The following provides some basic information to give you a betier idea of the application process and
Medical Assistance in general.

Why Medical Assistance?

Medical Assistance has the broadest coverage of medical and mental health services for persons under 21 of
any insurance plan. It covers services rarely covered by employer provided insurance and currently operates

without any aneual or lifetime caps, which are often imposed by other insurance plans.

Services covered under the wedical assistance program may include:

e Mental Health/Wrap-Around Services
e In-Home Personal Care Services

e Diapers

e Nuiritional Suppiements

o Prescriptions

¢ In-Home Nursing

o  Physical Therapy

s  Occupational Therapy

o Speech Therapy

Medical Assistance can be a child’s only insurance or it can be secondary to another coverage. Many families
find medical assistance useful to supplement/cover those services and/or equipment that are not covered by a

child’s primary insurance,

Will My, Child Qualify?

Mdﬂyﬂuldlell . lthdzsabihtlesl'develepm _1|'_ta.l' dei ys will {]uaiify for Medieal As”sist"éh:éé',:'l‘eéa'i‘d'léiss'b'f

their parent’s income.’ Here are some basic rules:

e A child can qualify for Medical Assistance even if he/she has other health insurance (although, the

other insurance usually needs to be billed first)

e The income and/cr assets of the parents/caregivers does not count in determining eligibility for

Medical Assistance, if the child’s condition meets certain disability standards.

Application Process

The following provides the steps for campleting the Application Process for Medical Assistance:




Fill out the “Application for Health Care Coverage” — form PA 600CH.

Assemble Documentation

Copy of Child’s Social Security (or receipt from Social Security that an application for a card has been
fited)

Copy of Child’s Birth Certificate

For Non US Citizens, proof of immigration status (your child must have permanent residency status,
i.e, a “Green Card, to qualify for Medical Assistance)

Proof of Address (Usually & copy of a utility bill will qualify)

Copy of any other health insurance for child

Verification of any income that the child receives in his/her name (i.e. child support, social security
benefits, etc.), as well as, parent/caregiver income information (your two most recent pay stubs should
be sufficient). _

Recent (within one year) medical information from a physician (i.e. psychiatrist, psychologist,
neurologist, pediatrician, etc), which includes a diagnosis, prognosis, treatment plan, and any
medications. An IEP alone is not sufficient, although it may be helpful in making the determination of
disability.

Copy of parent/guardian social security card and driver’s license/phote 1D (necessary for verification

ot US citizenship)




Important information about health care benefits.
Ask someone fo read this to you.
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Informacién importante sobre los beneficios médicos, Pidale a
alguien que le lea esto.
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Health Care in Pennsylvania
Easy, affordable protection for your family
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Please note: If you need Medicaid benefits for families without children, cash
assistance, or food stamps, you must complete a different application. Please call
your County Assistance Office and they will send you the proper form.

If you need help: You can get help with this form. For help, you can call the Helpline at
1-800-842-2020 or ask for help at the County Assistance Office. If you are hearing
impaired, call TDD 1-8§00-451-5886.

Q: Which program can my children enroll in?
A

Whether your children enroll in Medicaid or CHIP depends mastly on your income and the ages
of your children. You may apply to the program of your choice. This application will work for both
programs.
o If you apply first to Medicaid, but are not eligible, the application will be sent to a CHIP program
fo see If you are eligible.

o If you apply first to CHIF, but are not eligible, the application will be sent io the Gounty
Assistance Office fo see If you are eligible for Medicaid.

« If this happens, you will get a letter telling you what has happened to the application and what fo
expect.

Q; How will I know if my family is eligible?

>

You should receive a leiter from the program you applied to within 30 days. This letter will tell you who
is eligible for the program and who fs not. If someone does not get into the program, the letter will tell
you why and what you cah do next.

Q; What if someone in my family has a disability or a special health care need?

>

You cannot be turned down for coverage because you have a disabifity or a special need. If you or
your child has a disability or a special health care need, a higher income limit can be used when you
apply for Medlicaid. You may also be able fo receive additional services.
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A

- Keep front and back cover.

- Remove pages 3 through 10 at perforaticn and mail in supplied envzlope

After completion

A

Si necisita este informacion en espafiol, llame al teléfone: 1-800-842-2020

What language do you prefer? ~ ___ Spanish __ English __ Other (specify)
¢ Qué idioma prefiere usted? __ Espaitol _ Ingles _ Other (especifique)

This form is for two programs: Medicaid {also known as Medical Assistance) and CHIP (Children’s Health
Insurance Program).

Al information you provide on this form will be shared between the two programs if necessary. It is confidential.

Medicaid: provides health care coverage for children under age 21, pregnant women, and other adults.

CHIP: Provides health care coverage for children under age 19 who do not have health insurance
and who are not eligible for Medicaid.

Whether your children are enrolled in CHIP or Medicaid will depend mostly on your income and the ages of
your children.

1. Fill out the form. Please print.

2. Attach proof of all income your household received during the last 30 days.
+  Proof includes pay stubs, award letters or checks.

+ Make sure the pay stubs show a full month’s income and the pay period. (If paid every week, attach four
pay stubs. [f paid every two weeks attach two pay stubs.) Also, an employer can write a letter that states
what the monthly pay is if there are no pay stubs.

+  If self employed, copies of tax returns or receipts, or other records count as proof of income.

+ The information you attach should show what the income is before taxes and deductions.
3. If you are applying for someone who is not a U.S. Citizen, please attach proof of alien status.

(You do not need to attach proof of alien status if this is an emergency appilication for
Medicaid.)

4. Mail or take this form to your local County Assistance Office. Call 1-800-842-2020 if you do
not know where to send your form.,

5. If you need help with this application, please call 1-800-842-2020, or if you are hearing
impaired call TDD 1-800-451-5886.

Last name (Parent/Carataker) First Name Middle Initial
Social Sectrity Number * Streel Addrass

City Caunty Siate Zip

Home Phone Work Phene Bast time to calf

[ you are not applying for yowrself, vou can leave this blank. 3 N
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Are you , Is this person Is this persen
applying for a student How is this als.
this parson? | Sex Is this Birthdate under age #8? | person related § Citizen? *
Last names, first name, M| Yes/No? MorF |persen: MMIDDYY Sociel Security Number® | Yes/No? to you? YesiNo?
Yourself [ Married
[ Single
[1 Divorced Self
[} Separated
M Widowed
Person 2 [ Married [1Child
[ Single [ Stepchild
1 Divorced [ Spouse
1 Separated 1 Other
1 Widaowed
Person 3 [ Maried [ Child
{13ingle £ Stepehild
3 Divorced ] Spouse
[ Separated [ Other
[ Widowed
Person 4 [} Martiad £1Child
O Single 7] Stepehild
[] Divorced [ Spouise
[ Separated [ Olher
O Widowed
Person 5 [ Marred 1 Child
01 Single [ Stepchild
1 Divorced [ Spouse
] Separated 3 Othar
1 Widowed
Person 6 [0 Marded [ Child
[ Single [ Stepchiid
[ Divorced {1 Spouse
71 Separated (] Other
] Widowed
Person 7 [ Maried [J Child
[} Single [15tepchild
[ Divorced [J Spouse
[ Separated ] Other
7] Widowed
Person 8 1 Mamied ] Child
M Single 71 Stepehild
11 Divorced [ Spouse
I Separated ] Other
] Widowed

*f you are not applying for this person, you can leave the Social Security Number space and the ULS. citizen space blank.

Are you, or is anyone who lives with you a stepparent? [ |yes [ Tno (if the answer is no, skip to section Ill)

Do the stepchildren live with you? [lyes [ ino Ifyes, telius:

Stepparent’s name:

Stepparent for which children?

Stepparent's name:

Stepparent for which children?
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Please tell us about the income of any child or adult yvou have listed on this application.

Does anyone have income from:
(Piaase check yes or no)

YES | NO ]Whose income is this? { bi-weekly, monthiy, efc.)

How often is the income
received?/weekly,

Amount of manthly income before taxes and
deductions

Employment

Employer's Name:

Empleyment

Employer's Name;

Social Securily income

Supptemental Security income {831}

Pension/Retirement

Worker's Compensation

Uinemploymant Benefils

Dividends/Interest

Seif Employment (including babysitfing and
room and board paid to you.)

Child Support/Alimony

Public Assistance

Other (Specify)

Qtrer (Specify}

Some of your expenses can help make you eligible. Please tell us what
you pay for child care and adult care, and what you pay for

transportation to

ey

go to work.

Name of child cr disabied adult

Monthly expense amount

How much does it cost you to get to work each week if
you ride with another person or take a bus, subway, or

{rolley?

If you drive to work, how many miles do you drive each

week?

If you have a car, how much is your monthly payment?
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Medicaid can sometimes pay bills that your other health insurance doesn’t cover. If you or
someone you are applying for has health insurance, please complete this section.

Does anyone you are applying for have health insurance? [ ]yes [ |no

If yes, please fill in the next section and tell us all you can about the insurance. If no, skip this section.
If you have more than one kind of insurance, please fill in a box for each policy.

If more than one person has insurance, please fill in a box for each person,

Insurance Company

Who holds this policy?

Who is covered?

What Is covered? [} Hospital care [] Prescriptions {71 visions
{_1Doctor's visits (] Dentat

Policy nurnber

Group number/name

When did this insurance start?

When did this insurance siop? {Leave blank if you are still covered)

Insurance Company

Wha holds this policy?

Whea is coverad?

What is covered? [ Hospital care [] Prescriptions []Visions
{1 Doclor's visits [ Dental

Policy number

Group numberfame

When did this insurance start?

When did #vis insurance stop? (Leave blanik if youi are still coverad)

Insurance Compahy

Who holds this poficy?

Whe is covered?

What is covered? [} Hospital care [1 Prescriptions [ Visions
[3 Doctor's visits [} Dental

Policy number

Group number/nams

When did this insurance start?

When did this insurance stap? fLeave blank if you are still coverad)

Car insurance will often pay for injuries that occur in an accident.
Medicaid will pay for only what the car insurance doesn’t cover.

Do you have car insurance? [ Jyes [ |no

If yes, please fill in the next section. If o, you can leave it blank.

Insurance company name

Who holds this policy?

Policy sumber

Policy expiration date

PAGGO CH.1 (3G} 12/06




Medicaid can sometimes buy health insurance for you or your children from your employer.
Please help us decide if this is possible by completing this section.

Please check yes or no YES [ NO

Can you get health Insurance for yourself through your work?

If yes, would you have to pay for it?

Can you get health insurance for your children through your work?

If yes, would you have to pay for it?

In the last 30 days, did anyona in your family lose a job where they had health insurance?

If someone you are applying for has a disability or a special health care need, a higher income
limit can be used when your family applies for Medicaid. Additional services are available.
Please help us find out if anyone you are applying for is eligible for these programs.

Are you, or is anyone who lives with you, pregnant? [ yes [ | no i yes, tell us who?

Name: Due date:
Name: Due date:

Do you, or does anyone who lives with you have a disability or a special heaith care need? || yes D no
If yes, tell us who, and about their needs?

Name; What is the disability or condition {optional):
Name: What is the disability or condition {optional):
Name: What is the disability or condition (optional):

Did anyone receive Supplemental Security income (SSI) in the past? || yes [ Ino (If no, you can skip this section)
If yes, who?

Name: What is the disability or condition {optional):
Name: What is the disability or condition (optional):
Nama: What is the disability or condition {optional);

You may be able to get help from Medicaid for
unpaid medical bills from the last 3 months.

Do you have any unpaid medical bills for anyone you are applying for? | | yes Ij no
if yes, please give us copies of the bills and proof of income for those months.

* Proof includes pay stubs, award letters or checks.

° Make sure the pay stubs show a full month’s income and the pay period. (If paid every week,
attach four pay stubs. If paid every tveo weeks atlach two pay stubs.)

* If self employed, copies of tax returns or receipts, or other records count as proof of income.

¢ The information you attach should show what the income is before taxes and deductions.
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None of these answers will affect your application for health care coverage.

If you are eligible for Medicaid, you may be able to get help with child support
payments and with health insurance for your child if he or she has a parent who
does not live with you. Please complete the section below. Your children can still
receive health care coverage if you do not complete this section.

Name of absent parent:

[ ] check if deceased

Absent Parent's Sirect Address

City State Zip

Date of Birth:

Social Security Number

Which chifd{ren) isiwas this parent responsible for?

Name of absent parent:

[ ] check if deceased

Absent Parent's Streel Address

City State Zip

Date of Birth:

Social Security Number

Which child{ren) ishwas this parenl responsible for?

Name of absent parent:

[ ] check if deceased

Absent Parent's Street Address

City State Zip

Date of Birth:

Sacial Security Number

Which child{rer} ishwas this parent responsible for?

Name of absent parent:

[ ] check if deceased

Absent Parent’s Streel Address

City State Zip

Date of Birth:

Sociat Security Number

Which child{ren) isfwas this parent respensible for?
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Please help us help other families by answering these questions.

How did you learn about CHIP and Medicaid? (You can check more than one box}

[] at the County Assistance Office [1 through a local community organization [} through my children's school
[] threugh CHIP [] at my doctors office [] through a family member

[] the 1-800-986-KIDS Helpline L] atthe hospital [ ] through a friend or neighbor
[JonTV [] through my work [} other

L] on the radio

Did your children have health insurance in the past six months? [ Jyes [ ]no
If yes, please tell us if they lost their health insurance because:

(L] my job stopped providing health insurance for my children

[ ] my job ralsed the cost of haalih insurance for my children

i 1 the health insurance was foo expensive

{1 my children no longer got health insurance through a child support order
[ ] I'no longer have a job

[] other reason:

What schoot district do you live in?

Racial and ethnic information about the people who live with you. Start with yourself.

Name Race {check all that apply) Ethnicity

Yoursalf {7 African American ] Native Alaskan/American Indian | [_] Hispanic
[ Asian [_f Mative Hawaiian/Pacific Islander § [_] Non Hispanic
[] Caucasian [_3Asian (Indian subcontinent)

Person 2 [) African American ] Nalive Alaskan/American Indian | [ Hispanic
[ Asian ] Native HawalianiPacific Istander | [_] Non Hispanic
{1 Caucasian [] Asian {Indian subcontinent)

Parson 3 [] Afican American [ Native AlaskanfAmerican Indian | ] Hispanic
[} Astan [ Native Hawallan/Pacific [slander | ] Non Hispanic
[ "] Caucasian [_1Asian (Indian subcontinent)

Perscn 4 {] Afiican American  [] Native Alaskan/American Indiar | [_] Hispanic
[ Asian [I Native Hawaiian/Pacific Islander | [_] Non Hispanic
{1 Caucasian [} Asfan (indian subcontinent)

Person 5 [_] African American [ | Native Alaskan/American Indian | [] Hispanic
[ Asian [ Native Hawalian/Pacific Istander } [} Non Hispanic
[ ] Caucasian {1 Asian {Indian subcordinent)

Person 6 [ Afiean American [ Native Alaskan/American Indian | [] Hispanie
[TAsian [[] Native Hawalfan/Pacific Islander | T Non Hispanic
[T Caucasian ] Asian {Indian subcontinent}

Person 7 [} African American [} Native AlaskaniAmerican Indian | [] Hispanic
] Agian [ Naive Hawailan/Pacific lslander | (] Non Hispanic
] Caucasian [ Asian (indian subcontinent)

Person 8 [] African American  { | Nalive Alaskan/American Indian | [_] Hispanic
[ Asian [] Native HawaiianiPacific Islander | [} Non Hispanic
[ Caucasian [] Asian {Indian subcordinent)
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MEDICAID:

| understand that the infermation en this form will he kept confidential,

| authorize the releasa of personal, financial, and medical information for the purpose of determining eligibility and for review of the CHIP and
Medicaid programs.

1 understand that 1 must report all changas in my househaold or financial situation to the County Assistance Office within one week.
i undarstand that | can raquest a hearing if 1 do not agree with a decision made on this application.
F understand that my situation is subject to verification from employers, financial sources and other third parties,

[ understand that Medicaic applicants must provide their Social Security Number. This number may be used to check the information on this
application,

| understand that | have a right to a ceriificate of creditable coverage to verify my medical coverage. Federal law limits when health coverage
may be denied or limited for a pre-existing condition. If | enrol in a group health plan that has a pre-existing cendition, | can get credit for the
fime | received Medicaid.

| certify that all information on this application is true under penalty of parjury.

| certify to the best of my knowledge that | understand my rights and respansibilities.

CHIP:

| have tead and fully understand this application. The information that | have given is true and correct.
| understand that there may be penafties for knowingly giving false information.

[ understand that if some or all of my children do not qualify for CHIP, they may qualify for Medicaid. If this is the case, | will altow CHIF to give
my name and the information on this application fo the Department of Public Welfare,

| agree to help in the review of the CHIP program. | understand this may include intetviews, and a review of my child's health records and
application form.

Signature of Applicant
or person applying for applicant{s): Date:

Source of Application: [ ] Helpline [] GAQ [ CHIP Contractor (specify) [} Other {specify)
Date Received: / / Categoties:

File Cleared By/Date: / / Sereened By/Date: / /
AP Registrationd; Provider #:

County: District: Recard #:

[ ] Authorized [ ] Not Authorized [7] Reason Code
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Cut along dotted line and keep for your records.

Q:
A:

Z R

mergency room care.
Lab tests and X rays
Hearlng testing and heanng alds L
__ental health and substance abuse treatment

Which program can my children enroll in?

Whether your children enroll in Medicaid or CHIP
depends mostly on your income and the ages of your
children. You may apply to the program of your choice.
This application will work for both programs.

« If you apply first to Medicaid, but are not eligible,
the application will be sent to a CHIP program to
see if you are elfigible.

« If you apply first fo CHIF, but are not eligible, the
application will be sent to the County Assistance
Office to see if you are eligible for Medicaid.

« [fthis happens, you will get a lelter telling you what
has happened o the application and what to
expect.

How will I know if my family is eligible?

You should receive a letter from the program you applied
fo within 30 days. This leiter will telf you who is eligible
for the program and who is not. If someone does not get
into the program, the letter will tell you why and what you
can do next.

What if someone in my family has a disability or
a special health care need?

You cannot be turned down for coverage because you
have a disability or a special need. If you or your child
has a disability or a special health care need, a higher
income limit can be used when you apply for Medicard.
You may also be able fo receive additional services.
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MEDICAID:

| understand that the information on this form will be kept cenfidential,

| authorize the release of personal, financial, and medical information for
the purpose of determining eligibility and for review of the CHIP and
Medicaid programs.

| understand that | must report all changes in my household or financial
situation to the County Assistance Office within one week.

| understand that | can request a hearing if | do not agree with a decision
made on this application.

| understand that my situation is subject to verification from employers,
financial sources and other third parties.

| understand that Medicaid applicants must provide their Social Security
Number. This number may be used to check the information on this
application,

| understand that | have a right to a certificate of creditable coverage to
verify my medical coverage. Federal law limits when health coverage may
be denied or limited for a pre-existing condition. If [ enroll in a group health
plan that has a pre-existing condition, | can get credit for the time |
received Medicaid.

| certify that all information on this application is true under penalty
of perjury.

| certify to the best of my knowledge that | understand my rights and
responsibilities.

CHIP:

| have read and fully understand this application. The information that |
have given is true and correct,

[ understand that there may be penalties for knowingly giving false
information.

| understand that if some or all of my children do not qualify for CHIP, they
may qualify for Medicaid. If this is the case, | will allow CHIP to give my
name and the information on this application to the Department of Public
Welfare.

| agree to help in the review of the CHIP program. | understand this may
include interviews, and a review of my child’s health records and
application form,

Keep this page for your records.
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