SECTION G

HHSC FORMS




Billable Medicaid Types by Programs

Coverage Type Description HCS | TxHmL | GR
Code Program
RorP 01 TANF Basic X X X
RorP 02 Grandfathered LTC Also MBI X X X
RorP 03 Pickle X X X
RorP 04 Medicaid for Deceased Individual X
RorP 07 Earnings Transitional X
RorP 08 Foster Care-Federal Match- with Cash X X X
RorP 09 Non-AFDC Foster Care X X X
RorP 10 State Foster Care-A X X X
RorP 11 SSI Prior X
RorP 12 Manual §SI1 X X X
RorP 13 Standard SSI X X X
RorP 14 1915 (¢) Waivers (CLASS, MDCP, DBMD, CBA, SPW) X
RorP 14 Special Income Limit (LTC Facility) X
RorP 15 Adoption Assistance-No federal Match X X X
RorP 18 Disabled Adult Child (aka DAC) X X X
RorP 19 SSI Denied Children X X X
RorP 20 Child Support Transitional X
RorP 21 Adoption Assistance-Federal Match X X X
RorP 22 Disabled Widow X X X
R or P 23 SLMB-QI
RorP 24 QMB
RorP 25 QDWI
RorP 29 State Time Limit Transitional X X X
RorP 37 EID Transitional X
RorP 43 Children Under 1 yrs X
RorP 44 Children 6 to 19 (income based) X X X
R orP 45 New Born Children X
RorP 47 Children Denied TANF with applied Income X X X
RorP 48 Children 1 to 5 income based X X X
RorP 51 Rider 51-1CF-1DD, SSLC, Nursing facility X
RorP 61 TANF State Program X X X
RorP 78 PCS Medicaid Federa! Match no Cash X
RorP 79 PCS Medicaid No Federal Match No Cash X
RorP 80 PCS Medicaid Federal Match with Cash X
RorP 81 PCS Medicaid No Match with Cash X
RorP 82 ACA (CPS/APS) X X X
RorP 87 Medicaid Buy in (MBI) X X X
RorP 88 Medicaid Buy In for Children (MBIC) X X X
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CHECKLIST FOR ADULT/CHILD APPLICATIONS THRU HHSC

. Application for QMB, SLMB, Ql-1, ME Waiver, DAC, MBI, MBIC
a. Form H1200

b. Form H1200MBI

¢. Form H1200MBIC

d. Form 1746-A

_ Authorization to Furnish Information — Form HO003

. Forms to accompany Medicaid Buy In Applications (H1200MBI &
H1200MBIC)

a. Disability Determination Socio-Economic Report —H3034

b. Medical Information Release/Disability Determination — H3035

c. Employment Verification Form 1028-MBIC or 1028




What's Medicaid?

Medicaid is a joint federal and state program that helps with medical costs for .
some people with limited income and resources. Medicaid may also cover services
not normally covered by Medicare (like long term supports and services and
personal care services). Each state has different rules about eligibility and applying
for Medicaid. If you qualify for Medicaid in your state, you automatically qualify
for Extra Help paying your Medicare prescription drug coverage (Part D).

You may be eligible for Medicaid if you have limited income and are any of
these:

+ 65 or older

+ A child under 19

« Pregnant

» Living with a disability

. A parent or adult caring for a child

« An adult without dependent children (in certain states)

« An eligible immigrant

In many states, more parents and other adults can get coverage now. If you were
turned down in the past, you can try again and may qualify now.

When you enroll, you can get the liealth care benefits you need, like:

+ Doctor visits

Hospital stays

» Long-term services and supports

Preventive care, including immunizations, mammograms, colonoscopies,
and other needed care

+» Prenatal and maternity care

« Mental health care

« Necessary medications

. Vision and dental care (for children)

You should apply for Medicaid if you or someone in your family needs health
care. If you aren't sure whether you qualify, a qualified caseworker in your state
can look at your situation. Contact your local or state Medicaid office to see if you
qualify and to apply. To get information about your state’s Medicaid program, visit
HealthCare. gov/do-i-qualify-for-medicaid.




. _Dual ellglbslity

‘Some people who are ehglble for both Medicare and Mechcald are called dual

L --eligibles.” If you | have Medicare and full Medlcaid coverage, most of your health care
{ . costsare hke]y covered ' i o -

£ You can get your. Medlcare coverage through Ongmal Medxcare ora Medlcare

| Advantage Plan (like an HMO or PPO). If you, have Medicare and full Medicaid,
| Medicare covers your PartD prescnptxon drugs. Medlcald may st1ll cover. some
L 'drugs and other care that Medlcare doesnt COver, el o

For more information on Medicaid, visit HealthCare.gov/do-i-qualify-for-medicaid.

If you have questions about Medicare, visit Medicare.gov, or call 1-800-MEDICARE
(1-800-633-4227). TTY users should call 1-877-486-2048.
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This guide tells you how to use
your Medicaid benefits.

[mportant:

i

Pick one doctor or clinic for your health care.

Get prescriptions only from your main doctor
or specialists that your doctor refers you to.

Try to use one drug store at one location to
get all of your medicine.

De not get the same type of medicine from
different doctors.

Use an urgent care clinic or the emergency
rocm only when you need treatment right
away.

Tell us if you need an interpreter to talk to us
in your {anguage or sign language.

Take the Your Texas Benefits Medicaid card to
doctor visits and to the drug store.

Do not fet anyone else use your Medicaid card.

if you have a doctor visit and you can't make
it, call the doctor’s office to cancel. Then set
up a new doctor visit.

B Tell us about changes to your case within 10
days of the change. You can report changes
by togging in to YowrTexasBenefits.com or the
Your Texas Benefits mobile app. You also can
call 2-1-1 or 1-877-541-7905 (after you pick a
language, press 2). Tell us about changes in
things such as:

B Your address or phone number,

i)

The bills you pay.
% Pepple living in the home.
% Amount of money you earn.

o Insurance (including health insurance
premiums).

if you need help with this guide, call the free
Medicaid Help Line at 1-800-335-8957.
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{zet Help on the Phone

e

Medicaid Help Line
1-800-335-8957

7 a.m. to 7 p.m., Central Time
Monday to Friday

Call this number to:

2 Find a Medicaid doctor.

Learn more about Medicaid services.

Texas Health Steps

1-877-847-8377

8 a.m. to 6 pmn., Central Time

Monday to Friday

Calt this number to get help finding a Texas
Heaith Steps doctor, dentist, other provider, or
someone to help you find and get other services
(case manager). Texas Health Steps is for

babies, children, teens, and young adults 20 and
younger who have Medicaid.

Rides to the Doctor, Dentist,
Therapist, or Drug Store

Call the number below for your area if you need
a ride to get to your Medicaid provider. You

must cali at least two days in advance.

Houston / Beaumont area: 1-855-687-4786
Datlas / Fort Worth area: 1-855-687-3255

All other areas: 1-877-633-8747 {1-877-MED-TRIP)

sHEEE e Lo

Finding Help in Texas

2-1-%

Dialing 2-1-1 is a free, easy way to find out about
services you can get in your area or through
state programs. Call 2-1-1 to:

Report changes to your case. (You should do
this within 10 days of the change.)

B Check your Medicaid benefits.

® Check that we received items you sent us.

Find services in your area such as child care,
food pantries, help paying utilities, low-cost
legal help, and more.

® Report fraud, waste, or abuse in any of the
state’s health and human services programs.

You aiso can go to the 2-1-1 Texas website,
wurw.2i1Texas.org, to find services in your area.

Complaints about Medicald
Services

211 or 178770417905

8am.to s pan., Central Time

Mondavy to Friday

If you have a complaint, call 2-1-1 or
1-877-541-7905 (after you pick a language,
press 2). If you stilt need help, call
1-877-787-8999.



Get Help on the Web and on

YourTexasBenefits.com
On this site you can:

% Check your benefits and report changes to
your case.

# Renew benefits and apply for other programs.

# Upload files and forms we need from you.

¥ Sign up to receive text or email alerts about
your case.

Click on Manage > Medicaid & CHIP Services {in
the Quick Links Section) > View Services and
Avaitablie Health information if you need to:

# View your Medicaid services.

9 View, print, or order a new Medicaid card.

# Choose whether or not to share your health
information with doctors.

% View your eligibility and program infermation.

B Adulis with Medicaid can view their available
health infermation, such as:
#  Health events.
®  Prescription medicines.
g Vaccine information.
& Test information.
B Ppast Medicaid visits.

Have a smartphone or tablet?
Look for these codes in this guide
to be taken directly to important

websites.

n Your Smartp

g

Your Texas Benefits app for
smartphones
With this app you can:

® Repori most changes to your case.

Upload pictures of files and forms.

]

View files and forms you send to us and we
send 1o you,

15

Receive alerts about your case.

My ChildvensMedicaid.org

On this site you can:

¥ Learn more about your child's Medicaid
benefits.

2 Learn more about Texas Health Steps.

¥ Learn more about cther available services.

On this site you can:

" Learn about other benefit programs.
B Find resources near you.

8 Learn about ways to stay healthy.

@ Report Medicaid abuse or fraud.






What Medicaid Covers

Medicaid pays for many health-care services.
Here are some examples:

2
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Doctor and clinic visiis.

Hospital visits.

Emergency care.

Medicine.

Medical equipment and supplies.
Glasses.

Tests and X-rays.

Family planning.

Pregnancy and childbirth care.
Mental health treatment.
Treatment for drug or alcohol abuse issues.
Personal care services.

Care in a nursing home or other place of
care.

Care in your home.
Rides to your doctor, dentist, or drug store.

Speech therapy—help learning to speak
again ar speak better.

Physical therapy—help learning how to
move around better or become stronger.

Gccupational therapy—help learning how to
do everyday activities like getting around
your home, getting in a car, and getting
dressed.

To find out about other services, call the
Medicaid Help Line at 1-800-335-8957 or

the Texas Medicaid Call Transfer Line at
1-800-252-8263 from 7 a.m. to 7 p.m., Central
Time, Monday to Friday.



Using the Your Texas Benelits
Medicaid Card

What is the Your Texas Benefts

Medicaid card?

It's your permanent Medicaid D card. The
card is plastic and it has your name, Medicaid
ID number, and cther facts you need to get
Medicaid services.

How often will | get a new card?
You will get a new Medicaid card:

2 When you are first approved for Medicaid.

If your card is lost, stolen, or damaged and
you ask for a new one.

You can keep using your Medicaid card even

if you change your medical or dental plan. We
will not send you another Medicaid card unless
your card is damaged, lost, or stolen.

P et G
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What if I don't have a doctor or iy
doctor doesn't take Medicaid?
% Call the Medicaid Help Line at 1-800-335-8957.

# Find a doctor who takes Medicaid by going to:
“hhs.texas.gov > Services > Questions About
Your Benefits > Find a Doctor.

H .'Y_Q.Li.t_‘ Health Care Guide-

- weekend hours. You must go to a clinic that

. 1-800-335-8957. Call 7 a.m. to 7 p.m., Central
Time, Monday to Friday.

When do Tuse the Medicaid 1D pard?

Carry the card with you—just like your driver’s
license or a credit card. Take it with you every
time you:

B Visit your Medicaid doctor, dentist, or therapist.
Get medicine at the drug store.
Go to the hospital.

Your Medicaid ID number will be checked tc make
sure you're covered by Medicaid.

What i 1 lose rovy card?

If you lose your card, or have problems using it,
calt 1-855-827-3748. if you don't have your card,
you can still go to your doctor, dentist, therapist,
or drug store. Before your visit, they will need

to make a call or go online to make sure you're
covered by Medicaid. You may also log on to
www.YourTexasBenefits.com to order a new card,
print out a temporary one, or view it on your
smartphone.

How will [ know when to use the emergency
room or an urgent care clinic?

The first time you visit your Medicaid docter, ask
what health problems you should call him or her
about. Also, ask if your doctor's office is open in
the evenings or on the weekends, or if they have
a number you can call after hours. This will help
you aveid going to the emergency room when it's
hetter to go to the doctor’s office. Most health
problems do not need a trip to the emergency
room.

Go to an urgent care clinic if:

You need treatment right away.
B You can't visit with your doctor.

and
® |t's not an emergency.
Urgent care clinics usually have night and

takes Madicaid. To find one near you, call

2N



Getting the Medicine You Need

How do T get my medicine?

2]

Medicaid pays for most medicine that your
doctor says you need. Your doctor will write
a prescription so you can take it to the drug
store.

Children 20 and younger don't have a limit on
medicines,

Most adults (age 21 and older) have a limit of
3 medicines each month.

Medicine that helps you quit smoking doesn't
count toward the limit of 3 medicines.

Find a drug store that takes Medicaid.
Use the same drug store every time.

Getiing Medic

Medical supplies
and equipment don't
count toward the
limit of 2 medicines
‘per month for
adulis.

What if my medicine needs "pre-approval”?
Some medicine needs to be pre-approved
before you can pick it up from the drug

store. The drug store will need to get this
pre-approval from your doctor. If they can't
reach your doctor right away, they should give
you a 3-day supply until your doctor approves
the medicine.

How do T find a drug store
i?

thai takes Medicsid?

Call 2-1-1 or the Medicaid Help Line at
1-800-335-8957,

¥ (o to hhs.texas.gov > Services > Questions
About Your Benefits » Find a Drug Store.

al Supplies and Equipment

You can get the following supplies at drug
stores that take Medicaid:

% Diabetic supplies such as test strips, syringes,

needles, monitors, and lancets.

® Spacer for inhalers to treat asthma or other

respiratory diseases.

® Oral electrolyte solutions such as Pedialyte

and Oralyte.

% Hypertonic saline solution for inhalation to

treat cystic fibrosis

# vitamin and mineral products if you are age

20 and younger.

Call 1-800-335-8957 to find a drug store that
can help you get other supplies or equipment.
Other supplies and equipment can inctude:
Wheelchairs.
Bathroom equipment.

- @ Crutches.

Cwredicaid Help Line: 1-8D0-335-8957



(zetting a Ride fo the Doctor, Dentist, o

What if [ need a ride?

Children with Medicaid and their parent

or guardian can get free rides to and from
Medicaid-covered visits. Adults with Medicaid
can get free rides, too. You can get rides to:

E Pick up medicines covered by Medicaid at a
drug store.

Go to a Medicaid doctor, dentist, or
therapist.

B Go to get lab tests.

Another person (such as a caregiver) can
travel with an adult if a doctor agrees that
help is needed. Help for the adult rider can
include help with physical needs or language
translation. We can send your doctor the form
that he or she will need to fill out. Your doctor
will need to fill cut this form before the
caregiver is allowed to go.

How do | set up a ride?

You must call at least 2 weekdays {(Monday to
Friday) before you need a ride. iIf it will be a
long ride, or the doctor is in another county,
call at least 5 weekdays ahead. When you call,
you will need to give:

¥ Your Medicaid number.
® The address where you will be picked up.

B The name, address, and phone number of
the doctor or drug store you're going to.

B The day and time of your healthcare visit.
® |f you need to go to a drug store, give the
day and time that your medicine will be

ready.

Tell us if you or your children have any special
needs so we can send the right type of -
vehicle. For example, if you use a wheelchair,
we can send a van with a wheealchair ramp.

I Your Health Care Guide

whado Feall for aride?
The number you call to set up a ride depends
on where you live.

Dallas / Fort Worth area:

Call 1-855-687-3255 if you live in one of these
counties: Dallas, Denton, Ellis, Erath, Hood,
Hunt, johnson, Kaufman, Navarro, Palo Pinto,
Parker, Rockwall, Somervell, or Tarrant.

Houston / Beaumont area:

Call 1-855-687-4786 if you live in one of these
counties: Austin, Brazoria, Chambers, Fort Bend,
Galveston, Hardin, Harris, Jasper, Jefferson,
Liberty, Matagorda, Montgomery, Newton,
Orange, Polk, San Jacinto, Tyler, Watker, Waller,
or Wharton.

All other areas: Call 1-877-633-8747
(1-877-MED-TRIP),

What kind of ride can I get?

You can get rides by bus, van, car, or taxi. If
you need to go a long distance, travel by plane
might be approved.

If you have a car, you might be able to get paid
back by the mile for your trip.

Someone you know {family, neighbor, or friend)
can give you a ride and get paid back by the
mile. The driver must apply with the Medicaid
Transportation Program before they can start
getting paid to give rides.

To learn more:

¥ Go to hhs.texas.gov > Services > Questions
about Your Benefits > How to Get a Ride to
the Doctor, Dentist, or Drug Store.




Help for Mental Health or Drug or Alcohol Abuse [ssues

What kind of help can 1 get?
Medicaid covers many mental health and
substance abuse services, including:

B Avisit to find out what type of help
you need.

% Counseling.

Tests,

Medicine.

Hospital care.

% Drug and alcohol treatment.

Reporting Accidents

What if [ have an accident?

If Medicaid paid for medical care that you

got for an accident or injury, you must call
1-800-846-7307 (option 3). Call 8 a.m.to 5 p.m,,
Central Time, Monday tc Friday.

When you cali, give:

8 Your name,

® Your Medicaid ID number. This is on your
Medicaid card.

B Date of the accident or injury.

Also, give the name, address, and phone number
of your lawyer or insurance company if:

¥ You have a lawyer working for you.

® There is an insurance company involved.

& You hRled a claim Tor this accident or injury.

How do L get help for mental health

ordrug or alcohol issues?

Ask your doctor to help you find a provider who
fits your needs. A provider can be a doctor,
therapist, hospital, community mental health
center, or drug abuse treatment facility.

To learn more:

¥ Go to hhs.iexas.gov > Services >
Health » Mental Health & Substance Abuse

2 Go tc www.mentathealthti.org

If vou've had an accident or suffered an injury,
and Medicaid paid for your medical care, be
sure to call us right away.

You also must tell us about any legal cases
you or your family file for being hurt. Tell us
the name and address of the lawyer working
on your tegal case. Also tell us the name of the
insurance involved in the case. Follow all of
these rules to keep your Medicaid benefits.

You can fax your information to 1-512-514-4225

(not toll-free) or mail your information to:

TMHP/TORT
PO Box 202948
Austin, TX 78720-2948

\

Medicaid Help Ling: 1-800-335-8957 |

9



Other Health Insurance

i Lhave other insurance, can |

still get Medicaid services?

You can still get Medicaid even if you have
other insurance. If a Medicaid doctor takes
you as a Medicaid patient, the doctor must file
claims with your other insurance first.

You must tell us about any other health
insurance you have. This includes insurance for
medicine. You also must telt us if:

You lose your insurance.
B You get new insurance.

To tell us about your other insurance, call
1-800-846-7307. You can call 7a.m. to 7 p.m,,
Central Time, Monday to Friday. You can
also call if you have guestions about other
insurance.

How does HIPP work?

With HIPP, you don't lose your Medicaid
benefits. HIPP pays you back for the money
taken out of your paycheck for health
insurance. When you see a Medicaid doctor
for a covered service, Medicaid pays your
co-pays and deductibles. Family members
who are covered by your work's health plan
but who don't get Medicaid must pay their
own co-pays and deductibles.

To learn more:

% Call the HIPP helpline 1-800-440-0493,
7 a.m.to 7 p.m, Ceniral Time, Monday to
Friday.

% G0 to GetHIPPTexas.com.

T3t vour Healih Care Guide

Wil Medicaid help me pay

for other insurance?

The Medicaid Health Insurance Premium

Payment (HIPP) program might pay you for

your employer-sponsored insurance premiums

if:

Someone in your family gets Medicaid. It
could be you, your spouse, or your child.

and

Someone in your family can get health
insurance at work.

You might be eligible for HIPP if it costs the
Medicaid program less money to pay for your
employer-sponsored insurance premiums than
it would to pay for your Medicaid services.




Medicaid Buy-In Programs

What are the Medicaid Buy-In programs?
Medicaid Buy-In programs offer health-

care services to peopie who make too much
money to get other types of Medicaid. Buy-in
programs allow some people to get Medicaid
by paying a monthly fee. Services can include
community-based services and supports.

To be in the Medicaid Buy-In program, a
person must:

B Have a physical, intellectual,
developmental, or mental disability.

a Work.
2 Live in Texas.
and

Not tive in a state institution or
nursing facility all the time.

How do [ renew Medicaid benefits?
Most people must renew their Medicaid
benefits every 12 months. You will get a
renewal letter from us that tells you if

we were able to renew your health-care
benefits with the facts on file for you. If we
need more items from you, the letter will
(et you know. You can renew your benefits
by:

{1) Going to YourTexasBenefits.com
(2) Calling 2-1-1

or

(3} visiting a benefits office.

If you have gquestions, call 2-1-1 or

1-877-541-7905 (after you pick a language,
press 2).

Medicaid Buy-in programs offer health-care
services to people who might not qualify for
Medicaid.

The Medicaid Buy-In for Children program is
for children 18 and younger who:
Aren't married.

¥ Meet the same rules for a disability that are
used to get Supplemental Security Income
(SSI). The child doesn't have to get SSI.

and

B Live in Texas.
To learn more:

Go to hhs.texas.gov > Services »
Health > Medicaid and CHIP.







Medical and Dental Care with
Texas Health Steps

Texas Health Steps is for people 20 and
younger who have Medicaid.

Texas Health Steps services include:

Free medical checkups starting at birth.

“ Free dental checkups starting at 6 months
of age.

¥ Acase manager to help you find and get
other services.

Texas Health Steps will help you:

“ Find a doctor, dentist, or case manager.
® Set up doctor and dentist checkups.
# Learn about services for your child.

% Get a free ride to checkups or the drug
store.

Children need checkups even when they are
healthy.

Medical and dental checkups will:

“ Help find problems before they get worse
and are harder to treat.

¥ Prevent health problems that make it hard
for your child to learn and grow.

# Help your child have a healthy smile,
When is the right time for a Texas
Health Steps checkup?

Texas Health Steps will send you a letter
when your child is due for a medical or
dental checkup. Even if your child is not
due for a checkup, Medicaid will pay for
health services if your child is sick or in pain.
Medicaid also will pay to treat other health
issues found during a Texas Health Steps
checkup.

To learn more:
= Call 1-877-B47-B377 or 2-1-1.

% Go to MyChildrenshMedicaid.org

¥



Halp for Children who are Blind or
Visually Impaired

If you have a chitd who is blind or visually
impaired, the Blind Children's Vocational
Discovery and Development Program may be
able to help. A specialist can work with you to
create a family service plan. This program can:

¥ Help you manage your case and meet your
child's needs and full potential.

% Help your child to be active in the
cemmunity.

= Help your child in finding and developing a
career.

U Give training in areas such as cooking,
money management, social activities, and
personal care.

To learn more:

B Call 1-877-787-8999, pick a language, and
then select Option 3

%GO to hhs.texas.gov » Services » Disability »
Blind and Visually Impaired.

)

Help for Children with Disabilities
or Delays in Growing or Learning
Children 2 and younger who have disabilities
or delays in growing or learning can get special
help. We can check to see if your child’s growth
and learning are on target. If any issues are
found, we will check 1o see what services your
child can get.

To learn more:

B Call 1-877-787-8999, pick a language, and
then select Option 3.

B Go to hhs.iexas.gov = Services > Disabitity »
Earty Childhood Intervention Services,

P
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How to Get Extra Help

Ask a case manager to help you if:
2 Your child has a health issue, disease, or

disability (such as asthma, diabetes, or
mental health issues).

B Your child is at risk for certain health issues
(due to things such as your family's health
history or growing or eating issues).

A case manager can:

“ Help you work with doctors to get medical
services.

“ Help you with family, school, housing, and
other concerns you have.

% Help you get medical equipment and
supplies.

B Help you work with other agencies.
To fearn more:

4 Call 1-800-252-8023,

% (o to www.dshs.lexas.gov/caseman

Children grow and learn more in their first 3 years
than any other time in their lives. Is your baby
having a hard time learning to sit up, walk, or talk?
If yes, talk to your child’s doctor or:

" Call 1-877-787-8999, pick a language, and then
select Option 3.

# Go to hhs.texas.gov > Services > Disability > Early
Childhood Intervention Services.




The Medicaid for Pregnant Women Program offers
Medicaid benefits during pregnancy and up to

2 months after the birth of the baby. Services
include:

 Doctor visits.

# Tests and X-rays.

® Labor and delivery.

# Hospital care.

The Medicaid for Breast and Cervical Cancer

(MBCC) program may be able to provide full

Medicaid benefits for women who:

9 Are 18 to 64 years old.

----- ' Have breast or cervical cancer.

----- I Have early signs of breast or cervical cancer.
' Have no other health insurance.

To see if you qualify, contact & Breast and
Cervical Cancer Services clinic. Call #-1-2 or go to
s.ove for clinics near you.

RS AT A R A

Medicaid (Title XIX) Family Planning services
include:

Family planning annual exams.
Farnily planning office visits.

Tests and X-rays.

“ Birth control.

@ Drugs and supplies.

@ Medical counseling and education.

“ Sterilization and sterilization-related
procedures.

If you don't qualify for Medicaid Family Planning
services, you might be able to get services from
the Healthy Texas Women Program or the Famity
Planning Program.

For guestions or to find a doctor, call
S-205-8957 from 7 a.m. to 7 p.m
Cen‘ual Time, Monday to Friday. After you

pick a language, select Option 5. Or go to




Long-Term Services and Supports

if you are 65 or older, or if you have a disability, you might
be able to get help with personal care, cleaning the house
and health care.

You must apply for and be approved to get services.
Depending on your needs, you can get services at home, in
an adult day care center or assisted living facility.

A Texas Health and Human Services case manager can
help you get the services you need. Examples of long-term
services include:

¥ Help dressing, bathing and using the bathroom.

B Help fixing meals, grocery shopping and eating.

# Help with cleaning house and doing taundry.

B Hospice services (end of life care).

2 Day care outside the home, such as in a day activity
and health services center.

& Residence in an adult foster care facility.
@ Skilled nursing care.
% Respite care (provide relief for the caregiver).

2 protective supervision (supervision for people with
memory impairment or physical weakness).

B Dental and minor home modifications.
To learn more:

B Call 1-855-937-2372.

B (o to hhs.iexas.gov > Services >
Aging > Care for People 60+

¥ Go to hhs.texas.gov > Services »
Disahility > People with Medical ot Physical Disabilities
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Medicaid Program Rules
If you get Medicaid, you must follow these rules:

Pick one doctor or clinic to visit when you
need care.

# Be sure your main doctor and any specialists
you see are the only doctors that give you
prescriptions.

B pick one drug store and try to use it all
the time.

® Do not get the same type of medicine from
different doctors.

B Do not use the emergency rcom if you don't
have an emergency.

I you don't follow these rules, you might be put
in the Medicaid Lock-in Program. This program
might limit which doctor and drug store you can
use. You also might be put in this program if you
commit Medicaid fraud or abuse services.

We will let you know if you are going to be put
in the Lock-in Program. People in this program
still get Medicaid benefits. To learn more, call
1-800-436-6184 (pick option 8).

Report Medicaid Waste, Abuse, or Fraud

Let us know if you think a doctor, pharmacist,
other health-care provider, or a person getting
Medicaid is doing something wrong. Deing
something wrong could be waste, abuse, or
fraud, which is against the law. For example, tell
us if you think someone is:

B Getting paid for Medicaid services that weren’t
given or necessary.

B Getting Medicaid services that are not
approved.

% Not telling the truth about a medical condition
to get medical treatment.

B |etting someone else use your Medicaid card.

B |sing someone else's Medicaid card.

% Not telling the truth about the amount of
money or assets he or she has.

To report waste, abuse, or fraud, you can do one

of the following:

B (o to https:/foig.hhisc.iexas.gov Click on
“Report Fraud.” Filt out the online form.

# Call 2-800-436-6184.

Call 2-1-1 instead, then press 3.

% Mail a letter to report a doctor, pharmacist, or
other provider tc:

Office of Inspector General

Intake Resolution Directorate / Mait Code 1361
PO Box 85200

Austin, TX 78708-5200

% Mail a letter to report a person who gets
Medicaid to:
Office of Inspector General
General Investigations / Mail Code 1362
PO Box 85200
Austin, TX 78708-5200

Ay



Your Rights

Your Rights While Gefting Medicaid
You have the right to:

© Be treated fairly and with respect by doctors
and medical staff.

B Be treated fairly, fegafdless of race, coior,
national origin, sex, age, disability, or religion.

= pick your doctor as long as he or she is
accepting people with Medicaid.

B Have a reasonable amount of time to pick your
doctor.

B Change to another doctor in a fair and easy
manner.

B Get another doctor’s opinion about your
treatment.

8 Get help, at no charge to you, in talking with
your doctor if you speak a different language
or use sign language. For example, a doctor's
office would need to pay for an interpreter if
you needed one.

Get emergency care from the emergency rocom
closest to you.

" Get a letter that tells you why you can't get a
Medicaid service you asked for.

® Use the Medicaid complaint and appeal
process.

¥ Get a fast response to your complaint.

B Get a Medicaid Fair Hearing if you couldn't get a
Medicaid service.

!
Your Right to Privacy
Every time you get a health-care service, your
doctor writes down what happened and puts itin
your file. This file is kept private. Your doctor can
give out your file only if you agree.

Your Right to Your Health Files

Medicaid doctors and other approved providers
can use a secure online network to share your
Medicaid health records. When doctors can see
your Medicaid health records online they can
help you faster. Sharing your records online is
more secure than mailing or faxing your records.

You have the right to let us know if you don't
want us to share your Medicaid health records.
If you don't want your Medicaid doctors to

see your health records on our secure online
network, call 1-877-518-0899. You also can go
to www.tmhp.com for more information. Click
on “Clients / English.” Then look for the picture
with the following words and click on it: "A safer
and faster way to share your Medicaid health
information.”

Your Right to Get a Copy of Your Case Files
and Health Records

You have the right to get copies of your case files
and health records. You might have to pay for the
copies. You also can ask for changes to your files
or records if you know something is wrong.

You can ask for copies of your health records.

If you change your doctor, you can ask that
your records be sent to your new doctor. If your
doctor, or other Medicaid provider, doesn’t give
you or your new doctor a copy of your health
records within 3 work days, you can call 2-3-% or
1-800-335-8957.

Your Right to be Treated Fairly

Contact the HHS Civil Rights Office right away
if anything like the following happened to you
when using Medicaid:

% Someone treated you unfairly because of race,
color, national origin, sex, age, disabitity, or
religion,

7 You could not get services because of race,
color, national origin, sex, age, disability, or
religion.

2 You could not get services because your
language needs were not met.

% You could not use the Your Texas Benefits
website because of your disability.

# You were the victim of unwanted sexual
advances.

® Someone threatened you with words or
actions.




Pl aned Pides

You can coniact the HHS Civil Rights Office by:

& mail orin Person:
Civil Rights Office
Texas Health and Human Services
701 West 51st St.
MC W206
Austin, TX 78751

B Phone: 1-888-388-6332,

To see a list of area offices, go to
hhs.texas.gov > About HHS > Your Rights > Civil
Rights Office > Contact Us.

B Fax; 1-512-438-5885 or 1-512-438-4755 (not
toll-free outside the Austin area)
8 E-mail: HHSCivilRightsOffice@hhsc.state. b us

To learn more, go to hhs.iexas.gov > About
HHS = Your Rights > Civil Rights Office.

Your Right to a Fair Hearing

A fair hearing is a chance for you to tell us the
reasons you think you should have a Medicaid
service you asked for but did not get. You can
ask for a hearing within 90 days of the date of

the letter that said you could not get the service.

You can ask for a fair hearing by calling
1-800-414-3406. IT you would like to ask for
a hearing in writing, send it to the following
address:

Texas Medicaid & Healthcare Partnership
(TMHP)

Attention: Fair Hearings

PO Box 204270

Austin, TX 78720-4270

After we get your phone call or letter, a hearing
officer will send you a letter. The letter will tell
you the date and time of the hearing. It also
will tell you what you need to know to get ready
for the hearing. The hearing can take place hy
phone or in person.

2@ T TS U E T T S AR

During the Hearing

You can tell us why you asked for the service
that you didn’t get. You can speak for yourseif
or you can ask somecne else to speak for you.
This could be a friend, family member, or lawyer.
Let your hearing officer know if you need an
interpreter. The hearing officer will listen to
what you have to say. The hearing officer also
will {isten to the reasons why you were told you
couldn't get the service. You can ask questions
about these reasons. The hearing officer might
ask you some questions. A final decision will be
made within 90 days from the date you asked for
the hearing.

Your Right to File a Complaint

If you have a complaint about Medicaid services,
call 2-1-1 or 1-877-543-7905 (after you pick a
language, press 2). if you don't get the help

you need there, contact the HHS Office of the
Ombudsman by: '

B Mail:
HHS Office of the Ombudsman
PO Box 13247

Mait Code H-700
Austin, TX 78711-3247

B Phone: 1-877-787-8999
Relay Texas: 7-1-1 or 1-800-735-2989 (for
people with a hearing or speech disability)

¥ Fax: 1-BB8-780-3099

AV
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N\ TEXAS

4 Health and Human
Services

SNAP Food Benefits

might get help the next work day.

TANF Cash Help

for Families

Families

and housing.

once every 12 months.

child who gets TANFE.

\-

(This used to be called Food Stamps.)

Helps buy food for good health. Some people

TANF: Temporary Assistance for Needy ’.
Helps pay for things like food, clothing,

* TANF: Helps families with children
age 18 und younger pay for basic needs.
TANF gives monthly cash payments.

® One-Time TANF: Helps families with ‘
children age 18 and younger in crisis. '
Crises include losing a job, not finding 7
a job, losing a home, or a medical
emergency. This help is given only

* One-Time TANF Grandparent:
Helps grandparents caring for a

Medicaid and CHIP

Helps with medical bills such as bills for
doctors, hospitals, and medicines.

People who can get health-care benefits are:
¢ Children age 20 and younger who live
with you.
* Pregnant womern.
* Adults who either: (1) are caring for
a child in their home or (2) were in
foster care ar age 18 or older.

If you want to apply for Medicaid for the
Elderly and People with Disabilities, you
need a different form. To get that form,
catl 2-1-1 (after you pick a language,
press 2).

All phone and fax numbers on this form are
free to call. If you are deaf, hard of hearing,
or speech impaired, you can call any number

by calling 7-1-1 or 1-800-735-2989.

How to Apply

What to do:
1. Fill our this form.
2. Sign and date pages 1 and 8.

3. Send “Items we need.”
See pages Cand D.

YourTexasBenefits.com
On this website you can:

How to send it:

Mail: HHSC, PO Box 149024,
Austin, TX 78714-9968

Fax: 1-877-447-2839. If your
form is 2-sided, fax both sides.

In person: At a benefits office.
To find one near you, go to
YourTexasBenefits.com or call 2-1-1
(after picking a language, press 1).

* Apply for benefits.

°* Find out if you should apply
for benefirs.

* Report changes.

s Upload items we need
from you.

* Renew benefits,

Dot send chis page with your form. Keep for your records. Page A
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Texas Health and Human Services Commission

Questions about this form
or about benefits
* Go to YowrTexasBenefits.com.
or
= Call 2-1-1 (if you can’t conncet,
call 1-877-541-7905).
After you pick a language. press 2 to
— Ask questions about this form.
— Find where 1o ger help filling
aut this form.
— Check the status of this form.
— Ask questions abour benefit
programs.

Report waste, fraud, and abuse

If you think anyonc is misusing HHSC
benefits, call 1-800-436-6134.

(H

A

HSC)

il

Helpful Tips

* There are rips in the left
side of each page. They
can help you save time.

* Sign and date pages
1 and 18.

¢ Send “ltems we need.”
See pages C and D.

o
A !
o

These pictures tell you what
sections you need to fill out.
For example, if
you see this:

It means that only people
applying for SNAP food
benefits need to fill out
that section.

How to file a complaint

If you have a complaint, first try talking to your benefits advisor
or their supervisor. If you still need help, call 1-877-787-8999.

Help you can get without filling out this form

Services in your area

Do you need help finding services?
Call 2-1-1 {if you can’t connect,

call 1-877-541-7905).

After you pick a language, press 1.

Texas Workforce Network

Are you looking for worlk?
You can get help:

* Applying for a job.

* Findingajob.

Call 2-1-L to find a Texas
Worlkforce Center.

Family Planning

Do youneed help with farnity planning?
Men and women can get help with:
- Birth control supplies.

+Other health care.

Call 2-I-l tofind a clinic.

Women age 15 to 44 who can't get
Medicaid or CHIP might be able to
get services in the Healthy Texas
Women program, A parent or legal
guardian must apply for young
women age 15 to 17. To learn more,
go to HealthyTexasWomen.org or

call 1-866-993-9972.

Family Violence Program

Are you afraid for your childrens or
your safety? You can get help:

* Getting a ride to a safe place.
* Finding shelter, tegal help, and a job.
« Cetting counseling,

Call the hotline anytime at
1-800-799-7233 (1-800-799-SAFE).

Adult Education and Family
Literacy Program

Do you want help learning to

read or getting a GED? Do you need
help with job skills? Or learning to
speak English?

Call 1-800-441-7323
(1-800-441-READ).

Women, Infants
and Children program (WIC)

Are you pregnant or a new mother?
You can get help:

* Getting food for you and
youtr children.

* Getting vaceines.
Call 1-800-942-3678.

Alcohol and Drug Abuse

Prevention Program

Do you or someone you know

want tostop using alcohol or drugs?

You can gel help:

* Quikting.

* Dealing with a crisis,

* Keeping others from using
drugs or alcohol.

Call 1-877-966-3784

(1-877-9-NO DRUG).

Health Insurance Premium

Payment Program (HIPP)

Do you need help paying for
our health insurance?

~all 1-5600-440-0493,

Cr write: Texas Health and Human
Services Commission

TMHP-HIPE PO Box 201120
Austin, Texas 78720-1120

Imfortant Information for Former
Military Service Members

Women and men who setved in
any branch of the United States

U NGIUVEOHI34 I ¥vLaNv 35w305 1

Armed Forces, including Army, Navy,

Matines, Air Force, Coast Guard,
Reserves or National Guard may

be eligible for additional benefits
and services. For more information,
please visit the Texas Veterans Portal
at hreps:/ / veterans.portal.texasgov.

Don’t send this page with your form. Keep for your records. Page B
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Items we need from anyone on your case

Look below and on the next page for items we might need from you. If you bring or send copies
of these items with your application, it might help us. If you send any items to us, send only copies.
Keep the originals for your records.

We only need items that apply to anyone on your case. For example, if no one has a bank account,
we do not need bank statements,

If you ate applying for

Any Benefit Program

bringing or sending copies of items that apply to anyone on your case might help us review it faster.

+ Identity (proof of who you are) — Current driver's * Social Security, Supplemental Sccurity
license or Deparrment of Public Safety 113 card. Income (S5I), or pension benefirs — Award letter or
1f 2 person has the right to act for you (as your pay stubs.
authorized rc?prfesentative), that person also needs » Military service — Cuurent Milicary 1D
to give proof of identity. (Form DLX-2), military orders, or separation
* Immigration status ~ Resident card {I-551), arrivalf papers (Form DD-214).
departure form (1-94). Or papees from the U.S. * Loans and gifts (includes someone paying
Citizenship and Immigration Services. We need bills for you) — Loan agreements or starement from
copics of the fronc and back of these forms, the person giving you money or paying your bills.
* Legal representative (a person who has the right Must show chat person'’s name, address, phone
to act for you on legal issues) — Power of atrorney number, and signature,
papers, piardianship order, court order, or similar * Residence (proof you live in Texas) — Utility bill,
court documents. driver'’s Heense, Texas Departmene of Public Safery
» Veterans benefits, workers’ compensation, [D, rent receipt, letter from landlord (can't be
or unemployment ~ Award letter or pay stubs. a refagive).

If you are applying for

SNAP food benefits

bringing or sending copies of items that apply to anyone on your case might help us review it faster.

* Proof of income from your job — Last 3 pay stubs * Dependent care expenses — Receiprs, canceled
o paychecks, a statement from your employer, or cheeks, or a signed statement from rhe person
self-emiployment records. you pay. A signed statement must show when and

» Bank accounts — The most current statement how much you pay.
for all accounts, ¢ Child support anyone pays — Court papers that show
what you must pay for child support., For example:

+ Medical costs — Bills, receipty, or statements fromn ! Do
divorce decree, court arcler, or district clerk record,

health-care providers (doctors, hospitals, drug
stares, etc.). These items should show costs you * Child support anyone gets —~ District clerk record.
have now and costs you expect in the future. Or leteer from the parent who pays showing huw
much, how often and the dace it is usually paid.
The letter must have the name, address, phone
number, and signature of the parent who pays.

* Rent or mortgage costs — Recene checks, check
stubs, ot statement from the marigage bank or
landlord. Renters also need to give the kandlord’s
name, address, and phone nwmber.

To get SNAP, a person must be a U.S. citizen or legal resident.

.
Ifyou need h@ip gettmg these items, let us know. Non't send this page with your form, Keep for your recards.  Page C
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More items we need from you

EIE

If you are applying for

TANF Cash Help for Families

bringing ot sending copies of items that apply to anyone on your case might help us review it faster.

 Proof of income from your jok — Last 3 pay stubs
ur paychecks, a statement from your employer,
or self-employment records.

« Bank accounts — Most current statement for
all accounts.

* Proof a child is related to you — Legal birth,
hospical, or baptismal certificate.

* Citizenship — U.S. passport, Certificate of
Naturalization, U.S. birch certificate {copies of the
front and back), hospital record of birth, ve
Medicare card. If you were born in Texas, we mighe
be able to look up your birth record.

e Child’s vaccines — Vaccine records for each child.

If you are applying for

CHIP or Children’s Medicaid

» Proof a child lives with you — A signed starement
from your landlord or a non-relarive neighbor that

includes his or her name, address, and phone number.

« Child support anyene pays — Court papers that show
what you must pay for child suppon. For example: divorce
decree, court order, or district elerk record.

» Child support anyone gets — District clerk record,

O letter from the parent who pays showing how much,
how often and the date it is vsually paicl. The letzer must
have the name, addeess, phone number, and signature of
the parent who pays.

* Health insurance — Copy of the fronc and back
of the insurance cacd or policy.

bringing or sending copies of items that apply to anyone on your case might help us review it faster.

* Proof of income from your job — One pay stub or
paycheck from the last 60 days, 2 statement (rom
your employer, or self-employment records.

s Medical costs — Bills or starements from
health-care providers {doctors, drug stores, ctc.)
from the past 3 months. We onty need these items
if you haven't ulready paid for these services.

If you are applying for

* Citizenship = U.S. passport, Certificate of
Naturalization, U.S. birth certificate (copies of
the frong and back), hospiral record of bicth, or
Medicare card. If you were borts in Texas, we might
Le able to fook up your birth record.

Medicaid for a Pregnant Woman oran Adult

bringing or sending copies of items that apply to anyone on your case might help us review it faster.

* Proof of income from your job — Last 3 pay
stubs or paychecks, a statement from your
ewployer, self-employiment records, or lust year's
Eax rerrn.

» Medical costs — Bills or statements from
heaith-care providers (doctors, hospitals, drug
stores, cee.) from the past 3 months, We only
need these irems if you haven't already paid

for these services.

¢ Citizenship — U.S. passport, Certificate of
Naturalization, U.S. birth cerrificate {copies of
the front aml back), hospital record of birth, or
Medicare card. If you were born in Totas, we might
be able to look up your birth record,

&

_

If you need help getting these items, fet us know.

Don't send this page with your form. Keep lor your records.

Page D
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Your Texas Benefits: Form

o
i)

Please use dark ink. Please print. If you need more room, add pages.
Fillin the cirdes (O)like this -~ @

R e LS LS

Your Facts

Mark the benefits anyone on your case is applying for: ;

Medicaid or CHIP:
O Childres O Adult caring for a child

If you're applying to

get SNAPD food
benefits, the first
month’s anount will

e based on the date we
get pages |and 2.

Orther henefirs also are
based on when we get
pages 1 and 2.

If you return only
pages 1 and 2 now,
you still need to
fill out pages 3 to
18 before you can
get benefits.

You have the right
to file this form
immediacely if it has
yout name, address,
and signature.

O SNAP Faod 5 O TANF Cash Help O Adult not caring for a chilg
Benefits for Families Pregnant women

Person 1: contact person or head of household

Firstname Middle name - Last name
Sociai Security number Birth date (month/day/year)
Mailing address

City State Zip
{ } : ( ;

Home phone Celi or daytime phone

Home address County

City State up

ey e ]

Food Benefits |

This section is
anly for people
applying for SNAP
SNAP food
benefits,

Find out how to
return your form:

You might be able to get SNAP food benefits the next work day if you:
* Are a migrant or seasonal farm worlker,
* Have $100 or less in available cash and bank accounts and expect to earn less than

$150 this month, or
* Have costs for housing or utilities that are more than your cash, bank accounts and

the income you expect for the month.
Answer them for everyone living in your home.
1. Is anyone in rhe home a migrant worker or 2 seasonal farm worker? .o, QO Yes O Ne
. O Yes ONo

2. Does anyone in the home have money in the bank or

cash? ... et

3. Does anyone in the home expect to receive money this
moneh? (This includes money you get from jobs, child
support, sacial security, and unemployment) ..

O Yes O No
4. Does anyone in the home pay costs for housing and
utiliries? (This includes rent, mortgage, water, gas,
electric, sewage, trash, phone and property tx.)

O Yes ONo

See page 3.

I3 T ey

Services

Health and Human

Sign hiere (or have someona with the right to act for you sign) Date
H1010
Application for benefits 12/2018
Texas Health and Human Services Commission Page 1

N



Pregnant
Women

This section is only

forpeople applying
for health-care
benefits, 5”'

Military
Service

This sectionisonly
for people applying b
for Medicaid
or CHIP.

[=lgl=]

o

Hyes, wheo?

Number of
babies expected

Due date /

Is this your first pregnancy? .......... OYes ONo

/

Whas s the first ond last name of the unborn chikls father!

first name Lastname

* [s anyone an active duty member of one of these military forces?

e 1.5, Armed Forces
+ National Guard

* Reserves

* State Military Forees

e T T T TP R TP P TP PR TR T Y

OYes ONo

If yes, who?

Interview

Help

1. Muost people applying for benefits must be interviewed.
We often interview people on the phone.

It helps to know if any of the reasons below make it hard for you to ger toa benefits office:

* Your work or training
hours dor’t allow youto .
get to a benefits office
when it's open.

* You live more than 30
miles from the closest
henefirs office.

'
i
r
s

* You can't get a ride,
* You can't travel because
you are age 60 or older,

or you have a disability.

o The weather is bad.

* You are sick.

* You are a vicrim of
family violence.

*+ You take carc of
sormeone in your home.

Do any of the ressons above apply to you? ..o CYes ONo
Z. Iif you come to our ofﬁcc wil} you n(,cci special belp or Lqmpmcnr? .......... e CYes ONo
If yes, what do you need?
3. What Ianguazgc du you want to speak Llurmq the interview!
4 Wll] you need an mtcrpmter? We can get one f01 you f(n fre(,. ......................... O Yes ONo
If yes, mark the one you need:
O Spanish O Viemamese
O American Sign Language O Other:
Agency Use Only Date received: Sereened by:
l Expedite? [ Ves DNLI Date screened: Case:
Social Security number; H1010
: P 1 P g Application for benefits 12/2018
. 5 R S A S Texas Health and Human Services Commission Page 2

o
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Your Texas Benefits: Form
Fillin the cirdles (O} like this . @,

Please use dark ink. Please prmt i you need more room, add pages

Person 1: Contact Person or Hoad of Household

Contacting
YOI]. First name Middle name Lastname
HEEREE By
Social Security number Birth date {month/day/year)
Ema:!
Are you appiyu‘uz for bcncﬂ[s for yourse]Fm a chtld? rreverererereinrennnrrrsesnneneenans (D 105 O No
If yes, give your facts below:
¥
Person 1
PEI‘SOD 1 [fyuu get money from Snnal
Security or railroad retirement,
|ist the number yout have: Sucml Secunty daim number Ra:lroad retirement number
Mark the benefits O Married O blndlc O Divorced | Live in Texas? O Yes ONo
Person Hisapplying for: | Separated O Widowed ¢ Plan ro stay in Texas! OYes ONo
O SNAP Food Benefits T mTme Tl mmmoToa ottt T - -
TANF Cash Help OMale O Female o Haspamc or Latmo? .............................. OYes ONo
for Families: ! Mark one or mare: O American Indian or Alaska Native O Asian
O TANE O 131.1(:1\ or African-Ameri ican O Narwa Hawaiian or Pduflc Islander O Whirte

O One-Time TANE e — e S o s
O One-Time TANF Grandparent Arc you going to echoui? - O‘z’es ONo i If yes, are you going fu]l tims,? Oqu ONO

Medicaid or CHIP for: Are you U S. cxtven’ IF no, g,we fdcl‘i below ....................................................... O Yes O No
QO Children . - -
O Adult caring for a child Arc you a relugee or IL,,a]i'y admirted mumgram! . CYes O Nu

O dult not caring fora child i

O Pragnant women / ‘
\ [ you have a sponsor, write your sponsor’s name Date you entered the U5, Imonth/day/year)

Are you registered with the U.S. ——
Citizenship and lmmigration Services? OYes ONo immigrant registration number

Return this completed form by fax, mail, ot in person: ﬁm If you are applying for Medicaid or CHIP:
Fax; 1-877-447-283% You also must fill out the attached form titled
Mail: HHSC, PO Box 149024 “Applying fot or renewing Medicaid or CHIP?”

Austin, TX 78714-9%68
In person: Call 2-1-1 to find an HHSC benefits office near you.

TEXAS H1010
Ny Health and Human Application for benefits 12/2018
X ¢ Services Texas Health and Human Services Commission Page 3



People

Applying
for Benefits

|"E
5

I
s
P

It

@rk the benefits
Person 2 is applying for:
O SNAP Food Benefits
TANF Cash Help

for Families:

O TANF

O One-Time TANF

O One-Time TANF Grandparent
Medicaid or CHEP for:

O Children

O Adult caring for a child

O Aduttnot caring for a child
O Pregnant women

.

&5 Ifyou are applying
for Medicaid or CHIP:
You also must fill oue
the attached form titled
“Applying for
or renewing Medicaid
or CHIP?

PCI‘SOI] 2 : achIt o chlld applymg, spouse of persen applymg, ot parent Iwmg wﬁh a chlld who is applymg

Middle name Last nama

EEREEEN RN

Social Security number Birth date {month/day/year)

First name

* IF this person gets money from
+ Social Security or raifroad
. retirement, list the number here;

B,

Thls person’s re!atlonsh:p to you

O Married © Smglc C Divorced

O bepcuat(.d O Wldowed )

Socral Securlty chaim #
O M:ll@ O Femule

Mark one ormore O Black or African-American
O American Indian or Alaska Native

Railroad retirement #

O Hispanic or Latino

7 '
Live in Texas?- - O Yes ONo O Native Hawaiian or Pacific Islander
l’lan 1o stay m Tu.ab’ .OYes O No - OAsian O White
Is tl"us - person going to school’ OYLb ONO If yes, is tlm person going full- tune’ ) Yes o No
Is thss persona U.S cman7 IF ne, give Facta im]ow .................................................. ] Yes CNo
Is this person a refugee or legally admitted immigrant? oo OCYes ONo

¢
K
E

Date person entered the U.S. (menth/day/year)

If this person has a spensor, write the sponser’s name,

Is this person registered with the U.S.

r————?'
Citizenship and Immigration Setvices? ..... O Yes ONo

immigrant registration nusber

Meark the benefics
Person 3 is applying for:
O SNAP Food Benefits
TANF Cash Help

for Families:

O TANF

O One-Time TANE

O One-Time TANF Grandparent |
Medicaid or CHIP for:

O (hildren

QO Adult caring for a child

O Adult not cartng for a child
O Pregnant wamen

.

Person 3 : adu[t oF ciuld applymg, spouse of parson applymg, or parent Iwmg W|th a clutd wlw is appiymg

Middle nama Last hame

| 1 |

Social Security number Birth date (month/day/year)

First name

! If this person gets money from
Social Security o7 railroad
This is person s relatmnship to you relirement, Ilst the number here:

O Dlvorced ;

Social Security c!aim it Railroad retirement #

O Mak O Ft.mdh.

' Markone ormore: O Black or African-American
O American Indian or Alaska Native

O Married O Smgic
O qepma t(.d O Wldowed

. O Hispanic or Latino

Live in Texa57 rresersereer O YCS ONO O Native Hawaiian or Pacific islandes
Pian to stay i in Tcxas’ O ch O No O Asian O Whire

? 27
!s EhlS person going to schonl O Yes O No IF yes, is this person going fuil time! O ch ONn
Is this person a U.S. citizen? If no, give facts bc,low .................................................. OYes ONo
Is this person a refugee or legally admitted immigrant? e OYes ONo

HEENHE

Date person entered the U.S. (month/day/year}

If this person has a sponsor, write the spenser’s name,

Is this person registered with the U.S. >
Citizenship and Imm1g11t1on Services? ..... O Yes ONo

immigrant registration number

H1010
Application for benefits 12/2018
Texas Health and Human Services Commission Page 4

1 NOLYHOLY34 1y YyILONY 3Sv3uD §

™



¥ NUILYBOXOIa LY JOFIUNTY d5Y3a0 ¥

Mark the benefits
Person 4 is applying for:
O SHAP Food Benefits

for Families:

O TANF

O One-Time TANF

O One-Time TANF Grandparens
Medicaid or CHIP for:

O (hildren

O Adult caring for a child

O Adult not caring for a child
C Pregnant women

N

< Ifyou are applying

5 Person 4 adultor chlld apply:ng, SpoUse of person applymg, or parentlwmg witha ch|ld who fs applymg

TANF Cash Help -

First name Middle name Last name

SN

Soctal Security number Birth date (rﬁanth!day/year)

Ifthis person gets maney from
* Social Secusity or raifroad
Thls personsrelat!onship toyou . retirement, list the numberhere: - Social Security daim#  Raitroad retirement #

O Married O Single O Divorced O Male O Female , OF Iabpamc or Latmo

5
O bepamttd O Wldowed " Markone or more: O Black or African-American
O American Indian or Alaska Native

1 ?
Live in Tcms """""""" OYes O NO O Native Hawaiian or Pacific Islander
Plan to stay in Tuﬂb? O Y(.S O Nu ‘ O Asiun O Whire
Is this person g going to 5(_:11091? O Yc,s O Ncw IF yes, is this person going Fu[] tlme? O Yes O No
Is this person a U.S, citizen? If no, give Facrs BElOW. e O Yes ONo
Is this person a refugee or legally admitted immigrant? oo ovevvrveec v O Yes O No
If this person has a sponser, write the sponsor's name, Date person entered the .5, (month/day/year)

Is this person registered with the U.S.
Citizenship and Immigration Services? ..... O Yes O No

Immigrant registration number

for Medicaid or CHIP:

You also must fill out
the atached form titled
"Applying for

or renewing Medicaid
or CHiPY”

Mark the benefits
Persen 5 is applying for:
O SNAP Food Benefits
TANF Cash Help

for Families:

O TANF

O One-Time TANF
O One-Time TANF Grandparent |

Medicaid or CRIP for:

O Children

O Adult caring fora chitd
O hdult net caring for a child
G Pregnant women

If more than 5

Person 5 : aduit or chlld a pplymg, Spouse of persen applymg, or parent llvmg w:th a chlid who is applymg

First name Middle name Last name

AN A

Social Security number Birth date (month/day/year}

- Ifthis person gets money from
Social Security or railroad
This person’s relat:onship to you murement list the number here:  Secial Security claim # Railroad retirement #

% OMale OFemale O Hispanic or Latino

Mark one or more: O Bldck or African-Americun
O American Indian or Alaska Native

O Married O Smﬂle O Dlvorcecl
O Supﬂrated O \"Vldowed :

1

Live in Texas?. ~OYes O NO O Native Hawaiian or Pacific Islander

PLm to stay in Te\as" O ch O No CAsian O Whm_

Is this person going to school? O Yes O No If yes, is this person going full- rumJ O Yu O N

Is this person a U.S. citizen? If no, give ﬂlctb BElOW. .o e O Yes ONo

[s this person a refugee or legally admitted immigrant? ...c.nrocccnncnne. OYes ONo
T

If this person has a sponsor, write the sponsor’s name, Date person entered the U.S. {month/day/year)

Is this person registered with the U.S.
Cirizenship and Immigracion Services! ..... O Yes O No

immigrant registration number

people are applying
for benefits, add
more pages with
the same facts.

H1010
Application for benefits 12/2018

Texas Health and Human Services Commission Page 5




CfiiEs
r_, Lst child’s name:
i
More Facts i
L3 ! i
AbOlIt Chddren -y Father's first and last name Father's birth date (mm/dd/yyyy)
Age 18 or ] ‘
Younger Father’s Social Security number Father's phone
This section is Father's mailing addrass City State 7ip
only for children .
applying for Fatheris: O Inhome O OQutofhome O Decensed Employer
TANF.
i
I Mothey’s first and fast name Mother's maiden name
-~ - s.‘.:f i I s {
Time Savioy T i |8 : Mother's Sodial Security number Mother's birth date (mm/dd/yyyy)
&
You only need to give 4
facts for each father i Mother's mailing address City State p
and mother one time, i , \
) L ]
[ 2 child has the same Mother's phone . Employer
mather or f,“"h”" as Motheriss O Infome O Outofhome O Deceased
another child, you can
write something like Were these parents ever married 0 cach 0ther? v OYes ONo
“same as st child”
\\']1(.’1'(.’. t]l(.‘. PEIT@[‘\‘:‘S T — . i ) ““’“’*’: T e T e ey T T
ranne would go. 2nd child’s name:
=+ Father's firstand last name Father's birth date (mm/ddfyyyy}
Are vou afraid that : [ 7
giving facts about the | l I i ;
Ch_l]d’-“ other parent 2= Father's Social Security number Father's phone
might put you or your 1
children in danger! }'
You might not have to = Father's maiting address City State ZIp
help or cooperare with .
rlinfFi e (if Auorney Fatheris: O Inhome O Qutofhome O Beceased Employer
Geoeral 10 colleet chil
or medical support if you
are afraid. You can ask "
not to give these facts by: Mother's first and last name Mother's maiden name
* Telling your benefits | { : ' . i ;
advisor (or desfgnared  [i3 : : P
. o Meother's Sacial Security number Mother's birth date (mm/dd/yyyy)
I'QPFCSC['H.'HUVC} reasons }fg}
why this might put 3»’3}
ou or your children g —
?'n clangl.tr. - b Mother's mailing address City State P
* Signing the Good Mother's phone ( "' Employer
Cause request form.
(Your benefits advisor Motheriss O Inhome O Outofhome O Deceased
hag this form.) Were these parents ever married to each other? oo OYes ONo
H1010
Application for benefits 12/2018
Texas Health and Human Services Commission Page 6
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More Facts

About Children o

Age 18 or
Younger
(continued)

If you have more
than 4 children
who are age 18
or younger, add
more pages with
the same facts.

| 3rd child’s name:

Seck G P15 B

CTILL] Fm1

Father's first and last name Father's birth date (mm/dd/yyyy)
Father’s Social Security number Father’s phone
Father’s mailing address City State zp
‘ Fatheris: O Inhome O Outofhome O Deceased Employer
j Mother's first and last name Mother's maiden name
Mother’s Social Security number Mother’s birth date (mm/dd/yyyy)
Mother's mailing address City State 71p
; %
. Mother's phone : d Employer
| Motheris: O Inhome O Outofhome O Deceased
L Were these parents ever married to each other? oo OYes ONo N

.

4th child’s name:

LT [T

Father's first and last name

[TT I TT]

| ]

Father's birth date (mm/dd/yyyy)

' Father's Social Security number Father’s phone
Father’s mailing address City State ZIp
| Fatheris: O Inhome O Outofheme O Deceased Employer

Mother's first and last name

Mother's maiden name

[T [T

| ]

LT T

Mother's Social Security number

Mother's birth date (mm/dd/yyyy)

Mother's mailing address (ity State ity
: }
. Mother's phone { : Employer
| Motheriss O Inhome O Outofhome O Deceased
Were these parents ever married to each other? oo O Yes ONo
H1010
Application for benefits 12/2018
Texas Health and Human Services Commission Page 7

11



3 P g e

12 Other people in the home

Other People These people live in my home, but they don’t want to apply for benefits.
(Parents tiving with a child age 18 or younger who is applying or a spouse of a person applying should not

n the HOITIQ be listed here — they shoukd fill out a box in Section H.)
List the birth date only if the person is your relative.

Name Relatienship to you Birth date {if a relative)

Name Relationship to you Birth date {if a relative)
."; f

Name Relationship to you Birth date (ifa relative)

2 Other facts

Other Facts 1. Does anyone have & GsabilityT oo ies s eseesees e beeerrrenannes OYes ONo
ifyes, whe?
2. Is anyone getting cash help, food or health-care
benefits from another statel..vnnnn, s b e - O OYes ONo
Answer3,4and 5 i yes, who? Which state? When did that person [ast get benefits?
only if anyone
is applying for 3. Has anyone been convicred of a felony chat:
TANF cash help or (1) took place after August 22, 1996, and (2} involved illegal drugs? ............... OYes ONo

§
SNAP food benefits.

If yes, who?

4, Is anyane living in a place of care such as:

¢ A homeless shelter. * A drug trentment center.
o A shelter for battered women.  * A group home. vevvcecccnvcccvccniniene. O Yes ONo
tfyes, who?

5. When people break program rules, they are sometimes “disqualified” from getting benefits.
People who are disqualified are sent a lecter and told they can’t ger TANF cash help
or SNAT food benefics,

[s anyone living with you disqualificd from getting cash help or foad

benefits anywhere in the United States? ..o OYes ONo :
Soclal Security number: H1010
by oo boor Application for benefits 12/2018 |
P it ! ¢ o+ ! 1 | TexasHealth and Human Services Commission Page8 |
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o (]
:..:' . ‘Ef
ﬁ‘l. --.q
Sl Other heqlth insurance
Medlcal FaCtS 1. Does anyone get Medicaid or CHIP? oo OYes ONo
This section is ]
only for people If yCs, from which srate? J
applying for
TKI':H?: Medicaid, = If yes, date coverage ends (if not ending, write “Not ending”):
or CHIP. N e e e L L e e . . . e e ..
= Z. Does anyone ger health coverage from one the following? ..ovvecrerevorereeren, OYes ONo
O Medicare O Employer Insurance OTRICARE (don't check if you have
OPeace Cotps O VA Health-care programs  lireet eate or Line of Duy) ~
O Other
If yes, give fm.ua below, —%
Namz of insured person (first, middle, last) Insurance company
! ; ,."
Policy number Coveragestartdate  Coverage end date
Type of coverage Amount you pay each month

to cover your children on this insurance,

Who pays the premium?

Is this COBRA COVEIAZET..omieiiis et i ee e se s OYes ONo
= s this a retiree health plan? v bt st e OYes ONo

Is this a limited-benefir plan (like a school accident policy}? ovvcvecrenn, OYes ONo

Is this a state employee benefir plan? e, O No

Name of insured person (fisst, middle, last) insurance company

F gr
Policy number Coveragestartdate  Coverage end date
S
Type of coverage Amount you pay each month

to cover your children on this insurance,

Who pays the premium?

Is this COBRA coverage? ..o, rer ettt b At e et b et OYes ONo
s this a retiree health plan? e, pebreriecons CYes ONo
Is this a limited-benefit plan (like a school accident policy}? v, OYes ONo
Is this a state employee benefit plan? e e O Yes ONa
Sociat Security number: H1010
A T R T T T B Application for benefits 12/2018
SRR A t 1+ | TexasHealth and Human Services Commission Page 9
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edical Facts
{continued)

This sectionis
only for people
applying for
TANF, Medicaid,
ar CHIP.

Medical bills from the past 3 months

If anyone on your case can’t pay their medical bills, Medicaid might pay them.
* The bills must be for services they got in the past 3 months.

® You need to show proof of money you get (income) far the months they got services.

Does unyone applying for benefits have medical bills for services they

got in the past 3 MONEhST v s sesesenae

e

R P P PP T T PR PP PPN

O Yes ONo

Ifyes, who? (first, middfe, fast)

[f yes, whe? (first, middle, last}

TR T

Anyone is

Vehicles

Does anyone own or is anyone paying for a;
scar *guck * hoar e 111<)torcyclc

° athey .
I yes, give Taces below.

L P R LI T L Bredsens

OYes ONo

|

Paying for 3

or OWIIS Name of owner {first, middie, last) Make / Model Year
Skip this section if
you are applying Name of co-owner if also owned by someone outside the home
. only for Medicaid o
{ or CHIP. : O Vehicle is used for a person with a disability. %
. . : Monay still owed on vehidle
Name of owner (first, middle, last) Make / Madel Year
5 Name of co-owner if also owned by someone cutside the home
If vou need O Vehicle is used for a person with a disability. Lf”
mere room, agld Maney still owed on vehicle
more pages with
the same facts.
Name of owner {first, middle, last) Make / Model Year
Name of co-owner if aiso owned by someone outside the horme
C Vehicle is used for a person with a disability. ™
Money still owed on vehide
Social Security number: H1010
§ I : ; Pl Cod Application for benefits 12/2018
!} SUA T A i Texas Health and Human Services Commission Page 10
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Sl

[ Things anyone is paying for or owns
ThIDgS . We need to know about items anyene owns ot is paying for, such as: _ B
AI}.YOHC 18 ® cash  ® bank accounts » homes and other property ® insurance policies » stocks
P aying fOI‘ i).oes anyo:}e owl:; cl)r is anyone paying for these ypes of [Lems? v OYes ONa
I yes, give facts below.
or Owns ven g
(continued) :
N ] "t ltem Account nunher Yalue
Skip this section if i :
: you are applying =
~onlyforMedicaid | ¥ Names on account or deeds (include co-owners)
or CHIP, -
Name and address of bank or husiness (to contact about the ftem)
ltem Account number Value
1f you need Names on account or deeds (include to-owrers)
more room, add :
maore pages., i
| Name and address of bank o7 business (to contact about the item)
Item Account number Value
Names on account or deeds (include co-owners)
Name and address of bank or business {to contact about the item)
]
B F = e i e j
g "| Money anyone might get from other programs
MOI'I?Y . Is anyone waiting for an answer on an application for one of
Commg nto the programs listed below? ........ e e et ar e e CYes ONo
the Home If yes, mark the program anyone is waiting to hear from.
O Social Security (RSDI) O Supplemental Security Income {SSI)
O Other disability O Unemployment compensation benefits
Name of person waiting for an answer Program name
Name of person waiting for an answer Program name

Social Security number:

T

i 1

|

X Appiication for benefits
Texas Health and Human Services Commission

H1010
12/2018

Page 11
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Money
Coming into
the Home
{continued)

Secial Security pumber:

L

[2]5;

Money from jobs or training

o T e T T T e m o T

Did anyone get maoney in the past 3 months from:

If yes, give facts below.

< before taxes and
' . deductions are taken out
Name of person whe got the money Hours worked Amount paid
How often are you paid?
8 Jaily ) O wwice v month
Start date Last payment date (month/year once o we Q once a month
pay ( year) O every 2 weeks O other:
Is this person still working at this job or in Lraining? «vvereeeeeeeieis e, OYes ONo
Was this person working for themselves? ..o e OYes ONo
If no, list the person or place that paid the money. ‘1,
N before taxes and
- deductions are taken out

Hours worked Amount patd

How often are you paid?
QO daily

O once a week

Name of person whe got the money

O wice a manth
O once 2 month

Start date Last payment date {menth/year
art pay (menth/year) O every 2 weeks O uther:
s this person still working at this job or in fraining? oo veeesvcenvinseenns peererens O Yes ONo
Was this person working for themselves? ... O Yes O No
If no, list the person or place thar paid the moncey. l
L before taxes and
- deductions are taken out
Name of person who got the money Hours worked Amount paid
How often are you paid?
Q daily . O twice a month
O once 2 week O once & month
Start date Last payment date (month/year) O every 2 weeks S o
Is this person still working ac this job or in training? ..oeoeereerveisresienas veertares OYes ONo
Was rhis person working for themselves? ......... Peaeaas e rans et rnns CYes ONo
If no, list the person or place that paid the money. ‘L
H1010
! l I T Application for benefits 12/2018
. I Texas Health and Human Services Commission Page 12
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Money
Coming into
the Home
(continued)

Social Security number:

Other money

Does anyone get, or expect to get, any of the types of money listed below? .......... OYes ONo
If yes mark other types of money anyone gers or might get soon.
O Cash or gifts O Payments after being hurcat | C Loans paid to anyone

O

Supplemental Securicy
Income {81}

work {workers' compensition)

O Payments after losing a joh

(uncmployment compensation)
O Alimany.

O Interest or dividends

Secial Securiry
Retirewent benefics
Veterans bencfits

Child support anyone gets

‘ O Payments from private
Pensions

insurance

COO0O00

If anyone gets, or expeets to get, any of these types of money, give the faces below.

ON YOUF case
O Payments to help wich urilities.

O Farming or fishing
(after expenses paid)

O Rent or rovalty
{fter expenses paid)

O Ocher

.
N

Type of money (item you marked ahove) Amount you get paid

Last payment date (month/year)
How often are you paid?

O daily

Name of person getting this money (if child support, list child's name)

O once a week
O every 2 weeks
O rwice a month

Person, company, of agency paying the money

once a month
other:

s,

Type of money (item you marked abgve) Amount you get paid

Last payment date (month/yeas)
How often are you paid?

Q daily

Hame of person getting this money (if child support, list child's name)

O once a week
O every 2 weeks
O wwice a month

Person, company, of agency paying the rioney

O once i monch

O other:

<

4
i
+

Type of money (item you marked above) Amount you get paid

Last payment date (month/year)

tHow often are you paid?
O daily

Name of person getting this money (if child support, kst child's name)

O onee o week
O every 2 weeks
O twice a2 month

O once a month

Person, company, or agency paying the meney O orher:
N
Type of money (item you marked ahove} Amount you get paid Last payment date (month/year)

How often are you paid?

O «daily

Name of person getting this money (if child suppert, list child's name)

O once a week

O every 2 weeks
O rwice a menth
O once 2 month

Person, company, or agency paying the money

O other;

Application for benefits
Texas Health and Human Services Commission

H101t0
12/2018

Page 13
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Housing costs
HOUSll'lg Costs [. Docs anyonc pay any of the costs listed below for the home they are living in?

ST ! Or for a home they plan to returm (o7 .o, OYes ONo
This section is enly . ‘ - e ' Ty
for people applying If yes, mark the costs they have and list the amount: i
forSN.AF' food O Rent or home O Warer and sewer $ O Phone § :
benefits. payment $ O Electricity $ O Home insurance $

g ¢ q i L
O Tax on home $ O Natural gas/propane $ O Other §
2. If you pay rent, what is your landlord’s name and phone number?
Landlord’s name Phone
3. Does another person not living in the home help anyone on your
case Py TOr BOuSiNg COSEEL i e iy aies s B e assvasiies CYes ONo

Costs to
Take Care
of Others

T — o Ll

Costs to take care
of others

Does anyone have costs to take
care of orthers? O Yes ONo

If yes, give facts below. !

= Child care costs so someone
can work, look for work,
go to training, or go to school.
* Costs for people with
disabilities or adults who need
help caring for themselves.

¢ Child support payments,
medical bills, and health
insurance you pay for a child
living outsicdle the home.

e Alimony payments.

A

How often paid?

Q daily

Type of cost

First name of person whao gets care or support

once a week
Q every 2 weeks

rwice 2 month

once a1 month

Who pays the cost?

Afnount paid

Date last paid

O other:

For court ordered child support

~—

Person or company that gets the money (name, address, and phone number)

list child who gets support
(provide copy of court order)

How often paid?
O dn'l]y

Type of cost

First name of person who gets care or support

i
b
N

once a week
QO every 2 weeks

twice a month

once a month

Who pays the cost?

Amount paid

Date last paid

other:

7| For court ordered child support

Person or company that gets the money (name, address, and phone number)

list child who gets support
{provide copy of court order)

i
i
i

How often paid?
O daily

once a week

Type of cost First name of person who gets care or support vty 7 wecks
twice o month
2 . O once a month

Who pays the cost? Amount paid Date last paid other:

1 For court ordered child support

Person or company that gets the money (name, address, and phone number)

list child who gets support
(provide copy of court oeder)

Social Security number:
o
R

H1010
A Application for benefits 12/2018
i 1 1 ' TexasHealth and Human Services Commission Page 14
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Medic_ai Costs

This section s only
for people applying
for Medicaid, CHIP,
or SNAP food
benefits, i

Secial Security number:

L

' }
i
doo

' Medical costs

Does anyone age 60 or older, or anyone with a disability,
pay medical Costs? i,

CYes ONo

L L P

If yes, mark the type of costs they pay: O Doctor O Hospital O Medicine O Health msurance
People helping you
Did someone help you fill out this FOrmZu. e OYes ONo
If yes, tell us about that person:
Name
L
Relationship or organization Phone

Address

Preferred Method of Contact by Health Plan Providers

or Managed Organizations

For pregnant individuals only

If you get health benefics from us, your healeh plan provider or mangaged care arganization may contact
you for things like appointment reminders and information about immunizations or well-check visits.
You can choose to have them contact you by telephone, text message, or email. Please rank how you

would prefer to be contacted, wich 1 being your most preferred.

Name

Language you prefer to ba contacted in:

Telephone number:
{If contaced by cellular relepheone, the call may be sutodiated ar prerecorded, ad your
CAITEET'S Usage Tares my apply.

D By Telephone
|:| By texr message
l:l By ¢-mail

Cellutar selephone number:
{Carrier message and it rares may apply)

E-mail address:

H1010
' !“ T ' ‘ o i Application for benefits 12/2018
o L Texas Health and Human Services Commission Page 15




Signing Up
to Vote
(optional)

Applymg to nglster oF dechm% Lo 1eg1°.tu to vote will not affect the amount

Signing up to vote

of assistance that you will be provided by this agency.

If you are not registered to vote where you live now, would
you like to apply to register to vote here today? ....ccovcniiincnincennnes

[F YOU) DO NOT CHECK EITHER BOX, YOU WILL BE CONSIDERED TO HAVE

DECIDED NOT TO REGISTER TO VOTE AT THIS TIME. If you would like help in filling

out the voter registration application form, we will help you, The decision whether to seek
ar accept help is yours. You may fill out the application form in private. If you believe that
someone has interfered with your right to register or to decline to register ro vore, or your
right 1o choose your own political party or other political preference, you may file a complaing
with the Elections Division, Secretary of State, PO Box 12060, Austin, TX 78711

Phone: 1-800-252-8683

OYes ONo

O Client to mail

Agency Use Only: Voter Registration Status

D1Already registered O Client declined
1 Mailed to dient

D Agency transmited
O Other

Rgency staff signature

A Person
Who Can
Act for You

Person who has the right to act for you

I you w'ml yOu van give someone the uahr o act for you Gan authorized representative). Thar person e
+ Give and get facts for this ap slication,
+ Take any action needed for l’l‘le 'zpplu:atton process. This includes appeating an FHSC decision.
« Take auy action needed ra enroll in Medicaid or CIHTIP. This includes picking a health plan,
« Take any action necded to get benefits. This includes reporting ehanges and renewing benefics.

II.VUU LE\L sumeanc lhe r]:'hl o act lﬂ)‘l you, lh"l{ person "{r’rtf'..ﬁ o
» Tulfill alf your responsibilities relaved to Medicaid;
» keep informarion about you privare;
+ obey state and federal [aws abour contlict of interest and keeping Informarion private, including:
o laws that protect infurination on people whao apply for ot receive Medivcaid (42 CPFR pare 431, subpurt T
o luws abour the privacy and salety of personally identifiable information (45 CIR §155, 260(0); and
e laws barring the stare from p'wmg anyone other rhan your provider wr you lor Medicaid services,
except in a fow circumstances (42 CFR §447.10),
Do you want to give sotneone the right w ace for you —~ to be your
nuchorized representative?
If yes, refl us abour thar persen (the authorized representative) by filling our
It is attached to this form.

OYes ONo

Appeudm C.

- ,m-,—.-«»-- e T e T IR

ntimin sy . e e s

Sodial Security number;
R A
RN

H1010
i | Application for benefits 12/2018
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> Legal information
Your Right to be Treated Fairly Medicaid and Temporary Assistance for Needy
. Tieis institutton s prohibited feom discrimyinating en the basis of race, Famnilies
IIlfOI‘ll'lElthH codor, natienal origin, disability, age, sex and in some cases religion or To file 3 complaint of discrimination regauding a pragram receiving
political belafs, Federal financial assistance through the U, Department of Health and
The .5, Department of Agricultuse also groliibils diserimination based Human Services (HHS), wiite: HHS Director, Ofﬁce for Civil Rights, Room
onrrace, colug, national orlgin, sex, religious creed, disability, age, 515-F, 200 lndepenflence Avenue, S.W, Washington, D.C, 20201 or call
politicad beliefs or reprisal or retalfation for prior civil ights activity in (202} 619-0403 (voice) or (800} 537-7697 (T7Y).
any program or activity conducted or funded by USDA, This institution is an equal opportunity provider,
Persons 1’,':1”“??"““::3 ";q:lr:::l:;:']m;;:lt:';::f it You atso can file  complaint with the Texas Health and Human Services
(m(?.gl:t; aAlrLr]]Zr‘:a:r:i?n La nn Ea[ 6 etc) slﬁ.oul d co;'ltac{ E“l]E A 'enc Commisston, Civil Rights Office, Emai HHSCivilRinhtsO fice@hlise state b s
i L€l .
audiotape, JnLanguage, eic.), should con Y| ol 18883886332 ax (5123 438-5885,or it e Health and
{State or Jocal) where they applied for benefits. Individuals who re . A,
X N Human Services Commission, Civil Rights Office, 701 W. 5758 5t, MC
deaf, hard of hearing or have speech fisabilities may contact USDA W206, Austin, Texas 78751
througl the Federal Refay Service at (300) 877-8329. Rdditionally, ' ) .
program infermation may be made avaifable in languages other Citizenship and Immigration Statys
than English. You can get benefits for your children who are 1S, citizens or legat
.o : Immigrants even if you are not a S, citizen or a fegat immigrant, You
Supplemental Nutrition Assistance Program (SNAP) grants even Iy - A . Cllzen ora legal immigrant, You do
X T a0t have to give your citizenship or immigration status to get benefits for
To file a program complaint of discrimination, complete he USDA ) . AT
T . . your childzen. You anly have to give the citizenship o immigration status
Program Discrimination Complaint form, (AD-3027, fourd online at: i,
o of people who want benefits. [f you are not a U.S, citizen or 2 legaf
hitp://www.aserysda.govicomplaing_filing_cusLhiml, and at any L .
USDA office, or write a letter addressed to USDA and provide in the letter Hmmigran, the only benefits you might be able to getaie emergeacy
' ) Medicaid services. Getting long-term ¢are (Medicaid for the Eldderly and
allof the informatien requested In thee form. To requast 2 cony of the o g
) . People with Disabilities) or cash belp {TAF) could affect your
complatnt form, calt {866} 632-9392. Submis your completed form or R - .
leter to USOA by: immigtation status and your chances of getting a Permanent Resident
terto ) v . Card {green card). Getting other bhenefits will not affect yourimmigration
(1) mail: US. Department of Agriculture . . A
. U status and your chances of getting a Permanent Resident Card, You might
Office of the Assistant Secretary for CGivil Rights L . .
want to talk to an agency that helps immigeants with legal questions
1400 Independence Avenue, SW . .
Washi 0. 202509410 bedore you apply. i you are 3 refirgee or have been given asylunm, getting
(2 a "ngr;“;Z" - 20250+ benefits will not affect your chances of gatiing a Permanent Resident
(2} fax: (202) 650-7442; or Card or hecoming a citizen,
{3) email: progran.intake@ystla.goy
For any other information dealing with Supplementat Nutrition Social Secu rity Numbers
Assistance Program {(SNAP} issues, persons should either contact the Yout only need to give the Social Security numbers (SSNs) for people wio
USDA SRAP Hotline Number at (BUU) 221-5689, which is afso in Span‘xsh want benelits. Giving or am)!yi"g for an SSN is uo]gmtary; howeve;’
orcall the State lnformation/Hotline Bumbers (click the link for 2 listing anyone who doesn’t apply for an SSN or doesn'l give an SSH can't get
of hotline numbess by State); found onfine at: benefits. [fyou don‘t have an SSH, we: can fielp you apply for one ifyou
http:/fgovess. s usda. qov/snap/contact_info/hotlines litra. area .5, citizen or 2 legal imanigrant. You must be 3 US, citizen ot 3 legal
innmigrant to get an 35N, You can get benefits for your ehildren if they
have an 55N and you dan't. We will not give SSNs ¢o the Burcay of
Immigeation and Customs Eaforeentent. We wifl use SSNs 4o check the
amount of money yau get {incame), if you can get beaehts, and the
amount of benefils you can gat. {7 CER 273.6 for food benefils; 45 CER
205.52 for TANE; and 42 CRR 435,910 for healt cate.)
Sociat Security number: o H1010
N P ! : Application for henefits 12/2018
I [ ! i Texas Health and Human Services Commission Page 17
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Statement of
Understanding

i

Read Section V
before signing
page 19,

Secial Security number:

All Benefit Programs
Facts HHSC Has About Me

HHSC uses facts about people applying for benefirs to
decide: {1) who can get beneliss, and (2) che amount
of benefits, HHSC chiecks facts with the federal
Income and Eligibility Verification System. I
any facts Jon't march, HHSC will check other
sources (banks, employers, ere.). [f anyone
applying for benefits hos an immigration
registration number, HHSC must check with the
LS. Citizenship and bnmigration Services' (USCIS)
system. HHSC will not give anyone’s facts o USCIS.
In most cases, I can see and get facts HHSC has about
e, This includes facts | give HHSC and facrs HHSC
gets from other sources (medical records, employmeng
records, etc.). I might have to pay to get a copy of
these facts. | can ask HHSC to ix anything that is
wremg. | do not have to pay to fix a mistake. To ask

for a copy or to fix a mistake, | can call 2-1-1 or my
tocal HHSC bencfirs office.

Keeping My Facts Private

HHSC will keep my facis privae if they were collected:
* By HIISC staff or contraceed provider staff.

¢ To find vut if [ can get state benefits,

HHSC can share facts about me:
+ When needed for me to get state health-cace bencfits.
» With phone and utilivy companies, They will find
out if my bill amount can be lowered. HHSC will
give them my name, address, and phone number,

TANF Cash Help for Families
Child Support or Alimony

T agree tor

* Ler the state keep any child support or
alimony money owed w anyone during the
time they ger TANE.

* Let the state keep this money after TANF
benefirs end, if the TANF amount anyone got
still needs to be paid off.

* Tell HHSC about money anyone gets,

» Work with HHSC to ger this maney;
if Tdon't, 1 am breaking the law.

The state will keep only the amount allowed by law.

1f I Give False Information
IF } choose nat o vell the reuth, 1 might:
» Be charged with and punished for a crime.
(This could include peing to prison for up o
10 years or community supervisiun.)

* Have to repay benefits.,

\' Never get TANF again.

/

SNAP Food Benefits

Telling the Truth

Anyone who applies for or gets SNAP must:

» Tell the eruth.

.. ® Never trade or sell SNAP benefits, Lone

4 Star Cards, or other devices that allow
people to get SNAPD.

+ Never use or have Lone Star Cards or other
devices if they don’t belong ro them.

Anyone who chooses
not to tell the truth might:

* Not get SNAP for a year or more.

* Be fined up to $250,000, jailed up to
20 years, or both.

* Lose income tax refunds.

* Be charged with other erimes.
* Have to repay benefits,

* Never get SNAP again.

The same is true if anyone lets sameonce clse
use their Lone Star Card,

Facts Anyone Tells or Gives HHSC
HESC uses the facts anyene tells or gives
HHSC, including Social Security numbers ro:
o Check if that person can get benefits.

* Check that person’s facts wich computer
matching progeams and credlis rporting
agencies.

» Make sure thay person is folowing
bencliv program rules,

¢ Help other agencics check if that person
can get other benefits,

» Recover benefits that person wasn't
supposed ta get.

* Share facts about that person: {1} with
ouler state and lederal agencies (lor
example, the Texas Workforce Commission,
the Social Seeurity Administration, amd
the Incernal Revenue Service); (2) with
law enforcement officials so they can find
people on thar person's henefits case (the
household) who are wanted (or fleeing the
law; and {3} with federal, state, and private
claims eollecting agencies for food henefic
overpayment claims collection action.

(Fouod and Nutrition Acr of 2008,

as amended, 7 U.S.C. 20( ]-2056.)/

N

More on next page

Texas Health and Human Services Commission

H1010
12/2018
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Medicaid

If 1 give false information

IfI choose not to tell the truch, 1 might:

* Be charged with o crime,

® Have wo repay benefis.

The same is true if 1 et someonce else use my
medical card or Medicaid 10,

Giving Out Facts About Me

Statement of
Understanding

Eagree o ler Medicaid health-care praviders
] (cdoctors, drug stores, hospivals, etc.) give ouL any
bid Voll... facts about me to FHSC. This will allow the
1, Sign and date providers to be paid by Medicaid.
page 1 {if you have Medical and Child Support Payments
not already sent Depending on my benefits case, the Artorney
ftin). General {the stare) might check that I am
2. Include the gecting the right amount of child or medicat
“items we need” support payments and coverage, _
listed in the * 1Fonly my child gees Medicaid, I can decide if
° Iwant the state 10 help get any payments and
caver section, coverage we should get, but don’t get right now,
3, Sign and date * I my child and 1 both get Medicaid, I muse:
this page. —~ Help rhe stare ger any payments and coveraye
7

\ we should get, but don’t right now.

If tdon'e help the state, my child can et
Medicaid, but [ might not.
= ldendily who the child's uther parent fs.
— Allow the state to keep any medical
SURPOIT payments.

v Tknow [ will be asked o cooprrace with the
agency that colleers medical support from
an absent parent. If | think that cooperating
to collect medical suppore will harm me or
my childeen. | con tell MHSC and | may nog
have 1w copperage.

IF T ger Medicaid, HHSC wili keep medical
service payments [ can get from other sources,
such as:
* My health insurance.
* Money I got because of injuries.
* Moncy collected for me or my children
by the Office of Attorney General.
Towst tell HHSC about these sources. 1 don',

['am breaking the Jaw.

HHSC will only keep dhe amount of medical
support and service payments allowed by law.
Pwill work with HHISC to get these funds.

By signing below, 1 agree:

@ To let HHSC and other state, federal, and local agencies check, share, and get facts about anyone on my benefits case {the household).,
¢ To let other people, businesses, and organizations share facts they have nbout anyone on my benefits case {the household) with HHSC.
@ The faets to be checked and shared include anything that helps decide: (1) who can pet benefits, and {2) the amount of benufics.

T e " Dot B L T P rry v e ey ey

LIty T foprTeey 2 Ry

My Answers Are True

Sign here to show you agree:

I certify under penalty of perjury that the information I have provided
on this application is truc and complete to the best of my knowledge.
If it is not, T may be subject to criminal prosecution.

& Person applying or their authorized representativer

/| /

Sign here

7
Date (mmnfdufyypy)

it Parent, guardian, or power of attorney for the person applying:

L) -

i !

Sign here (youmust give proof of this ight) Phone

Date (mm/dd/yyyy}

& Witness (oaly needed if anyane abuve signed with an “X” or other mark):

H i

Signhere

Date {manfdd/yyyy)

Printed name of witness

Social Security number: H1010
T Application for benefits 12/2018
b AN N U S Texas Health and Human Services Commission Page 19
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Applying for or renewing

[

5

Medicaid or CHIP? If yes, you must fill out this form.

NEED HELP WITH YOUR APPLICATION?

We can help you at no cost to you. Call us at 2-1-1 or 1-877-541-7905 (after you pick a language, press 2).
If you have a hearing or speech disability, call 7-1-1 or any relay service.

Your Tax
Return

This form needs
to be filled out,
signed, and sent
back with your
application for
benefits.

Are you afraid
that giving us facts
about someone
could cause harm
(physical or
emotional) to you
or your child?

If yes, you might
not have to give
us facts abour that
person. You might
be able to get the
“Family Violence
Exemption.”

S\ TEXAS

Services

Addendum A - H1016-M
02/2018

Page 1-A

Each person listed in Section H of the Your Texas Benefits application needs to answer the
questions below (Section 1). The people who should be included in Section H and who should
answer the questions below are:
* Yourself.

* Your spouse.

* Your children age 20 and younger
who live with you.

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

* Anyone else age 20 and younger who
you take care of and lives with you.

(You can still apply for health insurance even if you don't file a federal income tax return.)

Person 1: (main contact or head of household)

First name Middle name last name

If married, name of spouse:

Do you plan to file a federal income tax return next year? ........cocvvereeeerrrnn, CYes ONo

If yes, answer questions a to ¢. If no, skip to question c. <_f
a. Will you file jointly with a spouse? ..c.coveeecenerirecreeeccseressnsnsiesnnens. O Yes O No
b. Will you claim any dependents on your tax returnn? coo.eeceeeererveonenressronnn. OYes ONo

Ifyes, list name(s) of dependents:

c. Will you be claimed as a dependent on someone’s tax return? ..., OYes ONo

Ifyes, list the name of the taxfiler; How are you related to the tax filer?

§ Health and Human

ge2-A

More on pa
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Your Tax
Return

(continued)

Addendum A - H1010-M
02/2018

Page 2-A

Person 2:

First name Middle name Last name
If married, name of spouse;

Do you plan to file a federal income tax return next year? «vo.vemeeroovenn. OYes ONo

If yes, answer questions a to ¢. If no, skip to question c. <_| <_J
a. Will you file jointly with a SPOUSE? vvvecccvicceoneereeeseeee e vemsess e OYes ONo
b. Will you claim any dependents on your tax return? .ooomeveeceeeenressnnnn,. O Yes O No

If yes, list name(s} of dependents:

c. Will you be claimed as a dependent on someone’s tax return! ... O Yes O No
If yes, list the name of the tax filer: How are you related to the tax filer?

Does Person 2 live at the same address as Person 17 voveveoveeeeeoooeeosoeo. OYes ONo
if no, what is Person 2's address?

T rreeeeenes o EE T i s T T sty

Person 3:

Firstname Middle name Last name

If married, name of spouse:

Do you plan to file a federal income tax return next year? v eeoeesvcesroeons OYes ONo

If yes, answer questions a to c. If no, skip to question c. <_J 4_’
a. Will you file jointly with a SPOUSET w.eeeneeeeeeeeeee oo OYes ONo
b. Will you claim any dependents on your tax return? .oeooveceveeeerercernn. O Yes O No

I yes, list name(s) of dependents:

c. Will you be claimed as a dependent on someone’s tax return? v, O Yes O No
Ifyes, list the name of the tax filer; How are you related to the tax filer?
Does Person 3 live at the same address as Person 17 vvveeeeeeeeereees e, CYes ONo

If no, what is Person 3's address?

o\
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Your Tax

Return

(continued)

If more than

5 people are
applying for
benefits, add
more pages with
the same facts,

Addendum A « H1010-M
02/2018

Page 3-A

T
[]eess
Person 4:
First name Middle name Last name
If married, name of spouse:
Do you plan to file a federal income tax return next year? ...o.ovvovvveoeennvornn... OYes ONo
If yes, answer questions a to c. If no, skip to question c. <_l <J
a. Will you file jointly with a SPOUSET w.uuivveeveseeeeeeeeeeeeee oo OYes ONo
b. Will you ¢claim any dependents on your tax return? v.o.veeeeeo oo OYes ONo
If yes, list name(s) of dependents:
c. Will you be claimed as a dependent on someone’s tax return? ............... OYes O No
If yes, list the name of the tax filer: How are you related to the tax filer?
Does Person 4 live at the same address as Person 17 ceveeveoveeeeoeeooons OYes ONo
If no, what is Person 4's address?
Person 5:
First name Middle name Last name
If married, name of spouse:
Do you plan to file a federal income tax return next year? .o, OYes GNo
If yes, answer questions a to c. If no, skip to question c. *J <J
a. Will you file jointly with a SpOUSE? «....vveevereeeeeeeeeeeee oo OYes ONo
b. Will you claim any dependents on your tax return? e nmneereesossovorevoo. OYes ONo
Ifyes, list name(s) of dependents:
c. Will you be claimed as a dependent on someone’s tax return? ............... OYes ONo
If yes, list the name of the tax filer: How are you related to the tax filer?
Does Person 5 live at the same address as Persont 17 oo OYes ONo
If no, what is Person 5’ address?

Yo~
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Tax deductions
you claim

Tell us about
things that can

be deductedon a
federal income tax
return, If anyone has
deductions, health
coverage costs might
be a little lower,

Information
about people
applying for
benefits

Addendum A - H1010-M
02/2018

Page 4-A

Tax deductions

Mark all that apply, give the amount, and how often you pay it.

(You shouldn't include a cost that you already considered as part of your net self-employment.)

O Alimony paid $ How often?

O Student loan interest $ How often?

O Other deductions, such as educator expenses, health savings accounts, moving expenses,
tuition and fees $ How often? Type:

If you have any of these deductions, you will need to send us a copy of your last year's

income tax return.

Information about people applying for benefits

t. Does a child applying for health care travel with a family member

who is 2 migrant farm WOrker? «....ccccomircriioec e receseeeessssessssesessss s seans OYes ONo
If yes, what is the name of that child ar children?

2. Is a child in the Children with Special Health Care Needs program? ............. OYes ONo
if yes, who? l

3. Is anyone an American Indian or Native Alaskan? ..cooveveeveveecreceenrenens. O Yes O No
If yes, you must fill out “Appendix B: American Indian
or Alaska Native Family Member.” It is attached to this form.

4. Was anyone in foster care when they were age 18 or older? vovvvvvvvveevveren OYes ONo
If yas, who? In which state?

5. Does any child on this application have a parent living

outside of the home? ...

................. OYes ONo

%
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Money
you get

Insurance

offered
through
your job

Read and
sign this
form

Addendum A+ H1010-M
02/2018

Page 5-A

=

Stim

Money you get

Fill out this section only if the amount of money you get changes or might change from month
to month. If you don’t expect changes to your monthly income, skip this question.

Your total income this year: Your total income next year (if you think it will be different);

* S
L% L!

Insurance offered through your job

1. Can anyone listed on this form get health insurance through a job? (Check yes even if the

coverage is from someone else’s job,such as a parent or spouse.) covvvveveeresrisesnene,. O Yes O No
Ifyes, fill aut “Appendix A: Health coverage from job.” e
2. Did anyone have insurance through a job and lose it
within the past 3 MORLhS? o.v.rveicvuevir s eess s ssesssessse s, OYes ONo
If yes, who? If yes, end date:
Ifyes, reason the insurance ended: <—J
O Parent’s job ended due to O CHIP benefits from another O Death of a parent.
layoff or business closing. state ended. O The child has special
O Parent's COBRA or ERS O Medicaid benefits from health-care needs.
coverage ended. another state ended. O Medicaid benefits ended
O Change in parent’s O Private health coverage (for any reason).
marital status. ended. O Other:

A. Is anyone who is applying for health coverage
in jail (INCArCerated)? .ooiieceeces ettt as s OYes ONo
If yes, who is in jail?

B. Renewing your health coverage in future years

To make it easier to find out if I can get help paying for health coverage in future years,
I'agrec to allow the agency to use facts about money I get (income data), including
information from tax returns. The agency will send me a notice, let me make any changes,
and [ can cancel {opt out) at any time.

lagree: Yes, the agency can get facts listed above and renew my health coverage without asking me for the next;

O 5years {the maximum G 3years O Don't use information from
neember of years aflowed) O 2years tax returns to renew
O 4years O1year my coverage,
Sign here Date {mm/dd/vyyy)

i
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Health Coverage from Johs

You DON'T need to answer these questions unless someone in the household is eligible for health coverage from a job.
Attach a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.
Take the Employer Coverage Tool on the next page to the em ployer who offers coverage to help you answer these questions.
You only need to include this page when you send in your application, not the Employer Coverage Tool,

EMPLOYEE information

1. Employee name (First, Middle, Last} 2. Employee Social Security number
EMPLOYER information
3. Employer name 4. Employer Identification Number (EIN}
5. Employer address 6. Employer phane number

() -
7. City 8, State 9. ZIP code

10. Whao can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Emalf address

{ ) -

13. Are you currently eligible for coverage offered by this employer, or will you become eligible In the next 3 months?
[Jves (Continue)

13a. If you're in a waiting or probationary period, when can you enroll in coverage?

(mm/dd/yyyy)
List the names of anyone else who Is eligible for coverage fram this job, Y

Name: Name: Name:

e (Stop here and go to page 9, Section L)

Tell us about the heaith plan offered by this employer.

14. Does the employer offer a health plan that meets the minimumn value standard*? 7] Yes e

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee [don't include family plans):
If the employer has wellness pragrams, provide the premium that the employee would pay If he/ she received the maximum discount for any tobacco
cessation programs, and did not receive any other discounts based on wellness programs.

a. Haw much would the employee have to pay in premiums for this plan? $
b. How often? (] Weekly O Every 2 weeks 7wice a month Cloncea month [] Quarterly DYearly

16. What change will the employer make for the new plan year (if known)?
[J Employer wan't offer health coverage

il Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available anly to
the employee that meets the minimum value standard.* (Premium should reflect the discount for wellness pragrams. See question 15.}

a. How much will the employee have to pay in premiurms for that plan? $
b. How often? DWeekly O Every 2 weeks LJTwicea month [ Onceamonth [ Quarterly DYearly
Date of change (mm/dd/yyyy):

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no less than 60
percent of such costs (Section 36B([c){2)(C){iI) of the Internal Revenue Code of 1 984)

Appendix A« H1010-M

02/2018
Page 6-A
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Use this tool to help answer questions in Appendix A about any employer health coverage that you're eligible for (even if it's
from another person’s job, fike a parent or spouse). The information in the numbered boxes below match the boxes on Appendix A.
For example, the answer to question 14 on this page should match question 14 an Appendix A.

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one tool for
each employer that offers health coverage.

EMPLOYEE Information

The empioyee needs to fill out this section,

1. Employee name (First, Middle, Last) 2. Social Security Number

EMPLOYER Information

Aslcthe emplayer for this information.

“

3, Employer name 4. Employer ldentification Number (EIN)
5. Employer address (HHSC will send notices to this adcress) 6. Employer phone number

{ ) -
7. City 8, State 9. ZIP code

10.Wha can we contact about employee health coverage at this job?

11. Phone number (if different fram above) 12. Email address

{ ) -

13. 1s the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
U Yes (Continue)

13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for coverage?
(mm/dd/yyyy) (Continue)

O No (STOP and return this form to employee)

Tell us about the health plan offered by this employer.
Does the employer offer a health plan that cavers an employee's spouse or dependent?
[ Yes. Which people? [JSpouse [ Dependent(s)
[Mne

(Go to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?
[DYes Goto question 15} [_]No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): if the employer has wellness
programs, provide the premiumn that the employee would pay if he/ she received the maximum discount for any tobacco cessation programs, and didn't
receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? DWeekIy O Every 2 weeks U twice a month [ once a month DOuarterIy [ Yearly

if the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
O Ernployer wan't offer health coverage

O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to
the employee that meets the minimum vaiue standard.* (Premium should reflect the discount for wellness programs. See question 15.)

a. How much will the employee have to pay in premiums for that plan? $

b. How often? DWeekly Oevery 2 weeks lTwiceamonth  [JOnce a month [ quarterly T3 Yearly
Date of change (mm/dd/yyyy}:

*An employer-sponsored health plan meets the “minimum value standard® if the plan’s share of the toial allowed benefit costs covered by the plan is no less than 60
percent of such costs (Section 36B(¢){2)(C){ii) of the Internal Revenue Code of 1 986)

Appendix A - H1010-M

02/2018
Page 7-A O\b
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Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your application,

Telf us about your American Indian or Alaska Native family member(s).

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 the
following questions to make sure your family gets the most help possible.

NOTE: If you have more people to include, make a copy of this page and attach.

R & :
1. Name First Middie
(First name, Middle name, Last name)
Last Last
2. Member of a federally recognized tribe? [ ves [ ves

If yes, tribe name

If yes, tribe name

[INeo [LINo

3. Has this person ever gotten a service from [Oes ves
the Indian Health Service, a tribal health

program, or urban Indian health program, [INo Cno

or through a referral from one of these
programs?

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?

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?

ves [CINo Cyes CNo
4. Certain money received may not be caunted
for Medicaid or the Children's Health
Insurance Program {CHIP). List any income $ 5
(amount and how often) reported on your
How often?. How often?

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 resources,
farming, ranching, fishing, leases,
or royalties from land designated as
Indian trust land by the Department
of Interior (including reservations and
former reservations)

» Money from selling things that have
cultural significance

Appendix 8+« H1010-M
02/2018

Page 8-A
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Assistance with Completing this Application

You can choose an authorized representative.

if you want, you can give someone the right to act for you (an authorized representative).

That person can:

* Give and get facts for this application.

* Take any action needed for the application process. This includes appealing an HHSC decision.
* Take any action needed to enroll in Medicaid or CHIP. This includes picking a health plan.

» Take any action needed to get benefits. This includes reporting changes and renewing benefits.

If you give someone the right to act for you, that person agrees to:

* fulfill all your responsibilities related to Medicaid;

* keep information about you private;

* obey state and federal laws about conflict of interest and keeping information private, including:
o laws that protect information on people who apply for or receive Medicaid (42 CFR part 431, subpart F);
o laws about the privacy and safety of personally identifiable information (45 CFR §155,260(f)); and
0 laws barring the state from paying anyone other than your provider or you for Medicaid services,

except in a few circumstances (42 CFR §447.10).

You can have only one authorized representative for all your benefits from HHSC. If you want to change your
authorized representative: (1) log in to your account on YourTexasBenefits.com and report a change, or (2} call 2-1-1
(after you pick a language, press 2), If you're a legally appointed representative for someone on this application, send
proof with the application.

1. Name of authorized representative (First name, middle name, fast name)

2. Address 3. Apartment or suite number

4. City 5. State 6, ZIP code

7. Phone number
( ) -

8. Organization name 8. Organization ID number (if applicable}

By signing, you allow this person to sign your application, get official information about this application,
and act for you on all future matters with this agency.

10. Your signature 11. Date {mm/dd/yyyy)

For certified application counselors, navigators, agents, and brokers only,

Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application
for somebody eise,

1. Application start date (mm/dd/yyyy)

2. First name, middle name, last name, & suffix

3. Organization name 4. Organization ID number (if applicable)

Appendix C+ H1010-M
o2izns

Page 9-A (\6
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S\ TEXAS

5 Health and Human
Services

ISR

e

Appllctlon for Health Coverage & Help Paylng Costs -

THINGS TO KNOW

Form H1205

Dec 2018

to see what
coverage choices
vou gualify for

Who can use this
application?

Apply faster
online

What you may
need o apply

. Why do we ask for
this information?

What happens
next?

Get help with this
application

any relay service.

Use this amﬂé@aﬁé@m *

Affordable private health insurance plans that offer comprehensive
coverage to help you stay well.

* A new tax credit that can immediately help pay your premiums for health
coverage.

* Free or low-cost insurance from Medicaid or the Children’s Health
Insurance Program (CHIP).

* Use this application to apply for anyone in your family.

* Apply even if you or your child already has health coverage. You could be
eligible for lower-cost or free coverage.

* If you're single, you may be able t¢ use a short form.
Visit HeaithCare.gov,

* Families that include immigrants can apply. You can apply for your
child even if you aren’t eligible for coverage. Applying won't affect your
immigration status or chances of becoming a permanent resident or
citizen,

* If someone is helping you fill out this application, you may need to
complete Appendix C.

Apply faster online at YourTexasBenefits.com.

* Social Security numbers (or docurnent numbers for any legal immigrants
who need insurance).

* Employer and income information for everyone in your family {for
example, from pay stubs, W-2 forms, or wage and tax statements).

* Policy numbers for any current health insurance.

* Information about any job-related health insurance available to your family.

We ask about income and other information to let you know what coverage
you qualify for and if you can get any help paying for it. We'll keep all the
information you provide private and secure, as required by law.

After you fill out and sign your application, mail or fax it to us (See Step 6
on Page 8). If you don't have all the information we ask for, sign and send
your application anyway. We'll follow up with you within 2 weeks. You'll get
instructions on the next steps to complete your health coverage. If you
don't hear from us, call 2-1-1 or 1-877-541-Y905 (after you pick a language,
press 2). Filling out this application doesn't mean you have to buy health
coverage.

* Online: YourTexasBenefiis.com

* Phone: Call us at 2-1-1 or 1-877-541-7905.
After you pick a language, press 2.

* In person: At a benefits office. To find an office near you, go to
YourTexgsBenefits.com or call 2-1-1 (after you pick a language, press 1).

 NEED HELP WITH YOUR APPLICATION? We can help you at no cost to you. Call us at 2-1-1 or
&e” 1-877-541-7905 (after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or

' Page 1 of 12
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Tell us about yourself
(We need one adult in the family to be the contact person for your application.)
1. First name, middle name, last name, & suifix
2. Home address {Leave blank if you don't have one.) 3. Apartment or suite number
4. City 5. State 6. ZIP code 7. County
8. Doyoulive in Texas? [ | Yes [ | No 9.Do you plan to stay in Texas? Yes [ ]| No
10. Mailing address (if different from home address) 11. Apartment or suite number
12. City 13. State 14. ZIP code 15. County
16. Phone number 17. Other phone number
C )y - ( )y -
18. Do you want to get information about this application by email? [ | Yes [ ] No
Email address:
19. Preferred spoken or written language (if not English)

Who do you need to include on this application?
If you file taxes: We need to know about everyone on your tax return.

If you don’t file a tax return: We need to know about family members wha live with you. (You don't need to file
taxes to get health coverage).

DO Include: You DON'T have to include:

* Yourself *  Your unmarried partner who doesn’t need health

*  Your spouse coverage

«  Your children under 21 who live with you * Your unmarried partner's children

*  Anyone you include on your tax return, even if they *  Your parents who live with you, but file their own fax
don't five with you return (if you're over 21)

. Anyone else under 21 who you take care of and lives * Other adult relatives who file their own tax retumn
with you

The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes. This
information helps us make sure everyone gets the best coverage they can.

Complete Ster.; 2 for each person in your family. Start with yourself, then add other adults and children. If you have more than two
people in your family, you'll need to make a copy of the pages and attach them. You don't need to provide immigration status or a
Social Security number (SSN) for family members who don't need health coverage. We'll keep all the information you provide private
and secure as required by law. We'll use personal information only te check if you're eligible for health coverage.

Form H1205
Dec 2018

i NEED HELP WITH YOUR APPLICATION? We can help you at no cost to you. Call us at 2-1-1 or
' 1-877-541-7905 (afler you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service. Page 2 of 12
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¢ (Start with yourself) i

Complete Step 2 for yourself, your spouse/partner and children who live with yeu and/or anyone on your same federal income 1ax return if you

file cne. See page 1 for more information about who to include. If you don't file a tax return, remember to stilt add family members who live
with you.

1. First name, middle name, last name, & suffix 2. Relationship to you?
SELF

3. Date of birth (mm/ddiyyyy) 4.8ex ] Male (] Female

5.8ocial Security number (SSN) - -

We need this if you want heaith coverage and have an SSN. Providing your SSN can be helpful if you don't want health coverage too
since it can speed up the application pracess. We use S8Ns to check income and other information to see who's eligible for help with health
coverage costs. if someone wanis help getting an SSN, calf 1-800-772-1213 or visit setialsecurity. gov, TTY users should call 1 -800-325-0778.

6. Do you plan to file a federal income tax return NEXT YEAR?

{You can still apply for health insurance even if you dont fite a federal income tax return.)

D YES. if yes, please answer questions a—c. D MG, If no, skip to question c¢.

a. Will you file jointly with a spouse? E] Yes [:] No
If yes, name of spouse:

b. Will you claim any dependents on your tax retun? [} Yes [ ] No
If yes, list name(s) of dependents:

¢. Wilt you be claimed as a dependent on someone’s fax return? |:| Yes |:| No
If yes, please list the name of the tax filer:
How are you related to the tax filer?

7. Are you pregnant? I:] Yes D No a. If yes, how many babies are expacted during this pregnancy?
b. If yes, due date (mm/ddiyyyy)
¢. Is this your first pregnancy? D Yes [:} No

8. Do you need health coverage?
(Even if you have insurance, there might be a program with better coverage or lower costs.)

D YES. Ifyes, answer all the questions below. g7 |:] NO. If no, SKIP to the income questions on page 4. *?Q;%
X d Leave the rest of this page blank. i)

9. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily
chores, etc.) or live in a medical facility or nursing home? [] Yes No

10. Are you a U.S. citizen or U.S. national? [~ | Yes | ] No

11. If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status? []vYes []No
i yes, answer these questions: a, Immigration document type

b. Document ID number

c. Have you lived in the U.S. since 19967 [ ] Yes [ ] No

12. Are you, of your spouse of parent, an active-duty member of the U.S. military? [ ] Yes [ ] No

3. Are you, or your spouse or parent, a veteran of the U.S. military? [Jyes [ ] nNo

14. Do you want help paying for medical bills from the past 3 months? [ ]Yes ] No

15. Do you live with at least one child under the age of 19, and are you the main persen taking care of this child? !:) Yes D No

17. Were you in foster care at age 18 or older? |:| Yes i:l No

16. Are you a full-time student? [ ] Yes [ ] No If yes. In which state?

Please answer the following questions if PERSON 1 is age 22 or younger:

18. Did PERSON 1 have insurance through a job and lose it within the past 3 months? [:] Yes |:] No

a. If yes, end date: b. Reason the insurance ended:

D Parent's job ended due to layoff [:I CHIP beneiits from another state D The ¢hild has special health-care
or business closing. ended, needs.

D Parent's COBRA or ERS coverage [] change in parent's marital status. D I(\;Ioerd;cr:]aic:ebaesr;f)lts ended
ended. [_] Private health coverage ended. Y '

(] Medicaid benefits from another L] other

state ended. D Death of a parent.

Form H1205
Dec 2018

B NEED HELP WITH YOUR APPLICATION? We can help you at no cost to you, Cali us at 2-1-1 or
" 1-877-541-7805 {(after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service.

Page 3 of 12




(Continue with yourself) it

G ]
18, if Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
[] Mexican  [] Mexican American [ ] Chicanofa [] PuertoRican  [] Cuban [ ] Other

20. Race (OPTIONAL-—check all that apply.)

] white [_] American indian or Alaska {1 Filipino ["] Vietnamese [ | Guamanian or Chamorro
(] Black or African Native [] Japanese [ ] Other Asian Samoan
American [J Asian Ingian [ ] Korean [ ] Native Hawaiian Other Pacific Islander
D Chinese (] other
Current Job & Income Information
D Employed D Self-employed D Not employed
If you're currentiy employed, tell us about Skip to questicn 30. Skip to question 31,
your income. Start with question 21.
CURRENT JOB 1:
21. Employer name and address 22, Employer phone number

23. Wages/tips (before taxes) [ | Hourly [ ] Weekly [] Every2weeks [ ] Twice a monih (] Monttty [ ] Yearly
$
24, Average hours worked each WEEK

CURRENT JOB 2: (ifyou have more jobs and need more space,attach another sheet of paper).

25. Employer name and address 28, Employer phone number

27. Wagesftips (before taxes) [ ] Hourly [ | Weekly | ] Every 2 weeks [} Twiceamonth [ ] Monthly L] veary
3
28. Average hours worked each WEEK

28. In the page year, did you: D Change jobs f::] Stop working j:] Start working fewer hours [:] None of these

30. i self-employed, answer the following questions:
a.Type of work b. How much net income {profits once business expenses are
paid) will you get from this self-employment this month?

$

31. OTHER INCOME THIS MONTM: Check all that apply, and give the amount and how often you get it.,
NOTE: You don't need to teli us about child support, veleran's payment, or Supplemental Security Income (SSH),

D None

I:] Unemployment $ Howoften? |:] Net farmingffishing  § How oflen?

[1 Pensions $ How often? — (] Net rentai/royaity $ How often?

(] social Security $ How often? [] other income s How often?
. ” —_—e——

[] Retirement accounts ~ $ How often? Type:

[] alimony received $ How often?

32. DEBUCTIONS: Check all that apply, and give the amount and how often you pay it.

If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of heaith coverage
a little lower.,

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 30b),

. . (1 Other deductions, such as educator expenses, health savings
[] Atmony paid $____ Howoflen?_ accounts, moving expenses, tuition, and fees

[ Studentloan interest  $ How often? $ How often? Type:

33. YEARLY INCOME: Complete only if your income changes from month to month. &%
If you don’t expect changes to your monthly income, skip to the next person. é@

Your total income this year Your {otal income next year (if you think it will be different)

$ $
THANKE I This is all we need to know about you

Form H1205
Dec 2018

NEED HELF WITH YOUR APPLICATION? We can help you at no cost to you. Calf us at 2-1-1 or
1-877-541-7905 {after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service.

Page 4 of 12
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Complete Step 2 for yourself, your spouse/partner, and children who live with Yyou and/or anyong on your same federal income tax return if you file one.
See page 1 for more information about who to include. If you don't file a tax return, remember to still add family members who live with you.

1. First name, middle name, last name, & suffix 2, Relationship to you?

3. Date of birth (mmidd/yyyy) 4.8ex [ | male [ ] Female

5. Social Security number (SSN) - - We need this if you want health coverage and have an SSN,

6. Does PERSON 2 live at the same address asyou? | ] Yes | | No
If no, list address:

7. Does PERSON 2 plan te file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.}
D YES. If yes, please answer questions a—c. D NO. Hf no, skip to question c.
a. Will PERSON 2 file jointly with a spouse? [_] Yes [ ] Mo
If yes, name of spouse:
b. Wilt PERSCN 2 claim any dependents on his or her tax return? D Yes D No
If yes, list name(s) of dependents:
¢. Will PERSON 2 be claimed as a dependent on someone's tax return? D Yes D No
If yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer?
8.1s PERSON 2 pregnant? [ | Yes [_] No a. If yes, how many babies are expected during this pregnancy?
b. If yes, due date {mmiddiyyyy)
c. Is this your first pregnancy? [ Yes [ ] No

9. Does PERSON 2 need health coverage?
(Even if they have insurance, there might be a program with better coverage or lower costs.)
[] YES. ifyes, answer all the questions betow. % [T NO. If no, SKIP to the income questions on page 6.
Leave the rest of this page blank,

10. Does PERSON 2 have a physical, mental, or emotional health condition that causes fimitations in activities {like bathing, dressing, daily chores,
&te) or live in a medical facility or nursing home? D Yes No

11.Is PERSON 2 a U.S. citizen or U.S. national? [ | Yes [ ] No

12.If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status?|_ ] ves | | No
If yes, answer these questions: a. Immigration document ype

b. Document ID number

¢. Have you lived in the U.S. since 19967 [ Yes [ ] No

13. Are you, or your spouse or parent, an active-duty member of the U.S. military? D Yes D No

14. Are you, or your spouse or parent, a veteran of the U_S, military? [:l Yes D No

15. Does PERSCN 2 want help paying for 16. Does PERSON 2 live with at least one child 7. Was PERSON 2 in foster care at age 18 ar
medical bills from the past 3 months? under the age of 19, and are they the main older?
[]ves [] No person taking care of this child? ] Yes [ ] No
[]Yes [] o If yes, in which state?

Please answer questions 18 and 19 if PERSON 2 Is age 22 or younger:

18. Did PERSON 2 have insurance through a job and fose it within the past 3 months? [ | Yes [ ] No

a. If yes, end date: k. Reason the insurance ended:

[_] Parent's job ended due 1o layoff or (] CHIP benefits from another state [] The child has special health-care
business closing. ended, needs,

D Paren{'s COBRA or ERS coverage ended. |:l Change in parent's marital status. D Medicaid benefits ended

(] Medicaid benefits from another [] Private healin coverage ended (for any reason).
state ended, [ ] Death of a parent. L] other

19.Is PERSON 2 a full-time student? [ | Yes | ] No

20. If Hispanic/Latino, ethnicity (OPTIONAL—check alf that apply.)
[] Mexican [] Mexican American [] Chicanora [ Puerte Rican [] Cuban [] other

21, Race {OPTIONAL—check all that apply.)

L] wnite [ American Indian or Alaska [ ] Filipino [] Vietnamese [ | Guamanian or Chamorro
[ Black or African Nafive { | Japanese [ | OtherAsian [ ] samoan
American Asian Indian [] Korean [] Native Hawallan ] Other Pacific Islander

[ chinese [[] otrer

Form H1205
Dec 2018

NEED HELP WITH YOUR APPLICATION? We can help you at no cost to you. Call us at 2-1+1 or
1-877-541-7805 (after you pick a language, press 2). Ifyou have a hearing or speech disability, call 7-1-1 or

any relay service. 619 5of12




Current Job & Income Information
D Employed I:] Self-employed |:| Not employed

if you're currently employed, tell us about Skip to question 31, Skip to question 32,
your income. Start with question 22,

CURRENT JOB 1:
22. Employer name and address 23. Employer phone number

24. \Wagesitips (before taxes) [ | Hourly [ ] Weekly [ ] Every2weeks [ | Twiceamonth | | Monthly | ] Yearly
$
25, Average hours worked each WEEK

CURRENT JOB 2: (if you have more jobs and need more space,attach another sheet of paper).

26. Employer name and address 27. Employer phone number
28. Wagesitips (before taxes) [:| Hourly D Weekly D Every 2 weeks D Twice a month E] Monthly D Yearly

$

29, Average hours worked each WEEK

30. In the page year,did you: ]:] Change jobs D Stop working [j Start working fewer hours |:| None of these

31. If self-employed, answer the following questions:

b. How much net income {profits once business expenses are
a. Type of work

paid) will you get from this self-employment this month?

$

32, OTHER INCOME THIS MONTH: Check all that apply, and give the amount and haw often you getit..
NOTE: You den't need to tell us about child support, veteran's payment, or Supplemental Security Income (SS1).

D Neone

(] Unemployment $ Howoflen? { ] Netfarmingffishing  § How often?
] Pensions $ Howoften? (] Netrentaliroyalty  § How often?
|:} Social Security $ Howoften? D Other income $ How often?
I___] Retirement accounts  § How often? Type:

[:| Alimeny received $ How often?

33. DEDUCTIONS: Check all that apply, and give the amount and how often you pay It.

If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage
a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 3ab).

D Alimony paid $ How often? [[] Other deductions, such as educator expenses, health savings
accounts, moving expenses, tuition, and fees
[] Studentloaninterest $__ Howoften? $ How often?

34. YEARLY INCOME: complete only if PERSON 2's income changes from month to month.
If you don't expect changes to PERSON 2's monthly income, skip to the next section.

PERSON 2's total income this year PERSON 2's total income next year (if you think it will be different)
$ $
THANKS! This is all we need {o know about PERSON 2,
if you have more than two people to include, make a copy of Step 2: Person 2 (pages 5 and 6) and complete.
[/AN) ﬁ;am&ﬁy m%mbw{ )

1. Are you or is anyone in your family American Indian or Alaska Native?
[ ] If No, skip to Step 4. [] Yes. If yes, go to Appendix B.

Form H1205
Dec 2018

MEED HELP WITH YOUR APPLICATION? wWe can help you at no cost to you. Call us at 2-1-1 or
1-877-541-7905 (after you pick a language, press 2). if you have a hearing or speech disability, call 7-1-1 or
any relay service.
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Answer these questions for anyone who needs health coverage.
1. Is anyone enrolled in health coverage now from the following?

D YES. Ifyes, check the type of coverage and write the person(s’) name(s) next 1o the coverage they have, D NGO
[_] Medicaid [ ] Employer insurance
Which state? Name of health insurance:
Date coverage ends (if not ending, write “Not ending” Policy number:
Coverage start date:
Coverage end date:
D CHIP Amount you pay each month to cover your child(ren) on this
Which state? insurance?

Who pays the premium?
Is this COBRA coverage? | Yes [ ] No
Is this a retiree health plan? [} Yes [ ] No

Date coverage ends (if not ending, write "Not ending")

[] Medicare
] TRICARE (Don't check if you have direct care or Line of Duty) [ Other ,
Name of health insurance:
[ ] VA health care programs Policy number:
E] Peace Cormps Is this a limited-benefit plan {like a school accident policy)?

[]Yes [ | No

2.ls anyone listed on this application offered health coverage from a job? Check yes even if the coverage is from someone else’s job,
such as a parent or spouse.

[] YES.If yes, you'll need to complete and include Appendix A. Is this a state employee benefit plan? [ ] Yes D No
D NO. If no, continue to Step 5.

e G s e e e
Famﬁzg amm pempﬁe app%ymg for benefite
These questions will not be used to decide if your family can get benefits. They will help us serve you better.
1. s a child in your home in the Children with Special Health Care Needs program? |___j Yes |:] No
If yes, who?
2. Does a child applying for benefits travel with a family member who is a migrant farm worker? [:] Yes D No
If yes, who?

Family violence exemption: If you're afraid that giving us facts about someone could cause harm (physical or emotional) to you or your child,
you might not have {o give us facts about that persen. You might be able to get the “Family V|0]ence Exemptaon !
: s :

Pref*ewed i‘%ﬁeih@dm% C@nmct %:;y Heaﬁh Plan PE"OW@@%’S wﬁﬁanagec& @am mmammﬁmmﬁ

For pregnant individuals only

If you get healith benefits from us, your health plan provider or managed care organization may contact you for things like appcintment reminders and
information about immunizations or well-check visits.

You can choose to have them contact you by telephone, text message, or email. Please rank how you would prefer to be contacted, with 1 being your
most preferred.

Name:
Language you prefer {o be contacted in;

Telephone number:
(If contacted by cellular telephone, the call may be autodialed or prerecorded, and your carrier's usage raies may apply.)

[[] Bytextmessage | Cellular telephone number:
) (Carrier message and daia rates may apply}
D By e-mail

[ Bytelephone

E-mail Address:

Sﬁgnmg mp t@ vm:e

Applying to register or declining to register to vote will not afiect the amount of assistance that you will be provided by this agency.

If you are not registered to vote where you live now, would you like to apply to register to vote here today? D Yes |:| No

IF YOU DO NOT CHECK EITHER BOX, YOU Wil.L. BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO VOTE AT THIS TIME.

If you would |ike help in filling out the voter registration application form, we will help you. The decision whether to seek or accept help is yours. You
may fill out the application form in private. If you believe that someone has interfered with your right to register or to decline to register to vote, or your
fight 1o choose your own political party or other political preference, you may file a complaint with the Elections Division, Secretary of State, PO Box
12060, Austin, TX 78711. Phone; 1-800-252-8683.

Form H1205 MEED HELP WITH YOUR APPLICATION? We can help you at no cost to you. Call us at 2-1-1 or
Dec 2018 1-877-541-7906 (afler you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service,

Page 7 of 12
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Agency Use Only: Voler Registration Status
[ Already registered [ ] Client declined || Agency transmitted [_] Clientto maill [ "] Mailed to client [ ] Other
Agency staff signature:

ation

Read & sign this applic

*  I'msigning this application under penally of perjury which means I've provided true answers {o all the questions on this form to the best of my
knowledge. | know that | may be subject to penalties under federal law if | provide false or unirue information.

»  [know that [ must tell the Texas Health and Human Services Commission {HHSC) if anything changes (and is different than} what [ wrote on
this application. To report changes, ! can go to_YourTexasBenefits.com or call 2-1-1 or 1-877-541-7905. | understand that a change in my
information could affect the eligibility for member(s} of my household.

»  Iknow that under federai law, discrimination isn't permitted on the basis of race, color, national crigin, sex, age, sexual orientation, gender
identity, or disability. | can file a complaint of discrimination by visiting www.hhs.goviacrinifice/fils.

» | confirm that no one applying for health insurance on this application is incarcerated {detained or jailed). If not,

is incarcerated.

(name of person)

We need this information to check your eligibility for help paying for health coverage if you choose to apply. We'll check your answers using
information in our electronic databases and databases from the Internal Revenue Service (IRS), Social Security, the Depariment of Homeland
Security, and/or a consumer reporiing agency. If the information doesn’t match, we may ask you to send us proof,

Renewal of coverage in future years

To make it easier to determine my eligibility for help paying for health coverage in future years, | agree to allow the agency to use income data,
including information from tax returns. The agency will send me a notice, let me make any changes, and | can opt out at any time.

Yes, renew my eligibility automatically for the next
D 5 years (the maximum number of years allowed), or for a shorter number of years:
D 4 years D 3 years \:| 2 years |:| 1 year [:’ Don't use information from tax returns {o renew my coverage

If anyone on this application is eligible for Medicaid
+ lamgiving to HHSC the rights to pursue and get any money from other health insurance, legal settlements, or other third parties. | am also
giving to HHSC rights to pursue and get medical support.
+  Does any child on this application have a parent living cutside of the home? [:| Yes {:] No

+ [Hyes, I know | will be asked to cooperate with the agency that collects medical support from an absent parent. If | think that cooperating to
collect medical support wilk harm me or my children, | can tell HHSC and | may not have to cooperate.

Important Information for Former Military Service Members

Women and men who served in any branch of the United States Armed Foices, including Army, Navy, Marines, Air Force, Coast Guard, Reserves or
National Guard may be eligible for additional benefits and services.
For more information, please visit the Texas Veterans Portal at https:fivelerans.portal.texas.gov.

My right to appeal

If I think HHSC has made a mistake, | can appeal its decision. To appeal means to tell someone at HHSC that | think the action is wrong and ask for a
fair review of the action. | know that | can find out how to appeal by contacting HHSC at 2-1-1 or 1-877-541-7905 (after you pick a language, press 2).
| know that | can be represented in the process by somecne other than myself. My eligibility and other important information will be explained to me.

Sign this application
The person who filled out Step 1 should sign this application. If you're an authorized representative you rmay sign here, as long as you have
provided the infermation required in Appendix C.

Signature Date (mm/dd/yyyy)

o
“4. A

led out and sig

Fax: 1-877-447-2839 Mail: HHSC
If your form is 2-sided, fax both sides. PO Box 149024
Austin, TX 78714.0568

Form H1205
Dec 2018

NEED HELF WITH YOUR APPLICATION? We can help you at no cost to you. Call us at 2-1-1 or
1-877-541-7906 (after you pick a language, press 2). if you have a hearing or speech disability, call 7-1-1 or
any relay service. %

Page 8 of 12
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APPENDIX A ke

Health Coverage from Jobs

You DON'T need fo answer these questions unless someone in the household is eligible for health coverage from a job.
Attach a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.

Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer these
questions.

You only need to include this page when you send in your application, not the Employer Coverage Tool,

EMPLOYEE information

1. Employee name (First, Middle, Last) 2. Employee Social Security number

EMPLOYER information

3. Employer name 4, Employer Identification Number {EIN)
5. Employer address 6. Employer phone number
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11, Phone number {if different from above) 12, Email address

( )y -

13, Are you currently efigible for coverage offered by this employer, or will you become eligible in the next 3 months?

[] Yes (Continue)
13a. If you're in a waiting or probationary period, when can you enroll in coverage?

(mm/iddlyyyy)
List the names of anyone else who is efigible for coverage from this job,

Name: Name: Name:

[:_I No (Stop here and go to Step 4 in the application)

Tell us about the health plan offered by this employer.

14. Does the employer offer a health plan that meets the minimum value standard*? D Yes I:] No

15. For the lowest-cost plan that meets the minimum value standard” offered only to the employee (dor't include family plans):
If the employer has wellness programs, provide the premium that the employee would pay if he/ she recelved the maximum discount for any
tobacco cessation programs, and did ot receive any olher discounts based on wellness programs.

&. How much would the employee have to pay in premiums for this plan? $
b. How often? L__i Weekly [:| Every 2 weeks I:I Once a month D Twice a month D Quarterly |__J Yearly

18. What change will the employer make for the new plan year (if known)?
L__] Employer wor't offer health coverage

]:| Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to
the employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan? $
b. Howoften? [ | Weekly [ | Every 2weeks [ ] Once amonth [] Twice amonth [[] Quarterty [] Yearly
Date of change (mm/ddiyyyy):

* An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs coverad by the plan is
no less than 60 percent of such costs (Section 36B(cH2HC)(ii) of the Internal Revenue Code of 1986)

Form H1205
Dec 2018

NEED HELP WITH YOUR APPLICATION? We can help you at no cost to you. Call us at 2-1-1 or
1-877-541-7905 (after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service.

Page 9 of 12
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EMPLOYER COVERAGE TOOL GExay

Use this tool 1o help answer questions in Appendix A about any employer health coverage that you're eligible for {even if it's from another person’s job,
like a parent or spouse). The information in the numbered boxes below match the boxes on Appendix A. For example, the answer to question 14 on
this page should match questicn 14 on Appendix A.

Wiite your name and Socfal Security number in boxes 1 and 2 and ask the employer to fill cut the rest of the form. Complete one tool for each
employer that offers health coverage.

EMPLOYEE Information

s The employee needs to fill out this section.
1. Employee name (First, Middle, Last) 2. Soctal Security Number

&, EMPLOYER Information

' Ask the employer for this information.

3. Employer name 4. Employer Identification Number (EIN}
5. Employer address (HHSC will send notices to this address) 6. Employer phone number
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Emnail address

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?

[[] Yes (Continue)

13a. If the employee is not eligible today, including as a result of a waiting or probatienary period, when is the employee eligibie for
coverage? (mm/dd/yyyy) {Continue)

[_] No (STOP and return this form to employee)

Tell us about the health plan offered by this employer.
Does the employer offer a health plan that covers an employee's spouse or dependent?
[_] Yes. Which people? [ ] Spouse [ ] Dependent(s)
] No
(Go to question 14)
14. Does the employer offer a health plan that meets the minimum value standard*?

D Yes (Go to question 15) EI No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard® offered only to the employee (don't include family plans}: If the employer has
wellness programs, provide the premium that the employee would pay if he/ she received the maximum discount for any tobacco cessation
programs, and didn't receive any other discounts based on wellness programs.
a. How much would the employee have to pay In premiums for this plan? $

b. Howoften? [ | Weekly [ ] Every 2weeks [ ] Onceamonth [} Twice a month "] Quarterly [ | Yearly

if the plan year will end soon and you know that the health plans offered wilt change, go to question 16. If you don't know, STOP and return form to
employee.
16. What change will the employer make for the new plan year?

[::] Employer won't offer health coverage

D Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.)

a. How much will the employee have to pay in premiums for that plan? $
b. How often? [_} weekly [ ] Every 2weeks [ ] Onceamonth [ ] Twice amonth [ ] Quarterly [ ] Yearly
Date of change (mm/ddfyyyy}:

* An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is
no less than 60 percent of such costs (Section 36B()(2)(C)(ii) of the Internal Revenue Code of 1986)

% NEED HELP WITH YOUR APPLICATION? We can help you at no cost te you. Call us at 2-1-1 or
1-877-541-7905 (after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service.

Form H1205
Dec 2018
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APPENDIX B

American Indian or Alaska Native Family Member {AlIAN)

Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your application.
Tell us about your American Indian or Alaska Nafive family member(s).

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 enroliment periods. Answer the
following questions to make sure your family gets the most help possible.

NOTE: If you have more people to include, make a copy of this page and attach.

A A = -

. ON1 .
R e \%% A

1. Name First Middle First Middie
(First name, Middle name, Last name)

Last Last
2. Member of a federally recognized tribe? [] Yes [ ] Yes
If yes, tribe name If yes, tribe name
|:] No ] No
3. Has this person ever gotten a service from [] Yes [] Yes
the Indian Health Service, a tribal health
program, or urban Indian health program, or LT No [J No
through a referral from one of these If no, is this person eligible to get If no, is this person eligible to get
programs’? services from the Indian Health services from the Indian Health
Service, tribal health programs, or Service, tribal health programs, or
urban Indian health programs, or urban Indian health programs, or
through a referral from one of these through a referral from one of these
programs? programs?
[ Yes [ No (] Yes [ ] No
4. Certain money received may not be $ $
counted for Medicaid or the Children's
Health insurance Program (CHIP). List any How often? How often?

income (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 resources,
farming, ranching, fishing, leases, or
royalties from land designated as Indian
trust land by the Department of Interior
(including reservations and former
reservations)

= Money from selfling things that Have
cultural significance

Form H1205
Dec 2018

NEED HMELP WITH YOUR APPLICATION? wWe-can help you at no cost to you. Call us at 2-1-1 or
1-877-541-7905 (after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or Page 11 of 12
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APPENDIX C s

Assistance with Completing this Application

i you want, you can give someone the right to act for you {an authorized representative).

That person can:
Give and get facts for this application.

* Take any action needed for the application process. This includes appealing an HHSC decision.
Take any action needed to enroll in Medicaid or CHIP, This includes picking a health plan.

+  Take any action needed to get benefits. This includes reporting changes and renewing benefits,

If you give someone the right to act for you, that person agrees to:

fulfill all your responsibilities related to Medicaid;
+  keep information about you private;
obey state and federal laws about conflict of interest and keeping information private, including:
o laws that protect information on people who apply for or receive Medicaid (42 CFR part 431, subpart F);
o laws about the privacy and safety of personally identifiable information (45 CFR §155.260(0); and
o laws barring the state from paying anyone other than your provider or you for Medicaid services, except in a few

circumstances (42 CFR §447.10).
You can have only one authorized representative for all your benefits from HHSC. If you want to change your authorized

representative: (1) log in to your account on YourTexasBenefits.com and report a change, or (2) call 2-1-1 (after you pick a language,
press 2). If you're a legally appointed representative for someone on this application, send proof with the application.

1. Name of authorized representative (First name, middle name, last name)

2. Address 3. Apartment or suite number

4. City 5. State 6. ZIP code

7. Phone number
( ) -

8. Organization name 9. Organization |D number (if applicable)

By signing, you allow this person to sign your application, get official information about this application, and
act for you on all future matters with this agency.

10. Your signature 11. Date (mm/ddfyyyy)

For certified application counselors, navigators, agents, and brokers enly,

Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application
for somebody else.

1. Application start date (mm/dd/yyyy)

2. First name, middle name, last name, & suffix

3. Organization name 4. Organization |D number (if applicable)

NEED HELP WITH YOUR APPLICATION? We can help you at no cost to you, Calt us at 2-1-1 or
> 1-877-541-7905 (after you pick a language, press 2). If you have a hearing or speech disability, call 7-1-1 or
any relay service,

Form H1205 #2%
Dec 2018 A
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