CMS CHIP Eligibility

2102(b)(3) & 2107(e)(1)(O) of the SSA and 42 CFR 457, subpart C

OMB Control Number: 0938-1148
Expiration date: 10/31/2014
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Application Processing

Indicate which application the agency uses for individuels apply ing for coverage who may be eligible based on the applicable
modified adjusted gross income standard:

Screen and Enroll Process

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

0O The single, streamlined application developed by the Secretary in accordance with section 1413(b)(1)(A) of the Affordable
Care Act.

An alternative single, streamlined application developed by the state and approved by the Secretary in accordance with
section 1413(b)(1)(B) of the Affordable Care Act.

4

2 i

An alternative application used to apply for multiple human service programs approved by the Secretary, provided that the
[] egency makes readily available the single or alternative application used only for insurance affordability programs to
individuels seeking assistance only through such programs.

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

Through facsimile machine

The CHIP Agency has coordinated eligibility and enrollment screening procedures in place that are applied ot time of initial
application, periodic redeterminations, and follow-up cligibility determinations. The procedures ensure that only targeted low-
income children are provided CHIP coverage and that enrollment is facilitated for applicants found to be potentially eligible for
other insurance affordability programs,

Procedures include:

DEC 2 2 20

SPA# KS-14-0012 Approval Date; Effactive Date: Qctober 1, 2013
Page 1 of 2




ccms CHIP Eligibility

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

0 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

0 Screening process for individuals who may qualify for Medicaid on a basis other than having houschold income at or below the
applicable MAG! standard, based o n information in the single streamlined application.

The CHIP agency has entered into an arrangement with the Exchange to make eligibility determinations for advanced No
premium tax credils in accordance with section 1943(b)(2) of the SSA.

Redetermination Processing

7 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:

[® Once every 12 months.

0Ol 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.

1f the agency cannot determine eligibility solely on the basis of the information available to it, or otherwise needs additional
{®] information to complete the redetermination, it provides the individual with a pre-populated renewal form containing the
information already available.

Screening by Other Insurance Affordability Programs

The CHIP Agency provides assurance that it has adopted procedures to accept and process electronic accounts of individuals
screened as potentially eligible for CHIP by other insurance affordability prograins in accordance with the requirements of 42

CFR 457.348(b) and to determine 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
0O insurance affordability programs as provided in 42 CFR 457.348 and to furnish CHIP in accordance with requirem ents of 42

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

The CHIP Agency has entered into an agreement with agencies administering other insurance affordability programs to fulfili the
requirements of 457.348(b) and will provide this agreement to the Secretary upon request.

A Dj tement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estim ated 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 information collection. 1f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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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 aduit, you may qualify for coverage through the

Federal Health Insurance Marketpiace at www.healthcare.gov

¢ Free or low-cost medical assistance from Medicaid or the
Children’s Health Insurance Program (CHIP)

¢ If you are not approved for KanCare, your information may be
sent to the Federal Health insurance Marketplace. They will see
if you can get other help paying for medical assistance,

Use this application to see
what choices you have

GO!  would you rather apply online?

Apply faster online Apply faster online at www.applyforKanCare.ks.gov

important! ‘ Is anyone who is requesting medical assistance pregnant?

D Yes D No

Questions about you and the people in your household.......c..counne et n 2

Questions about your job and household income

Agency Use Only

Cutstationed Worker T}

DEC 2 2 2014
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A. Tell us about Yourseif and the People In Your Home

?

Your Name: (First, Middle, Last)

Home Address: Malling Address (if different);
City: State: City: State:
County: Zip: County: Zip:

L1 check here if you dan’t have a home address. You still need to give a mailing address.
Home Phone: ) — Work Phone; ) -
| would like to get information about this application by:

Email: L No T Yes | Emall Address:

Text: ] No O Yes | Cell Phone Number; { } -

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

i
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 possibie.

Here's who you need to include on this applicatlon:
¢ Yourself
e Your spouse
» Your children under 21 who live with you
e 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
e 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 & people in your family, please attach another sheet of paper.

Your information is private.

o 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 application, call tol free: 1-800-792-4884
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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

Middle Name

Last Name

Malden Name

What is this person’s relatinnsﬂlpto

you? self )
Gender 01 male [ remate 01 male [ remale O male O Femate
Date of Birth (mm/dd/yyyy) / / / / / /
O Never Married O Never Married O] Never Marrled
10 Married O Married O married
Marital Status : g Common—Law O Common-Law O common-Law
AL 10 pivorced U bivorced O pivorced
Ol Separated O Separated O Separated
O widowed O widowed Ll widowed
I::;:etsl;!r; sp;;??nyllveatthemme 0 No O Yes O nNo O Yes
If no, list address, :
Does this person have Iricome? [ No O ves O No O yes O no O ves
’ : ; ’f : “ RCEY g Change jobs O Change jobs O Change jobs
In the past year did this pefst;n, . 1a Stop warking O Stop working (| Stop working
(Check ail that apply) a Start working less hours a Start working less hours a Start working less hours
L] None of these L1 none of these I None of these

We need Sacial Security Numbers (SSNs) for averyone applylngfor medical asslstunce ASSN s aptlonal for people not applying for medical
esslstance, but providing a SSN can speed up the spplication process. Weuse SSNsto theck income and other information to see who is eliglbla for
help with medical assistance, f someone daesn't hdve a SSN, call 1:800-772-1213 or vlsltmﬁgﬂgkggﬂﬂﬂ,m

Soclal Security #
14 this person applying for medical O No O vYes O no O Yes O no O ves
assistance? If no, skip to Section D on page 9.
Has this person lived in a state other O no O Yes O no O vYes O no O Yes
than Kansas In the last 3 months?
If yes, when and where?
Pregnant? O no O Yes O no O ves O No O ves
What is the expected due date? / / / / / /
How many bables are expected?
For help completing this application, cail tol! free: 1-800-792-4884
DEC 2 2 20% oo o
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Persons 1, 2, and 3 (continued)

KC1100
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Please continue to answer questions about Yourself, Person 2 and Person 3. Write their names on the first line.

.n.,

First and Last Name »
Does this person have a guardlan or O O
consarvators O No O ves O No O ves No L Yes
if yes, what Is thelr narne? . -
USS. cltizen? Ol No [ ves L No [ ves O nNo [ Yes
. . If no, complete Sectlon C on page 8.
O White O slack 0O white D slack O white 0 glack
O chinese 0O Fitipine O chinese 3 Filipine O chinese 0O Riipine
O japanese O Korean O Japanese 0 Korean O 1apanese O xorean
R 1l N O Nativa Hawaltan [T Vietnamese O Nattve Hawalan [ Vietmamese O NativeHawzilan [ Vietnamese
ace (optlonal) O Other Astan O Adtentndisn | O Other Astan O Asianindian | LI Other Asian O Asien Indien
Check all that apply O Gusmanianor [ Samoan (m} wnor [ o fanor O samoan
Chamorro O Other Pactic Chamorro O other Pacific Chamarro O other
B American Indlan Istander O American indian istander 3 American Indizn Pacific
of Alaska Native | Other of Alaska Native = Other or Alaska Native g"‘:,"d"
. - nr
Ethn)lcity {optional) O Mexican O puertoRican | O Mextcan O puertoRican | O Mexican I puerto Rlcan
If Hispanic/Latino ethnicity, O Mexican 0 cuban O Mexican American O cuban O Mexican O cuban
check all that apply ﬁﬁgﬁ}; Bl other icanofo H other 2:11;::/: H other
Has this person delivered 8 baby In the
lost 3 raonth et ; ' (0 No O ves O No O ves O no O ves
Did this person have amergeﬁcv cara In
the last 3 months to save life, ofgdns, O no O vYes O no O Yes O no O Yes
or bodlly function?
Does this person need help paylng
medical bilis from the last 3 months? O O
If yes, please see additlonal questions L No L Yes No L Yes L No Yes
In Sectlon B on page 8. _
Does this persbn have a disabllity
that will last at least 12 months or 0O No O Yes O no O ves O no O ves
result in death? i
Does this person nead help with 0
nursing 'home,costs,'qr:in-home care? L No Yes L No L Yes L) No [ ves
Does thig person live with et least
one child under the age of 19 and are
they the main persnntaking care of U No U Yes L No U ves U No T ves
this child?
[{£18 Frst First
Middla, Middla Middie
This person’s Mother's Full Name
{only answer for ¢hlidren) tast Last Last
Malden: Waken: Makden
Fust Fiest. Fint
This person’s Father's Full Name Widdie Wi Niddie
(only answer for children) o — —

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

First and Last Nyame

Federal Income Tax Informatkm : ; : L
We have some questlons about how you plan toflie your taXes, Answer thesa' questlons based on your current Situation.

Based on youyr current situation, I No [ Yes l 0O No O Yes I 0 No [T ves
does this person p} an to ﬂleafederal ‘
mmme tax retum? L If yes, please answer questions 1~ 3, If no, please skip to question 3
A WlllthlSparsonﬂIaJomt!ywlth O no [ ves [ No O Yes O No O Yes
) aSpouse? :
If yes, nama DfSpOUSE
2, Does this person have any
dependents on thelr tax O No [ Yes 0 No O ves O No O ves
return? :
if yes, list name(s) Of

dependents

“3,7 !sthtsper n&!alrhedasa s
' dapendengtoonsomeoneeise% O No O ves 0O No [ ves O No O Yes
“tax return?
“Hyes, it the name of the tax
fllar,
How Is this person related to’
thétaxﬂler? ,

_ Answerthe following for persons aze 26 o younger.

Did this persoh have Insuranca

through a job and [oseltwlthlﬁthé/ O No [ ves L) No [ Yes [ No [T ves
lastamonths? it
" Ifyes, énd date and reason

Is this personafulbtlrﬁestuéanﬁ 1 No OJ ves O No O ves [ No O Yes
Was this person In’ Kansaé foster care

at the time of their 18" birthday? L No [ ves [ No [ ves L No D ves
Does this person have a parent living

cutside tha homa? ' O no O Yes O No [ ves [ No O ves

if there is'no one else in your home, skip to Section B at the bottom of page 8.

For help campieting this application, call toll free: 1-800-792-4884
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Persons 4,5, and 6

KC1100
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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 , a
MiddleName o
Last Name ' '
Maiden Name
What Is this persqn's relatlnnshlpto L self
youv ) ’
Gender 0 male [J Female O mate [ Female O male [ Female
Date of Birth (mm/dd/Wyy) . / / / / / /
o O Never Married O Never Married O Never Marrled
a Married O Married O Married
i Common-Law O Common-Law O Common-Law
Matital Status
10 Divorced 'D Divorced O Divarced
: O Separated a Separated O Separated
f 10 widowed O widowed O widowed
Does this person live at the same
address asyou? L U No [ ves D) No [ ves
If no, list address
Does this parsonhaVelncome? O No O ves O No O Yes O no O ves
1O Change jobs O Change jobs O Change jobs
in the past year did this person (] Stop working O Stop working O Stop working
Check all that appl
(Check all that apply) a Start working less hours O Start working less hours O Start working fess hours
O None of these [l None of these O None of these

Wa need Sedal Security Numbers (SSNs) for everyone apblvlng?m‘ medical asslstance. ASSN Is aptlonal for paople not applying for medical
asslstance, but providing a $SN can speed up the appllcatfon pracess, We use SSNs to check Income and gther Informatlon to see who is elfgible for
halp with medlcal assisténce. If someone doesn't have a S5N; call 1~800-772-17.13 or Visit www. soclalsecuritv.goy

Soclal Security #

is this person applying for medical N ) .

oeslstanee? O No O Yes O No O Yes O no O Yes

. if no, skip ta Section D ori page 5.

Has this person lived in a state other

than Kansas in the last 3 months? [ No [ ves . L No [ ves L No O ves

if yes, when and where? o

Preghant? O nNo [ Yes O No O ves O No O ves
What Is the expected due date? / / / / / /
How many bables are expected?

For help completing this application, call tolt free: 1-800-792-4884
6
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Persons 4, 5, and 6 (continued)

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

i ;?MPgrﬁonE ; i‘/_
First and Last Name
Does thls n have a guar i
¢:nservat§$‘;s° e(? d'a" o O No [ ves 0 No O Yes O No O Yes
IFyes, what Is thelr niame? .
U.S. citizen? g 0 No O Yes 0 No O ves [0 No O ves
1l no, complete Section C on page 8,
O white O Black O white O glack O white 0 plack
O chiness O Aipino O chinesa O Fitipine O chinase O Ripine
O Japanese O Korean O Japanese O Xorean O Jlapanese O Korean
| O NativeHawaitan I Vistnamess O Native Hawalian [ Viatnamese O NativoHawallan O Vietnamese
Race (07t|0n8|) -1 O other Astan O astan indlan O othar Astan O Astan indian O other Asian O Asian Indian
Check all that apply : O Guamantanor O samoan s} lanor O w] tan or O samoan
Chamorro O other Pacific Chamorro O other Pacific Chamarro O other
1 O American Indtan Istander O Amerkan Indlan Islander O Amerlcan Indtan Paclfic
; orAlaska Native O other or Alaska Natlve Other or Alaska Native gt‘;"d“’
By
Ethnlclty(opﬂgna]) O mexican O puertoRicen | 3 Mexicen O puentoRican | T Mexean O puerto Rican
if Hlspanlc/Latlno ethniclty, 1 O Mexian O cuban O Maxican American [ cuban O Mexican O cuban
check all that apply | el Dot criano/a D1 other iy
Has this person dellvaredabab nthe
IastSm:nths? / yinthe O no O ves O No [ ves 0 no O ves
Did this person have emergencv care !n
thelastamonthstosavellfe, orgar\s; O no O Yes ] No [ ves O No O ves
or bedlly functlon?
‘Does this person need help paymg
medical bllls from the. last 8 months‘? o
ifyes, pleaseseaadditlonalquestlons  [ No U ves L) No T Yes [ No T ves
in Section B on page 8, i
Does this person have a disabllity
that will last at least 12 months or O No O Yes [1 No O ves [1 No O ves
result in death?
Does this person need help with
nursing home costs or in-home care? [ No [ Yes O no O Yes L No O ves
Does this person live with st Jeast
one child under the age of 19 gnd are
they the main persontaklnzcéreof : L) No T Yes D) No U ves Ll No [ ves
this chlld?
First Fist: Flist
. RO Middle: Middle: Midd's
This person’s Mother’s Full Neme
{only answer for children) Lt tast tast
Malden Malden- Matlen
First, First First:
This person’s Father's Full Name Middi: Middie Widdie
{only answer for children)
ash, Last Last

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

DEC 2 2 2014
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Persons 4, 5, and 6 (continued)

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

KC1100
Revised 09/30/14

T

First and Last Nafme

Federal Income Tax information

Wa have some questions about how you plan to file your taxes. Answer these questions based on your current situation.

Based on your current sltuaﬂon, dogs -

thls person plan to ﬂle a federal Income :

O no O Yes

O No O ves

O No O vYes

tax return? I yes, please answer questions 1~ 3. If no, please skip to question3 -
1. WIi{this personﬂle]ointiywltha
spoised S O no O Yes O no O Yes O No O Yes
IFyes, nama of spouse
2. Does this person have any
dependents on thelr tax return? L No [ ves D) No O ves 0 No D ves
If yes, list name(s) of
dependents
3. s this person claimed as a
dapendentonsnmecne alsestax O No O ves O no O ves O No O ves
return? i
If yes, list the name of the tax ﬂler
How Is this person felated to the tay
filer? L
" Answerthe following for persons age 26 or younger
Did this person have fnsurance through a
job and Ioseitwlth!nthelastamonths? D) No [ ves 0 No O ves 0 No O ves
Ifyes, end date and reason
Is this pertson,afull-timestudent? [J No [0 ves [J no [ ves [ no O ves
Was thls person In Kansas foster care at
the time of thelr 18" birthday? - L No [ ves L No D ves [ No T ves
Does this person have & parent Iiving
outeld the home? [J No [0 ves O No O ves O no O ves

B Help with medical bllls in the past 3 months

during the last 3 munths?

‘DNODYES

(People mov Jgg In, orout)

Have there been ahv changgs I
Income during tht Jast 3 mongh

O No [ Yes

' Ifyes‘ tell usaboutthe Inc me change

C. lmmlgratlon Status

Name
(Fist, Wi, Last)

Dm;umént Type

._Immlgratlon hUmper\ B

immigration status

For help completing this application, call toll free: 1-800-792-4884
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D. Tell Us About Jobs and Other Household Income

“lob2

KC1100
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lob4

Warker’s Name

Company Name

Company Address

Company Phohe L

Start Date

How many hours workfng
per week?

Graoss salary or hourly -
wage

How often are they paid?

Date of next paycheck?

[ [

[ 1

[/

Do any of thesa Jobs Include

tips; commlssions or bonuses? If yes, answer the questions below.. .

L no L ves

DNQD

Yes

O no [ ves

What type?

What Is the usual amodnt?
(before déductlpns) i

Self-amployed parSons it
Name :
Business Name G
What type of busineds ig it?
When did the business
start?
Were taxes flled on this O No [ ves O No O ves O No O ves O No [ ves
Income last year? if no, skip to E: ted Monthly Income
D Schedule C D Schedule C D Schedule C D Schedule C
D Schedule D O Schedule D O Schedule D D Schedule D
O Schedule E O Schedule E (] Schedule E a Schedule E
What IRS form did you file O Schedule F (] Schedule F (] Schedule F O Schedule F
for this Income? - O 479 O a9 O 4797 O 4797
(Check all that apply) O 1065 O 10es O 1065 O 1065
O 11208 (] 11205 ] 11208 O 11208
O Schedule K O Schedule K D Schedule K O Schedule K
O Other O Other O Other D Other
Reported Annual Gross
Income 3 $ > $
Reported Annual Gross
Expenses $ $ $ 5
Estimated Monthly Income: | ¢ s 3 $
{before expenses)
Monthly expenses $ $ $ $
For help completing this application, call toll free: 1-800-792-4884
)]
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o

Nama of Person:

Typeof income: e

Total Income ThisYear: - | § $ S >
Total Incoma Next Veir | $ s $ 2

STy

Who Is the Income for:
What type of Income?
'Who pays thls Incomé?
How much? 13 $ $ $
How cften? S

Who givés the money? ~
Wholsltglvento?
How muich Is glven? .

How often Is It glven?

Name of person with deduction
What type of deduction?

{alimohy, student loan Interest, etc)
How much? s 5 $
How often?

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

HEAlthTH

First and Last Name

KC1100
Revised 09/30/14

\0oOoooooo0

Medicare Supplement
Prescription

Vision

Other

OoOooO0Ooooon

Medicare Supplement
Prescription

Vislon

Other

azssmt:lgerfo hn 0 No O vYes O No O Yes
Follegholdar's hams
Polleykdldar’ 55
Insuranak C&m&éﬁiy
lnsurance Cgmpany A
Date Began- / / / / / /
"Date Ended ;] /  / /[ /
Policy#
Gr‘oup# o
TVpe of Covarage Catastrophlc Only Catastrophic Only Catastrophic Only
‘ChéCk alith tané‘y Dental Dental Dental

Doctor Doctor Dactor

Hospital Hospital Hospital

Long Term Care Long Term Care Long Term Care

OoOoooooood

Medjicare Supplement
Prescription

Vision

Other

O No [J ves 0O no [ ves O No O ves
Pollcyh'qlﬂar’é’ﬁaﬁ
Phllcyhblders’ssN:
insutanég Cdmpany Namé, L
Insurange tombany Address L
Date Began - - /] / / / /
Data Erided / / / / / /
a Catastrophic Only O Catastrophic Only Cl Catastrophic Only
O pental O pental O pental
O Doctor (| Doctor O Doctor
a Hospital ] Hospital O Hospital
a Long Term Care O Long Term Care O Long Term Care
O Medicare Supplement U Medicare Supplement O Medicare Supplement
a Prescription O Prescription O Prescription
O vision [ vision O wvision
O other O Other O Other
Iif anyone's Insurance ended in the
last 3 months; please tell.us why.
free:
For help completing this application, cali toll free: 1-800-792-4884 DEC 2 2 2014
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CEMPLOYEE lnfgrtnﬂﬂun
Employée Name = |
[EMPLOYER ‘inforation.

, Chy, sfate, Zjpdodé
‘Who can we contact about empioyee
hedlth coveraga dtthis job?
‘PhoneNuber - |

Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?
0 No (Stop here and go to the next page)
[ Yes (Please answer questions below)

Bl Addrest |

o

oh'Eitludy fardllv pians)
e t a)dmum dlscuunt

D Yea’rly

‘ D Quirterly

cast plan gvallable only to the
\ess programs, See above

e How much wtll he em
topavinp‘ .mt'rﬁ'

] / : O Weekly O Every 2 weeks O Twice a month O Monthly O Quarterly O Yearly
Datéofchange(m‘mltfd/W)ﬁ £ / /

*An employer~sponsored health plan meets the ”m{nlmu;n valye standard” [f the plan’ ] spare ofthet tal allowed benefit costs
covered by tha plan is ho léss than 50 percent uf guch costs (Sef;ﬂon ﬁBB(c)(Z)(G)(II) of th nr'e?na? Revénue CDdE of 1986

For help completing this application, call toll free: 1-800-792-4884 DEC 2 2 2“14
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F. American Indian or Alaska Native

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

KC1100
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 you have more people to include, make a copy of thls psge and attach

/AN Person 3

.| ¥ 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

- 1| one of these programs?

O No O ves

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

‘ O No O No O No
If yes, glve the nam 11 ves O ves [ ves
tribe, ‘ (
Has this persqn everg {0 no O no 0 no
service fron‘hhe indl 10 ves O ves O ves

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

, AR : O no O ves O no O ves
Gerfaln monay rgce}ved h'\av ngt ¢ 3 $
be counted for Medicait
_CH(I’P{1 Lst any intgr}g‘el(amw How Often? How Often? How Often?
an ; :
yourapp]lcatg{thatlnnluéles . f'
money from, these scmrpes‘. ‘
» ﬁer tapita paymems,afrom 4
trjbe that come from natural
resburces, tsage rightﬂ
leases, orroyalfles
. Paymentsfrom natt
resouress; farm :
‘ranching, Qshfng, leas
royaltles from fand
déslgnated as lhdlan trust:
land by the De;iartn\ent of
Interior (ir?cludlng
reservations and former
reservations)
» Money from selling things
that have cultural
significance
for help completing this application, call toll free: 1-800-792-4884 DEC 2 2 2014
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G. Choose Someone to Help You With Your Medical Asslstance

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 s
Reaisclutons 3% B2 ([} UnitedHealtheare

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

| hava tha right to equal reatment regardless of racs, color, sex, age, disabliity, religlon, potitica! bellef, or national origin.

| have the right to have Information 1 have provided kept confidentla) unless directly relatad to tha administraiion of Kansas medical assistance
programs.

| have to provide or apply for @ Socisl Security number for anyone who is applylng for heaith benefits and | authorize use of these numbers to
administer the program. These numbers will also be uaed for computer matches with other organizatlons such as banks, the Social Security
Administration, and intemal Revanue Senvice,

It is impaortant to provide current income, address, and housaehold composition information, and | am responsible for reporting changes during tha
application process and while ellgible.

Some or all of the people for whom | am applylng may recaive similar health coverage undar the Medicald program if eligible.

| have the responsibiiity to use and report any third-party resources (such as haalth insurance, court seftlemants, medical support payments,
trusts, conservatorships, etc.) that may have a lagal obligation to pay any or all of the medical expense of those for whom | am applying. |
understand that payment for a particular service may be withheld whila & determination of faliure to use a third-party resource is made.

Any payments made to me by a third-party resource for medical services covered under Kanses medical essistance programs will be used to pay
for the applicable medica! biils and that thase programs wiii only pay for services not covered by thet third-party resource. | agree to cooperate
with the madical subrogation unit In pursuing those third-party resources.

If | receive medical assistance after age 54 or while In an Instiutions! arrangement, there may be a cleim ageinst my estate to recover the medical
expenditures made on my behalf. | understand that my financial Institution(s) will be nottfied of & pending claim.

1 have the responsibliity to read and truthfully answer all the questions on this appiication. 1understand that if | provide false or purposefutly
misleading information on this application or hide Informetion requested by tha application, i will be subject to penalities for my actions.

| have the right to request a fair hearing if | disagree with a declsion. A writlen request must be made within 30 deys of the decision.

To turn over any medical support payments for ell parsons receiving medical assistanca If sduits in the household are determined eligible for
medical assistance.

To heip Child Support Services (GSS) In establishing and enforcing support orders (if needed) if adults in the household are determined efigible for
medical assistancs. -

To pay the Children’s Health Insurance Program (CHIP) premium each month if | quelify for thet program. The premium may be es littla as $0 or
28 much as $50 depending on my income.

That everyone | am requesting heallh coveraga for - and who {8 determined eliglble for such covsraga —is a U.S. cftizen or I8 a non-U.S. citizen in

lewful Immigration status. Proof of Immigratlon status may be required, (Exceplion: persons applying for emargency medicel assistencs under
SOBRA)

Under penalty of perjury, that my answers are correct end complete to the best of my knowledge.

| authorlze:

Paymaenis under this program to be made direclly to the physiclans and other medical providers, or managed care organizations for covered
medical and other health servicas fumishad to those for whom | am applyling who are eligible.

Medical providers to releese medical Information to the Kansas Department of Health and Environment, Division of Health Care Finence (KDHE
DHCF), the Department for Children and Families (DCF), the Kansas Depsrtment for Aging and Disablity Services (KDADS), tha U.S. Dapartment
of Health and Human Servicas, insurance companles, and other contracted madicel providers. | also authorize KDHE, DCF, and KDADS to share
medical information for administrative purposes with other agencies and contractors.

Employers, medical providers, finenclal institutions, Insurance providers, benefit providers, and qther persons or agencles with knowledge of my
circumstances, to release to KDHE, DCF, KDADS, or other bensfit programs, any informstion Inciuding finenclal and other confidential Information
necassary to establish my elipibllity.

My signature on this application signifies that | have read and understand the condltions above. All Information provided on this appilcation s protected by
state and federal confidentiality laws. This releasa is valid from this date. A copy of this euthorization is as valid as the orlginal.

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

Signeture of First Witness (if “X" Is used) Date

Signaturs of Sacond Witness (if °X” is usad) Date Would you like to register to vote today?
Signalure of Madical Representative (T applicable) Date No____ Yes_____Already registered

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

For help completing this application, cali toli free: 1-800-792-4884

SPA# KS-14-0012 Approval Date;

DEC 2 2 2014

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.
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

[ Paper Application X Online Application

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.




