
CHIP Eligibility 

2102(b)(3) & 2107(e)(l)(O) of the SSA and 42 CFR 457, subpart C 

0MB Control Number: 0938-1148 
Expiration date: 10/31/2014 

IL] The CHIP Agency meets all of the requirements of 42 CFR 457, subpart C for application processing, eligibility screening and 
enrollment. 

Application Processing 

Indicate which application the agency uses for individuals applying for coverage who may be eligible bused on the upplicnble 
modified adjusted gross income standard: 

D The single, stream lined application developed by the Secretary in accordance with section I 4 I 3(b)(I )(A) of the Affordable 
Care Act. 

[81 An alternative single, streamlined application developed by the state and approved by the Secretary in accordance with 
section I 4 l 3(b)(I )(B) of the Affordable Care Act, 

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

individuals seeking assistance only through such programs. 

IL] The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via 
the internet website described in CF R 457.340(a), by telephone, via mail, in person and other commonly available electronic means. 

The agency accepts applications in the following other electronic means. 

~ Other electronic means: 

Name of method Description 

Fax Through facsimile machine 

Screen and Enroll Process 

The CHIP Agency has coordinated eligibility and enrollment screening procedures in place that are applied at time of initial 
IZ] application. pe1iodic redeterminations, and follow-up eligibility detenninations. The procedures ensure that only targeted low• 

income children arc provided CHIP coverage and that enrollment is facilitated for applicants found to be potentially eligible for 
other insurance affordability programs. 

Procedures include: 
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CHIP Eligibility 

[!l Screening of application to identify all individuals eligible or potentially eligible for CHIP or other insurance affordability 
programs; and 

[!l Income eligibility test, with calculation of household income consistent with 42 CFR 457.315 for individuals identified as 
• potentially eligible for Medicaid or other insurance affordability programs based on household income; and . 

[!l Screening process for individuals who may qualify for Medicaid on a basis other than having household income at or below the 
• applicable MAGI standard, based on infonnation in the single streamlined application. 

The CHIP agency has entered into an arrangement with the Exchange to make eligibility detenn inations for advanced 
premium tax credits in accordance with section 1943(b)(2) of the SSA. EJ 

Redetermination Processing 

0 Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross 
income standard are performed as follows, consistent with 42 CFR 457.343: 

[!l Once every 12 months. 

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

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

infonnation already available. 

Screening by Other Insurance Affordability Programs 

The CHIP Agency provides assurance that it has adopted procedures to accept and process electronic accounts ofindividuals 
@ screened as potentially eligible for CHIP by other insurance affordability programs in accordance with the requirements of 42 
✓ CFR 457.348(b) and to detennine eligibility in accordance with 42 CFR 457.340 in the same manner as if the application had 

been submitted directly to, and processed by the state. 

The CHIP Agency elects the option to accept CHIP eligibility decisions made by the Exchange or other agencies administering 
D insurance affordability programs as provided in 42 CFR 457.348 and to furnish CHIP in accordance with requirern ents of 42 

CFR 457.340 to the same extent and in the same manner as if the applicant had been detennined by the state to be eligible for 
CHIP. 

r,i The CHIP Agency has entered into an agreement with agencies administering other insurance affordability programs to fulfill the 
l!..l requirements of 457 .348(b) and will provide this agreement to the Secretary upon request. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection ofinformation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1148. The time required to complete 
this information collection is estimated to average 50 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Mary land 21244-1850. 
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Application for Medical Assistance 

for Families with Children 

This application is for families, children, and pregnant women. You 
can use this application to apply for anyone in your family, even if 

Who can use this application? they have insurance now. 
If you are a childless adult, you may qualify for coverage through the 
Federal Health Insurance Marketplace at www.healthcare.gov 

• Free or low-cost medical assistance from Medicaid or the 

Use this application to see Children's Health Insurance Program (CHIP) 

• If you are not approved for KanCare, your information may be 
what choices you have sent to the Federal Health Insurance Marketplace. They will see 

if you can get other help paying for medical assistance. 

Apply faster online 
GO! Would you rather apply online? 

Apply faster on line at www.ai;mMorKanCare.ks.gov 

Important I • Is anyone who is requesting medical assistance pregnant? 

Dves D No 

Questions about you and the people in your household .................................................... 2 

Questions about your job and household income ............................................................... 9 

Questions about other health insurance ............................................................................. 11 

c~eµic:,n 0: · .. J _Questions_about.N,itfve Amerlcans.and.Alaska.Natlv ... e;;.:,S _________ _._1.,__3 __ 

Choosing someone to help you with your medical assistance case ................................ 14 

Signature page .......................................................................................................................... 15 

Agency Use Only 

Outstatloned Worker O 
For help completing this application. call toll free: 1-800-792-4884 

SPA#KS-14-0012 
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A, Tell us about Yourself and the People In Your Home 

Your Name: (First, Middle, Last) Other names used: 

Home Address: Malling Address (If different): 

City: State: City: State: 

County: Zip: County: Zip: 

D Check here if you dQn't have a home address. You still need to give a mailing address. 

Home Phone: Work Phone: 

I would like to get information about this application by: 

Email: D No D Yes Emall Address: 

Text: D No D Yes Cell Phone Number: ( 

What language do you speak at home? What language do you read at home? 

KC1100 
Revised 09/30/14 

Your income and family size help us decide what programs you qualify for. With this information, we can make 
sure everyone gets the most coverage possible. 

Here's who you need to Include on this application: 

• Yourself 

• Your spouse 

• Your children under 21 who live with you 

• Your partner who lives with you (but only if you have children together who need medical assistance) 

• Anyone you include on your tax return, even if they don't live with you 

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

Anyone else who lives with you that is not listed above will need to file their own application if they want medical 
assistance. You don't need to file taxes to apply for medical assistance. 

Complete the questions on the next few pages for each person in your family. Start with yourself! 
If you have more than 6 people in your family, please attach another sheet of paper. 

Your information is private. 
• We'll keep your information private as required by law. 

• We'll use the information on this form only to see If you qualify for medical assistance. 

For help completing this appllcatlon, call toll free: 1·800-792-4884 

SPA# KS-14-0012 Approval Oate:_-=-OE=C=---2-'--2-=2=0~14,____ 2 
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Persons 1, 2, and 3 
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Please tell us about all the people in your household. See page 2 for more Information about who to Include. 
Start with yourself! 

First Name 

MlddleNar'ne 
Last Name 
Malden Name 
What Is this person1s relatlonsl\lpto 
ou? 

Gender 

Date of Birth (mm/dd/yyyy) • 

Marita! Status 

Does this person live at the same 
address as ou? 

If no, ll~t address •. 

In the pest year did this person 
(Check all that apply) . . 

D 
D 

• 
D 

• 
• 

• 
• 

Self 

D Male D Female 

I I 

Never Married D 
Married • 
Common-Law D 
Divorced • 
Separated • 
Widowed • 

Change jobs D 
Stop working D 
Start working less hours • 

D Male D Female D Male D Female 

I I I I 

Never Married D Never Married 

Married • Married 

Common-Law • Common-Law 

Divorced • Divorced 

Separated • Separated 

Widowed D Widowed 

D No D Yes D No D Yes 

D No D Yes D No D Yes 

Change jobs D Change jobs 

Stop working • Stop working 

Start working less hours D Start working less hours 

D None of these D None of these D None of these 
We need Social Security Numbers (SSNs) for everyone applying for medleal assistance. ASSN Is optional .for people not applying for med I cal 
assistance, but providing a SSN can speed up the appllcatlon proc~. We.use SSNs to check lnt9me and other Information to see who ls eligible for 
help with me~llcal asslsta11ce, If someone doesn't h~ve a SSN, call 1-800:17.2.·1213 or visit www,soaelsecurltv,go1£ 

Social Security# 

Is this person applying for medical 
assistance? 

Hes this person llved In a state other 
then Kansas In the last 3 months? 
If yes, when and where? 

Pregnant? 

What Is the expected due date? 

How many babies are expected? 

D No D Yes 

D No D Yes 

D No D Yes 
I I 

For help completing this appllcatlon, call toll free: 1·800-792-48B4 

D No D Yes 
I no, ski to Section D an a e 9. 

D No D Yes 

• No D Yes 
I I 

SPA# KS-14-0012 
DEC 2 2 2014 Approval Date:. ________ _ 

D No D Yes 

D No D Yes 

D No D Yes 
I I 
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Persons 1, 2, and 3 (continued) 

Please continue to answer questions about Yourself, Person 2 and Person 3. Write their names on the first line. 

~~lm'{t)t.': .... :t?\t!tW~rAf{Jli•'\'~. < 
:,',{, 'rA~r~Ati.~ ,if ·.- .. l / i,·: A'- ls1\<:,,,r,_,'. j~" :",'1 j~ ,_.;~- ", :, :-, ' ... 

First and Last Name 
Does this person have a guardian or D No D Yes • No D Yes D No D Yes 
conservator? 
If yes, what ls their name? 

U.S. citizen? 
. • No D Yes D No D Yes • No D Yes 

If no comolete Section Con oaRe 8. 
• White • Black • White • Black • White • Black 

• Ollnese • Filipino D Chinese • Filipino • Chinese • Flllplno 

• Japanese • Korsn D Japanese • Korean • Japan!Se • Xorean 

Race (optional) • Native Hawaiian D Vietnamese D Native Hawaiian • Vletnam01e • Native Hawaiian D Vietnamese 

D other Asian D A,lan Indian D Other A,lan D Asian Indian • OtherAslan • A,lan Indian 
Check all that apply D Guamanian or D sarnoan D Guamanian or D Samoan • Guamanian or D Samoan 

O.,morro D Other Paclfl<: Chamorro D other Pacific Chamorro • Other 
D American Indian Islander • American Indian Islander • American Indian Pacific 

or Alaska Natlve • Other or Alaska NaUve D Other or Alaska NaUve Islander 
• Other 

Ethnicity (optjonal) D Mexican D Puerto Rican D Mexlcon • Puerto Rican D Mexican 0 Puerto Rican 

If Hispanic/Latino ethnicity, D Mexican • Cuban 0 Mexican American O Cuban D Mexican 0 Cuban 
Amarlcan • Other Chicano/a • Other American 0 Other check all that apply · .. Chicano/a Chicano/a 

Has this persqh dellveretj a baby In the .. • No D Yes • No D Yes • No • Yes last 3 months? d 
i i i' 

Did this person have emergeocy c~te In . 
D No D Yes • D Yes • • the last 3 months to save l!fe, otgans, No No Yes 

or bodllv function? 
Doe~ this person nee!f help paylnil 
medical bllls from the last 3 rnonths? • No D Yes • No D Yes • No D Yes If yes, please see additional questions 
In Section B on page 8. 
Does this person have a dlsablllty 

• D Yes • D Yes • • that wlll last at least 12 months or No No No Yes 
result In death? ' 

Does this person need help with • No D Yes • No D Yes • No • Yes nur~lni:1 home costs or In-home care? 
Does this person !!lie VJ!th 11tleast 
one child under the age of 19 and are D No D Yes D No D Yes D No D Yes they the main perstm taking care of 
thlschlld? 

Fks\. Flnt Hr1t 

Mlddlo, Mtddlo Mtd,Jl, 

This person's Mother's Full Name 
(only answer for children) l.ut lnt lait 

M,Jdcn: M.aldc-w M.,ldrin 

Finl first Finl 

This person's i:ather's Full Name Middlo Mld1He Mlddl(' 

(only answer for children) 
l'Ul l,\Sl Lnt 

For help completing this appllcatlon, call toll free: l-800.792-4884 

SPA# KS-14-0012 
DEC 2 2 2014 Approval Date:, _________ _ 
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Persons 1, 2, and 3 (continued) 
Please continue to answer questions about Yourself, Person 2 and Person 3. Write their names on the first line.· 

!/,ii;,· -•c,•··".li;i!i,:;t:;1:;;,;;~i ' ~'7: 'T'i:;' ,' - ,;•;;·•1 .;:{l:7 . <i:)J';1f?I ,, . ;,, -:,,~-•i,~ ,, . 

First and Last Name 
Federal Income Tax Information . 
We have some questions abo~ how vou plan to file vour ta>l!!S, Answer these ciuE!Stlons ~ased on vour currentsltuatlon. 
Based cm yo1,1r current sltuatlt>n, • No D Yes I • No D Yes I • No D Yes 
does this person ~)an to flli ~ federal 
Income tax return? .. If yes, please answer questions 1-3. If no, please skip to question 3 

1. Will dif~.petson fll~jom,tlvwlth • No D Yes • No D Yes • No D Yes a ~nouseJ ~- ·: , 

.·. 
If yes, name of ~~~e 

2. Does this person have any 
dependents on their tax • No D Yes • No D Yes • No D Yes 
return? 

If yes, list name(s) of 
dependents 

; 

3. Is tn/!i per~~. ~alrhed an 
d11pet1dent 011 some9nf¼ else'! • No D Yes • No D Yes • No D Yes 
taxretum? ; 

ifyes, 11st the niime of the tilil 
flier 
How Is this person related to· 
the tax flier? 

. Af'lswer th~ fpllowlns for persqns ~J~.i.6 or Y9U,ni~e~. . ' . . . 

Did this person have ln$urance ,.: 

through a Joi) and '10,e· It wltht6 th~ 
' • No D Yes • No D Yes • No • Yes 

last 3 months? · . '• . 
. .· . ' ' . ••'• 

If ves, ~nd date. !'!JI~ re11s0n, .. ,.:. 
Is this person a full•tlt'rle stud~nt?. • No D Yes • No D Yes • No D Yes 
Was this person In Kansat foster cllre 
at the time of their 181

h blrthdav? • No D Yes • No D Yes • No • Yes 

Does this persor have a parent living • No D Yes • No D Yes • No • Yes outside the home? 

If there is no one else In your home, sklp to Section B at the bottom of page 8. 

For help completing this appllcatlon, call toll free: 1-800-792-4884 

Approval Date:. __ D_E_C_2 _2_2_0_14 __ SPA# KS-14-0012 
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Persons 4, s, and 6 
Please answer questions about Persons 4, 5, and 6 In your household. If you have more people to add, please 

attach another sheet of paper and send It with your application. 

First Name 

MlddleName 

Last Name 

Maiden Name 
What Is this persqn's relatiorlshlp to 

ou? 

Gender 

Date of Birth (mm/dd/vyyy) 

Marital Status 

Does this person live at the sarftl! 
address as ou? · · 

if no, 11st address. 

Does this parson have lncotne? 

In the past year did this person 
(Check all that apply) . 

Self 

D Male D Female 

I I 

• Never Married 

• Married 

D Common-law 

D Divorced 

D Separated 

D Widowed 

D No D Yes 

D Change jobs 

D Stop working 

D Start working less hours 

D Male D Female 

I I 

• Never Married 

• Married 

D Common-Law 

• Divorced 

• Separated 

• Widowed 

D No D Yes 

D No D Yes 

D Change Jobs 

D Stop working 

D Start working less hours 

D Male D Female 

I I 
D Never Married 

• Married 

• Common-Law 

• Divorced 

• Separated 

D Widowed 

D No D Yes 

D No D Yes 

D Change jobs 

D Stop working 

D Start working less hours 

D None of these D None of these D None of these 
Wa need Social Security Numbets (SSNs) liir everyone llj1plyJng/or medr~al assistance, ASSN Is optlot,al for people not applying for medical 
assistance, but providing a SSN can speed up the appl)catton proc~. We use SSl'Js .to ctieck Income and Qther Information to see who Is ellglble for 
help with medical assistance. If someone doesn't have a SSNi call l•sod-772•1213 or visit www.socJa1securltv.gov 

Social Security # 

Is this person applying for medical 
assistance? 

Has this person lived ln a state other 
than Kansas In the last 3 months? 
If yes, when and where? 

Preghant? 

What Is the expected due date? 

How many babies are expected? 

0 No D Yes ·• No D Yes 

If no, skfp to Section .D oit poge 9. 

• No D Yes. D No D Yes 

• No D Yes D No D Yes 
I I I I 

For help completing this application, call toll free: 1-800-792-4884 

SPA# KS-14-0012 Approval Dale:.--.::D:..::E;;.;;;C_2_2_2_0_14 __ 

D No D Yes 

D No D Yes 

D No D Yes 
I I 
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Persons 4, s, and 6 (continued) 
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Please continue to answer questions about Person 4, 5, and 6. Write their names on the first line. 

First and Last Name 
Ooe.s this Pl!f$Ol1 hav, a 8\lardlaij or 
conservator? .•.. ,. · 

If yes, what Is their riame? 

U.S. citizen? 

Race (optional) 
Check all that apJ>IY 

Ethnicity (optJonal) 
If Hispanic/Latino ethnlclty1 

check all that apply 
Has this person delivered a baby rn the 
last 3 months? 
Did this person have emergen'cy cars.In 
the last 3 months to stivellfe, otgans1 
or bodllv funp:lon? · 
Does this person n~d help payirig 
medlcal pl.11s fr~.n'l th.tie~~ m~m~s? . 
If yes, please see addltlotial questions 
In Section B on page 8, ·. . 
Does this person hhvo dlsaplllty 
that wtil last at least 12 months or 
result In death? 
Does this person need help with 
nursing home costs or In-home care? 
Does this person live with a,t least 
one child under the age of 19 a,nd al'il 
they the main person taking care of 
this child? . . .. 

This person's Mother's Pul.1 Name 
(only answer for chlldren) 

This person's Father's Full Name 
(only answer for children) 

D No D Yes 

• No D Yes 

• White • Black 
D Chinen • Allplno 
• Japane,e • Ko, .. n 
• N1Uve Hawillan • Vlatnamos• 
D Other Asian D Asian Indian 
• Guemanlan or D Samoan 

Chamorro D Other Paclflc 
D American Indian blander 

or Ala1ka Native D Other 

• Mexican • Puerto Rican 

• M•xlcan D CUban 
American • Other 
Chicano/a 

• No • Yes 

D No D Yes 

D No D Yes 

• No • Yes 

D No D Yes 

D No D Yes 

Lui 

Makfew 

Finl. 

un. 

For help completing this application, call toll free: 1-800-792-4884 

D No D Yes 

• No D Yes 
I[ no, complete Section Con oaae 8. 

• White • Black 
• Chinese • Flllplno 
• Japanese D Korean 
D Native Hawillan • Vietnamese 
D Other Asian • Asian Indian 
D Guamanian or D Samoon 

Chamorro D Other Pacific 

D American Indian Islander 
or Alaska Natlve D Other 

D Meidcan D Puerto Rican 
D Mexican American • Cuban 

Chicmo/a • Other 

• No • Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

Finl 

last 

Matden· 

Finl 

Mltldleo 

tut 

SPA# KS-14-0012 Approval Date:. __ D_E_C_2_2_2_0_14 __ 

D No D Yes 

• No D Yes 

• White 0 Black 

• Chlnl!le D Allpino 
D Japanese D Korean 

• Native Hawaiian D Vietnamese 
D Other Asian D Asian Indian 
D Guamanian er D samoan 

Chamorro D Other 
• Amerlun Indian Paclnc 

or Alaska Native Islander 
D Other 

D Mexican D Puerto Rican 

• Mexican • Cuban 
American D Other 
Chicano/a 

• No • Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

Flr!.t 

Mkld'e 

L.ut 

Maklen 

Ffrs1: 

Middle 

lalt 
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Persons 4, 5, and 6 (continued) 
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Please continue to answer questions about Person 4, 5, and 6, Write their names on the first line. 

'}1;'](I;t~'.P~J;~~il\J/~Uf{f\rl'f'.(:l J f·ij:> r ff'' Jj/'"' " ··.·Person 6 v ., ,,'! ~.,,-,--;g, ' ''?"~ .. Q,11'. .. · .. ' ' '• ·' 

First and Last Name 
Federal Income Tax information 
We have some auestlons about how vou c Ian to file vour taxes. Answer these questions ba~ed on your current situation. 
Based on your current sltuatloo, does D No D Yes I D No D Yes I D No D Yes 
this person plan to file a federal lncqme 
tax return? If yes, please answer questions 1 - 3. If no, please skip to question 3 · 

1. WIil this pe~on file Jolntly with a D No D Yes D No D Yes s1>ouse? .. 
Ir yes, name of spou~e 

2. Does this person have any D No D Yes D No D Yes deoendents on their tax return? 
If yes, 11st name(s) of 
deoendents 

3. Is this person claimed as a 
dependent on someone else's tax D No D Yes D No D Yes 
return? 

If ves, listthe name ohhe tax flier ·· 
How Is this person related to the ti!)( 
flier? 

Answer the following for persons age 26 or younger 
Did this person have lrtsyrance through a D No D Yes Job and lose It within the last 3 months? 

If yes, end date ~nd reason 

Is this person a full-time student? D No D Yes 

Was this person In Kansas foster care at D No D Yes the time of their 18th blrthdav? 
Does this persor have a parent llvlng D No D Yes outside the home? 

B. Help with medical bills in the past 3 months 

H11ve there.been 11nyi: • ~{ike$· .~ 
during the last 3 f)iont!t~1 ' · 
Peo le movln In.or.out 

Have there beeh ahy. cli,aqsj~fl: .. ~ello~se~o!cl'.'; 0 No O Yes 
Income durln thfl last 3 rnontlis?, ( J., 

C. Immigration Status 

For help completing this application, call toll free: 1-800-792-4884 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

SPA# KS-14-0012 Approval Date:. ___ O_EC ___ 2_2--=2=01,...4_ 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

D No D Yes 

8 
Effective Dale: October 1, 2013 



D. Tell Us About Jobs and Other Household Income 

Worker's Name 
Com an Name 
Com an Address 
Corn an Phone 
Start Date , , 

How many hours work(ng 
er week? 

Gross salary or hourly 

Doan 

What e? 
What ls _the usu~l 11rriourit1 
before deductlpns · -

How often? 

Self-employed person's 
Name 
Business Na'me 
What t e or business I$ It? 
When did tile bushJSS$ 
st11rt? 

I I 

$ $ 

I 

I I I I 

$ 

I I 

$ 

$ 

KC1100 
Revised 09/30/14 

., I 

I 

Yes 

Were taxes flied on this 
Income last year? 

D No D Yes D No D Yes D No D Yes D No D Yes 

What IRS form did you file 
for this Income? 
(Check all that apply) 

Reported Annual Gross 
Income 
Reported Annual Gross 
Ex enses 
Estimated Monthly Income: 
before ex enses 

Monthly expenses 

• 
• 
• 
• 
• 
• 
• 
• 
• 

$ 

$ 

$ 

$ 

Schedule C 

Schedule D 

Schedule E 

Schedule F 

4797 

1065 

11205 

Schedule K 

Other 

For help completing this appllcatlon, call toll free: 1-800-792-4884 

I no, ski to Estimated Month/ Income 

• Schedule C • Schedule C 

• Schedule D • Schedule D 

• Schedule E • Schedule E 

• Schedule F • Schedule F 

• 4797 • 4797 

• 1065 • 1065 

• 1120S • 1120S 

• Schedule K • Schedule K 

• Other • other 

$ $ 

$ $ 

$ $ 

$ $ 

SPA# KS-14-0012 Approval Oate: __ O~E_C_2_2_20_1_4 __ 

• ScheduleC 

• Schedule D 

• Schedule E 

• Schedule F 

D 4797 

D 1065 

• 1120S 

• Schedule K 

• Other 

$ 

$ 

$ 

$ 
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Name of Per~on: 
Type of Into.me: 
tot.al fni:ome This Year: 

Who Is the Income for: 

What WP~ of Income.? 

$ $ $ 

Who gives the money? 
Who Is It given to? 
How rnuch Is given? 

Name of person with deduction 
What type of deduci:lon? 
alltnoh , student loan Interest etc 

How much? $ $ 
How often? 

For help completing this appllcatlon, call toll free: 1-800.792-4884 
DEC 2 2 2014 

SPA# KS-14•0012 Approval Date: ________ _ 
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$ 
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E. Tell us about your Family's Health Insurance 
Answer these questions for everyone who has health Insurance now or had It within the last 3 months. If you do not know 
an answer, write 'unknown.' 

If anyone's Insurance end!!d In the· 
last 3 months1 lease tell us why, 

D No D Yes 

I I 
I I 

Catastrophic Only 

Dental 

Doctor 

Hospital 

Long Term Care 

Medicare Supplement 

Prescription 

Vision 

D No D Yes 

I I 
I I 

Catastrophic Only 

Dental 

Doctor 

Hospital 

Long Term Care 

Medicare Supplement 

Prescription 

Vision 

Other 

D No D Yes 

I I 
I I 

• Catastrophic Only 

• Dental 

• Doctor 

• Hospital 

• Long Term Care 

• Medicare Supplement 

• Prescription 

• Vision 

• 

D No D Yes 

I I 
I I 

• Catastrophic Only 

• Dental 

• Doctor 

• Hospital 

• Long Term Care 

• Medicare Supplement 

• Prescription 

• Vision 

• Other 

For help completing this application, call toll free: 1-8()0.792-4884 

DEC 2 2 2014 
SPA# KS-14-0012 Approval Date: ________ _ 

D No D Yes 

I I 
I I 

• Catastrophic Only 

• Dental 

• Doctor 

• Hospital 

• Long Term Care 

• Medicare Supplement 

• Prescription 

• Vision 

• 

D No D Yes 

I I 
I I 

• catastrophic Only 

• Dental 

• Doctor 

• Hospital 

• Long Term Care 

• Medicare Supplement 

• Prescription 

• Vision 

• Other 

11 
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. Who .~an we c6nta~ ilbOllt emplpY13e't, 
hea~hi:<>vers @ at hi Job? · · 

0 VeiMy 

·· ~:J~v/~-coW pJiiMva{lable only ~o the 
·:anffofy.,ellJ'ess preghims. See above 

D Weekly D Every 2 weeks D Twice a month D Monthly D Quarterly D Yearly 

Date of change (n'lrri/ ~/Willi · I I 
• An employer-sponso~ed he,lt!) plan meets the "m[~h;n~!/t:V!ll~~ ,5tang9r~" ,rf,tjle,pl~.n•i s~~~ of th~.~<$~1 allo,w,ed benefit costs 
covered by the plan Is ho less thiin 60 peJ'.Cent ohuch costs (Sili;tltm 3~B(c)(~)(C)(II) ofthi ln!etnal•R~vfttue Code of).1386 

'' .,, '·, ' . ' '., . ' ' ', ' ' ''. 

For help completing this appllcatlon, call toll free: 1·800-792-4884 DEC 2 2 2014 
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F. American Indian or Alaska Native 

Complete this page If you or family members are American Indian or Alaska Native. 

KCllOO 
Revised 09/30/14 

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or 
urban Indian health programs. They also may not have to pay cost sharing and may get special monthly 
enrollment periods. Answer these questions to make sure you and your family get the most help possible. 
Note: If ou have more eo le to include, make a co of this a e and attach. · 

If no, Is this person eligible 
to get services from the 
Indian Health Service, tribal 
health programs, or urban 
Indian health programs or 

1 through a referral from 
one of these programs? 

D No D Yes 

Oei:taln rnone.yf~~~J:ied111'1,~Y riet $ 
be counted for.M,dicald,9r , } --------
CHIPh Ll~ta~X'"~t~.(ilf11q~A!"': How Often? ___ _ 

~~~r.:;:,aw~~tCrt1~~i~ .. '. .. : 
mon~y from.t.~,s~ SOU~fes: 
• Per t:aplJ~ _payn'lept\fr9i:h a 

tr11>e th~t come (ro/'11 n~t.lll'!l.1 
resl>utet;is, qs4ge rlg~ts;:; 1, 

leas~s, ottqyalties, " 
• PBYtl\81'1~.fr~r:n,/l,Sturar 

re$t>U.tCf!S; tarinfo$,., /, . 
rar~~lng, ~shfr~, leases.·or, . , 
royaltles,Jron, 11:ihd . • .... . i 
d\lslgriate~ alf i'lcilan t\-ust 
land by the Departm{nt of 
lnlerlor (ldcludtng 
reservatlqns and former 
reservations) 

• Money from selling things 
that have cultural 
significance , 

• No 

D Yes 

• No 

D Yes 

-----

If no, Is this person eligible 
to get services from the 
Indian Health Service, tribal 
health programs, or urban 
Indian health programs or 
through a referral from 
one of these programs? 

D No D Yes 

$ _______ _ 

How Often? ____ _ 

For help completing this appllcatlon, call toll free: 1-800.792-4884 DEC 2 2 2014 
SPA# KS-14-0012 Approval Date:. ________ _ 

D No 

D Yes 

D No 

D Yes 

-----

If no, is this person eligible 
to get services from the 
Indian Health Service, tribal 
health programs, or urban 
Indian health programs or 
through a referral from 
one of these programs? 

D No D Yes 

$ _______ _ 

How Often? ____ _ 
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G. Choose Someone to Help You With Your Medical Assistance 

Medical Representative, or 
Facilitator. 

Choose Your Health Plan 
Most people approved for Kansas medical assistance receive services through Kancare. There are 3 Kancare 

health plans to choose from. Please review the Extra Services Highlights flyer and choose your plan. If you 

choose, we will enroll you in that plan if eligible for KanCare. If you do not choose, a plan will be assigned for 
you. If you do not like your assignment, you will have 90 days to change plans. You will receive a packet of 
information about your plan. For more information about these plans, visit www.KanCare.ks.gov 
Note: For persons who are not eligible for a Kancare plan, information about coverage and services will be sent 

separately. 

Amerigroup 
RealSolutions 

• 
• 

SUNFLOWER STATE 
HEAlTH PLAN 

• 
For help completing this appllcatlon, call toll free: 1-800-792-4884 

' UnitedHealthcare" 

• 
SPA# KS-14-0012 Approval Date: __ QEE-lccr--A.2~2~20IH1 .... 4 _ 14 

Effective Dale: October 1, 2013 
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H. Signature Page 

You must sign and date this form before you send it back. If this form is not signed, It will be returned to you. This will 
cause a delay In processing your application. Read the Information below. Sign and Date. 
I underatand: 

I agree: 

I certify: 

I have the right to equal l/8atment regardless of race, color, sex, age, dlsablllty, religion, pollUcal belief, or national origin. 
I have tha right to hava lnfonnaUon I have provided kept confidenUal unless directly related to the administration of Kansas medical assistance 
programs. 
I have to provide or apply for e Social Security number for anyone who Is applylng for heallh benefits and I authorize use of th~e numbers to 
administer Iha program. These numbers will also be used for computer matches with other organizations such as banks, the Social Security 
AdmlnlslraUon, and Internal Revenue Service. 
II ls Important to provide current Income, addre86, and household composition lnfonnaUon, and I am responsible for reporUng changes during the 
appllcaHon process and whlle ellglble. 
Some or all of the people for whom I am applying may receive slmllar health coverage under the Medicaid program If eligible. 
I have the responslblllty lo use and report any third-party resources (such as heallh Insurance, court settlements, medical support payments, 
trusts, conservatorshlps, etc.} that may have a legal ob0gatlon to pay any or all of the medical expense of those for whom I am applying. I 
understand that payment for a particular service may be withheld while a detennlnatlon of failure to use e third-party resource Is made. 
Any payments made to me by a third-party resource for medical services covered under Kansas medical assistance programs wlll be used to pay 
for the applicable medical bllls and that these programs wlll only pay for services not covered by that third-party resource. I agree to cooperate 
with the medical subrogation unit In pursuing those thlrd•party resources. 
If I receive medical assistance after age 54 or while In an Institutional arrangement, there may be a claim against my estate to recover the medical 
expenditures made on my behalf. I understand that my ffnanclal lnstltuUon(s} will be notlfled of a pending claim. 
I have the responslblllty to read and truthfully answer all !he questlons on this appllcalion. I understand that If I provide false or purposefully 
misleading Information on this appllcatlon or hide Information requested by the appllcatlon, I wlll be subject to penalties for my acUons. 
I have the right to request a fair hearing If I disagree with a decision. A written request must be made within 30 days of the decision. 

To tum over any medical support payments for all persons receMng medical assistance If adults In the household are detennlned eligible for 
medical assistance. 
To help Child Support Services (CSS) In establishing and enforcing support orders (ff needed} ff adults In the household are detennlned eligible for 
medical assistance. 
To pay the Children's Health Insurance Program (CHIP) premium each month ff I qualify for that program. The premium may be as lillle as $0 or 
as much as $50 depending on my Income. 

That everyone I am requesting health coverage for- and who Is detennlned eligible for such coverage - Is a U.S. citizen or Is a non-U.S. citizen In 
lawful Immigration status. Proof of lmmlgraUon status may be required, (Exception: persons applying for emergency medical assistance under 
SOBRA) 

• Under penalty of perjury, that my answers are comect end complete to the best of my knowledge. 
I authorll:e: 

Payments under this program to be made directly to the physicians and other medical providers, or managed care organizations for covered 
medical end other health services furnished to those for whom I am applying who are ellglble. 
Medical providers lo release medical Information to the Kansas Department of Heallh and Environment, Division of Health Care Finance (KDHE 
DHCF), the Department for Children and Femllles (OCF), the Kansas Department for Aging and Dlsabnlty Services (KPADS), the U.S. Department 
of Health and Human Services, Insurance companies, and other contracted medical providers. I also authorize KPHE, DCF, and KDADS to share 
medical lnfonnallon for administrative purposes with other agencies and contractors. 
Employers, medical providers, financial Institutions, Insurance providers, benefit providers, and other persons or agencies with knowledge of my 
circumstances, to release to KPHE, DCF, KDADS, or other benefit programs, any Information Including financial and other confidential lnformallon 
necessary to establish my ellglblllty. 

My signature on this application signifies that I have read and understand the conditions above. All Information provided on this applicatlon Is protected by 
state and federal confidentiality laws. This release Is valid from this date. A copy of this authorization Is as valid as the original. 

Signature of Applicant (required) Date 
FOR AGENCY USE ONLY: 

Signature of Other Adult Applying Dale 

Signature of First Witness (If "X" Is used) Date 

Signature of Second Witness (If "X" Is used) Date Would you like to register to vote today? 

Signature of Medical Representative (If appllcable} Date 
No Yes ___ Already registered __ 

For help completing this application, call toll free: 1-800-792-4884 

SPA# KS-14-0012 Approval Date:, __ o,AE~C ........ 2 ..... 2....,2'-\0,..,14- 15 
Effective Date: October 1, 2013 
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You may have to send proof of certain things for us to process your application. You do not need 
to send anything now. We will contact you if we need more information. 

Proof of Income 
If you are reporting that you have a job 
We may need copies of your paystubs for the last 30 

days, or a statement from your employer with your 
gross income (before deductions.) 

If you are reporting that you are self-employed 
You must send your most recent personal and business 
income tax returns, including all pages and 
attachments. 

If you are reporting that you have other Income 
We may need a copy of the check or benefit letter that 
shows the amount of income you get and how often 
you get the payment. 

If you have unpaid medical bills from the past 3 
months and would like help 
We may need copies of all paystubs or checks your 
family has received in the past 3 months. 

Mail your signed application form to: 
KanCare Clearinghouse 

P.O. Box 3599 

Topeka, KS 66601-9738 

or Fax it to: 1-800-498-1255 

Proof of Health Insurance 
If you are reporting that someone in the household 
has other health Insurance 
You must send a copy of the front and back of your 
health insurance card. 

For help completing this application, call toll free: 1·800-792-4884 

Approval Date· .. ___ OE_C_2_2_20_1_4 _ SPA# KS-14-0012 
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION 

• Paper Annlication li.sJ Online Anolication 

TRANSMITTAL NUMBER: STATE: 

KS-14-0012-MC4 Kansas 

Through October 31, 2015, the state is using an interim online alternative single streamlined application. After 
October 31, 2015, the state will use a revised online alternative single streamlined application. The revised 
application will address the issues outlined in the CMS letter, which was issued with the approval of this state 
plan amendment, concerning the state's application. The revised application will be incorporated by reference 
into the state plan. 


