioou o &l future makters with this sgenoy and,or Conmect for Heaith Colomdo.

18 ﬁm#mﬁnmmmrpm'@



Person 1 Name:

Worksheet BI

I If an applicant meets one of the following: 65+,
s @ have a disability, blind, need Long Term Services

F”' ' and Supports, have Medicare (or eligible) or
o> and receive SSI or SSDI Worksheet B must be

Human a

make a co 5 WO Completed
Additional Incoi

1. Your Name [First, Middle, Last): Date of Birth:

2. Tell us about Additional Income you or your spouse received this month or last month. Do not repeat income that may have
already been listed on earlier income pages.
[ He Additional Income.

Month received Monthly amount before taxes
and deductions

3. Tell us about Expenses you or your spouse have this month or last month. Do not repeat expenses that may have already been
listed on earlier pages.

[] Me Expenses.

Type of expense Who pays this expense? | Who is it for?

Worksheet B continues on next page Q



Presenter
Presentation Notes
Worksheet has 5 pages including an additional signature page if you are assisting complete this worksheet make sure they sign it.. If the applicant is unsure complete the worksheet to ensure that nothing gets missed


Part1 If anyone in the household has access to health
ffyouaranyaneinyour - jngyrance, even if not currently enrolled Worksheet

fill cut the table below.
mwu:ﬂ,i:w.,,mm C must be completed .

Insurance Company Mame Policy NMumber

Name of Person Enrolled Type of Coverage From List
Above

If you or anyone in your household are currently enrolled in any of the following types of coverage, please fill out the table below. If
there are more than four individuals in your household that are enrolled in this coverage, please make a copy of this Worksheet.

Insurance Company Mame Policy NMumber

Name of Person Enrolled Type of Coverage From List
Above



Presenter
Presentation Notes
If the coverage is available but not enrolled it can still impact the APTC eligibility.


Person 1 Mame: Date of Birth:

Worksheet D

If anyone in the household has access to health
Insurance, even if not currently enrolled Worksheet
st and 3 D must be completed.

Who else in your household has access to this coverage? If there are more than four individuals in your household that have access

to coverage, please make a copy of this Worksheet.

Household Member's Mame Is this person eligible but not enrolled, or is this person Date your insurance could have
enrolled? Check the box that applies. started [mmfyyyy)

[ Eligible but not enrolled  [] Enrolled

[ Eligible but not enrolled  [] Enrolled

[ Eligible but not enrolled  [] Enrolled

[ Eligible but not enrolled  [] Enrolled

Employer Name
Employer Phone Empllﬁr Identification Number ﬂEID?
Employer Address ity Gtate Zip Code

A health plan meets the minimum value standard ﬂ if it pays at least 0% of the total cost of medical services for a standard
population and offers substantial coverage of hospital and doctor services. In other words, in most cazes a plan that meets minimum
value will cover 60% of covered medical costs. You'd pay 40%. Mest job-based plans meet the minimum value standards. Do you
hawe access to an employee-only health plan that meets the minimum value standard health plan? [ Yes [ Neo

If yes, what is the name of the lowest-cost plan offered only to the employee {do not include family plans):
[ 1 den't know.

How much would you pay in premiums for this plan?

How often do you pay this premium? [] Weekly [0 Monthly [ Other: |
[ Every 2 Weeks [ Yearly
[ Twice a Maonth [ I don't know

Does your employer offer wellness programs to the employee (do not include family plans)? [] Yes [] No

If yes, provide the premium that the employee would pay if hefshe received the maximum
discount for any tobacco cessation programs, and didn't receive any other discounts based 5 |
on wellness programs:

What change, [] Employer wen't offer health coverage How much will the employee have to pay in premiums for that

iWany, willthe M e biover will start offering health coverage  plan? |5 |

employer make to employees or change the premium for the
for the new plan lowest-cost plan that meets the minimum Frequency: [] Weekly [] Every2Weeks [ Monthly

year? value standard and is available to the [ Yearly [ Twice a Month [ | don't know
employee only. (Premium should reflect the
discount for the wellness program).

26 End of Worksheet D o

Date of change {mm/dd/yyyy): | |



Presenter
Presentation Notes
Worksheet D is very similar to worksheet but is but is specific to employer sponsored coverage
If an applicant has access to other health insurance it could affect their APTC of CHP+ eligibility


Person 1 Name: Date of Birth:

To qualify for American Indian/Alaska Native Cost- |-

Sharing benefits, and the Special Enroliment Periods, Zaies
this Worksheet must be filled out.

hawve to pay cost sharing and may get special monthly enrcllment periods. Answer the following questions to make
sure your family gets the most help possible.

Certain money you receive may not count as income for determining if you qualify for Health First Colorado or CHP+. List any income

[type, amount, and how often) reported on your application that includes money from these sources:

= Per capita payments from a Tribe that come from natural resources, usage rights, leases or royalties.

= Payments from natural resocurces, farming, ranching, fishing, leases, or royalties from land desipnated as Indian trust land by the
Department of Interior (including reservations and former reservations).

= Money from selling things that have cultural significance.

AlfAN Person A Name and Income from above sources:

{Print Name) First Middle Last Suffix
Income Type: Amaount How often?
Member of a federally recognized If Yes, Tribe name: State Tribe is located in?

Trinez @ [ ¥es  [J MNe
AlfAN Person B Name and Income from above sources:

[Print Name] First Middle Last Suffix
Income Type: Amount How often?
Member of a federally recognized Tribe? |If Yes, Tribe name: State Tribe is located in?
[ Yes ] Mo
AlfAN Person C Name and Income from above sources:
{Print Name) First Middle Last Suffix
Income Type: Amaount How often?
Member of a federally recognized Tribe? (If Yes, Tribe name: State Tribe is located in?
[ Yes [ Me
AlfAN Person D Name and Income from abowve sources:
{Print Name) First Middle Last Suffix
Income Type: Amaount How often?
Member of a federally recognized Tribe? (If Yes, Tribe name: State Tribe is located in?
[ Yes ] Na
Indian Health Services Check all that apply
1. Who in the household has received a service from the Indian Health Service, a Tribal Health Program, [] Persom A [] Person C
or Urban Indian Health Program or through a referral from one of these programs? [] Person B[] Person D
2. If none, who in the househeld is eligible to receive services from the Indian Health Service, a Tribal [ Person A [ Person C

Health Program, or Urban Indian Health Program or through a referral from cne of these programs? [ Person B[] Person D

End of Worksheet E ° 27


Presenter
Presentation Notes
Completing this worksheet will not affect the programs they may be eligible for-it will ensure that they get all benefits they are eligible for. Applicants should be encourage to complete this worksheet is applicable as there are benefits such as not having pay premiums, co-pays, and enrollment fees


This Worksheet must be completed for each household
member that is self-employed. If a household member
has more than one business a separate Worksheet must
be completed for each business.

1. First and Last Name 2. Date of Birth [mm/dd/yyyy]

‘B sEazal
}| saded asay) Jo sapdoo ayew

3. What type of self-employment [ DayCare [ Self-Employment Farming [ ] Sale of Crops
do you have? [ sale of Livestock(Poultry [ Other: |
4. What is the name of your self-employment business?

5. Are you the only owner of If no, please answer the questions at How many owners are there

the business? [] Yes [ Mo right. If yes, please skip to question &. {including yourself)?
What percent of the business

do you own?

6. How much money does your self-employment business make? Give us the &a. Current Gross

amount the business earns before any taxes, deductions, or expenses are taken  Monthly Amount:

out. If your income changes from month to menth, tell us your Current Gross 6b. Expected Annual
Menthly Amount (6a) AND your Expected Annual Amount (Eb) AND if you Amount:

G Will the Expected Annual Amount from this
self employment be the same or lower in the next
calendar year? [7] yes [ Ne

expect your Expected Annual Amount will be the same or lower for the next
calendar year (6c). If your income is the same each month, then only tell us

your Current Gross Monthly Amount [Ga).

7. Do you have any monthly seif-employment expenses? [] Yes [ He
If yes, list all of your self~employment expenses below.

H you need moe spacetosepoitalbor

more exter It is best for the applicant to

>***** report all possible information on

menen, il NCOMeE and expenses, and let the
=remele system do the income calculations.

Current An

Type of Expense Current Amount Expected Annual Frequency [T] One Time Only [] Twice Monthiy
Amount

[ Weekly [ Monthly
[ Every 2 Weeks [] Yearly

Type of Expense Current Amount Expected Annual Frequency [] One Time Only [] Twice Monthly

Amaunt [ Weekly [ Monthiy
[ Every 2 Weeks [] Yearly

Type of Expense Current Amount Expected Annual Frequency [] One Time Only [] Twice Monthly
A nt

mau [] Weeky ] Manthly
[] Every 2 Weeks [] Yearly

Type of Expense Current Amount Expected Annual Frequency [T] One Time Only [ Twice Maonthhy
A nt

may ] Weekly [ Monthiy
[ Every 2 Weeks [] Yearly

Type of Expense Current Amount Expected Annual Frequency [] One Time Only [ ] Twice Monthly

Amount [] Weekly [] Monthly

EreEverr e ey
end of Worksheet F Q)



Presenter
Presentation Notes
For example a household members does daycare during the day and cuts hair on evenings and weekends 2 separate worksheets need to be completed.
This is worksheet that you will want to have several copies available as they may have more than one business or multiple expenses


1 Fre and Last B

__________Ifanyone in the household has Unearned Income
Saction Worksheet G must be completed

2. Does this person haye any income from Grants, Scholarships, or Work StudyT

O wes= O Mo If s, mnsarer qusstions 3 and 4 below.
If no, skp to Section B.

3. Whatis the amount (5] of Srants, Scholarshias, andfor Wark
Skudy this parson used for living expenses this mankh®

4, What is the taxable amownt |5) of Srants, Scholrships, and/or
Work Study this person received for the year?

Section B: Other Income

Flzaze list all your other income below.

3. Does your othar inooem e typs change manth-to-maonth® [ Yes [ Mo

If yes, £l out the Current Amaount AND Expected Anmual &mount columns
for esch type of other income that applies to you. F'ne, you do not need
to 15l out the Expected Annusl Amount ookimn.

You do rot nesd to report any money from the following types because
they are rot considenzd income: Swpplemental Security Income [531],
Weterans Banefits, Child Support Payments, Adoption Assistance Program,
Workers Compensakion, or Gifts.

Type of In0ome Current Amount |Ei|:|u:h|:|n'l'l.- Frﬂ;.ﬂtymmmnrq Eltui::l-hﬂllr

[ Wity [ Minthiy
[] Every 2 Wesiz [ Wearly

Frequency [ OmeTime Only [ Twic= Monthly
[ Wesily O Monthly

Hﬁlm HH
O on=Time Oniy - [] Twice Bonkhly
O ‘Weskly [ Mankhty
O Zwesiz [
O weeity [ sdorkhky
(| 2wesiz [
Amount [ Wesily [ Monthly
[ Bvary 2 wWesiz [ wearly

End of Workshest G 9



Presenter
Presentation Notes
Examples of unearned income are….


Person 1 Kamme: etz iof Barth:

For applicants applying outside of the Open Enrollment Period,

they must have a Qualified Life Change Event to enroll through

a Special Enrollment Period with Connect for Health Colorado.
If this worksheet is not completed, the applicant may not be

able to enroll.
reporong, ke o oopy of thes Wiorksheet before Tillng in this page.
Nole: The loss of piher health insurance mn be reported wp bo 50 deys before you los= the other imsurmnce. Members of
Tedemily rerognized tribes snd Alvsis Matives own enroll in coversges thmugh Connect for Health Colorado sny Sme of the yeac

1 Someoni lost health insurance in the last 60 desys, or sxpects to kase health insurance inthe rest 50 days.

Hame]s] [FeiE cowemge Ended or wAll BN [Ty oo YY)

2 Someone gok mamied in the last 50 deys.

Hamre|s) e oF marTeags [mmyadiiyey]

3. Somenne was released from incerosration, detemtion, or il in e st 50 deys.

Hamiz|z) D o e lemse {mmy o]

4, Someone gained eligible immi gretion stetus within the iast 50 days.

Harre|s) TN [

3. Somecne was bom, sdopted, placed for adoption, or pisced for fosher oane in the last 60 days.
hameis| Lime {mim, 0y ryY|

&. Someone moved i the iast 60 days.

Hama{zs) Lrerie OF Fecrand § TR, Oy | D o O previous address

7. Somenre bemme 8 memcer of & fedemily recognized American Indisn or Alasks Natie Tribe.

Tarare] [Tiete o membership [mmyaaryyyy]

The Qualified Life Change Event must fall within the time period
listed for each option. For example, if the customer is applying
outside of the Open Enrollment Period, and he/she moved to
Colorado from another state, to qualify for a Special Enrollment
Period they had to have moved here within the last 60 days.
Individuals have 60 days from their Qualified Life Change Event to
apply and enroll in a plan.

LRO O WnoVEsRTmoCT N “



Presenter
Presentation Notes
Even though a applicant may state that there were no life change events in their HH it is a good idea to go over this page with them as they may not be completely clear on what a LCE is 


Person 1 Name: Date of Birth:

Use this Worksheet for additional household members by filling in the number of the person each page
applies to (example, PERSON 3, PERSON 4, etc.). Make additional copies and attach if necessary.

1. Legal Mame (First) [Middle) {Last)

If a household has more than two members
Worksheet | must be completed for each additional
household member

ey |-u--u.-u_

i e | e

5. If this person is 18 years or older, would they like to receive their own mail about their I:l Yos I:l No
health coverage? If yes, please fill out mailing address below.

6. Mailing Address (if different from Home Address) Apartment/Suite #

7. In Care OF [if applicable):

City State Zip Code County

8. Email Address

9. Primary Phone Ext Phone Type: [] Cel [] Home [ ] wWork
10. Secondary Phone Ext Phone Type: [] cen [] Home [] Work
11. Preferred Spoken Language: [ ] English [ ] Spanish Other [Please Specify):
12. Preferred Written Language: [ ] English [_] Spanish Other [Please Specify):

13. Is this person tempaorarily living outside of Colorado? [ ] Yes ] Ne

14. If this person is temporarily living cutside of Colorado, where in Colorado will they be living when they return?

City Zip Code County

15. Social Security Number [S5N)

If THIS PERSOM is applying for Health First Colorade or Child Health Plan Pius [CHP+], i and have a 55M, we need this

information. If they are applying for help paying for health insurance costs through the Marketplace, providing their 35N will help

us to guickly process THIS PERSOMN's application.

Worksheet I continues on next page o 31



This section includes contact information for
county offices. Applications can be returned
to the applicants county of residence or to
Connect for Health Colorado

Addendum .ﬂll

Adams - Department of Hurman Senices
71590 Colordo Boulevand
Commene Cty, 00 20022
Phone: 303-Z17-3500; P 3053-X17-F350

- Department of Human Sersices
360 W=t Sth North
PO Bom 145
Theyenne Welks, C0 20210
Phone: 715-TE7-3629; Fai: 715-767-3404

Ampahoe - Department of Hismon Geninee
14520 Exst Almmecs Drive

Aurore, CO 30042 The Addendum contains additional
Frane: smE3LTE R Information for the client. It should
be detached and given to the client.
Conejos - Department of Sodal Sandos
PO B E8

‘Conejos, 0D B1129
Phone: 715-367-3437; Fei: 7153761385

Ea - Department of Public Welfare
T72 Colorado Sirest

-
Phone: 715 533~4131; Foc 719-333~4500

‘Croiey - Department of Human Services
531 Misim SErest, Suite 100
Drchwey, OO 51063

Phone: T15-267-3436; Fe: T15-2E7-325€




Questions?

COLORADO
Department of Health Care
Policy & Financing



LY

Thank You!

COLORADO

Department of Health Care
Policy & Financing
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