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Description

Mandatory:
Parents and Other Caretakers

Pregnant Women*

Infants and Children Under Age 19*
Individuals Below 133% of the FPL
Former Foster Care Children up to age 26
Optional:

Individuals Above 133% of the FPL
Optional Parents and Caretakers
Reasonable Classifications of Individuals
Non IV-E Adoption Assistance

Optional Targeted Low Income Children
Tuberculosis

Foster Care Adolescents — Chafee
Family Planning

AFDC Income Standard

Single streamlined application or alternative, Renewals, Coordination for enrollment and
eligibility (agreements with Exchanges)

Designates the income options the state is electing in 2014 (e.g. how pregnant women are
counted, reasonably predictable changes in income, cash support, how full-time students
are counted)

Addresses single state agencies delegation of appeals and determinations

State affirms residency regulations

Addresses interstate agreements and temporary absence

State affirms citizenship regulations, specifies reasonable opportunity options, and

specifies policy options related to immigrant eligibility

State specifies options for presumptive eligibility conducted by hospitals



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

Enter the AFDC Standards below. All states must enter:

MAGI-equivalent AFDC Payment Standard in Effect As of May 1, 1988 and
AFDC Payment Standard in Effect As of J uly 16, 1996

Entry of other standards is optional.

The standard is as follows:

(® Statewide standard
( Standard varies by region

( Standard varies by living arrangement

( Standard varies in some other way

Additional incremental amount

Household size | Standard ($) G Yes O No

188 Increment amount $ |67

The dollar amounts increase automatically each year
C Yes (8 No
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Medicaid Eligibility

The standard is as follows:
(& Statewide standard
2 Standard varies by region

'S
( Standard varies by living arrangement

Standard varies in some other way

Additional incrmental amount
Household size | Standard ($) ® Yes O No
201 Increment amount $ |69
270
338
407
475
544
612

The standard is as follows:
( Statewide standard
(> Standard varies by region
( Standard varies by living arrangement

(" Standard varies in some other way

The dollar amounts increase automatically each year

v Yes (O No

TN# 13-0005-MM APPROVED: 12/06/2013 EFFECTIVE: 01/01/2014
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Medicaid Eligibility

The standard is as follows:

(" Statewide standard
( Standard varies by region
( Standard varies by living arrangement

Standard varies in some other way

The dollar amounts increase automatically each year
C Yes (O No

(> Statewide standard
Standard varies by region

: Standard varies by living arrangement

: Standard varies in some other way

The dollar amounts increase automatically each year
 Yes (O No

The standard is as follows:

(" Statewide standard
( Standard varies by region
(C Standard varies by living arrangement

Standard varies in some other way

TN# 13-0005-MM APPROVED: 12/06/2013 EFFECTIVE: 01/01/2014
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Medicaid Eligibility

The dollar amounts increase automatically each year
CYes (O No

The standard is as follows:

(" Statewide standard

( Standard varies by region
( Standard varies by living arrangement

(C Standard varies in some other way

The dollar amounts increase automatically each year
O Yes (& No

The standard is as follows:

( Statewide standard
( Standard varies by region
(> Standard varies by living arrangement

(" Standard varies in some other way

The dollar amounts increase automatically each year
C Yes C No

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

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

42 CFR 435.110
1902(a)(10)(A))(D)
1931(b) and (d)

] Parents and Other Caretaker Relatives - Parents and other caretaker relatives of dependent children with household income at or
below a standard established by the state.

The state attests that it operates this eligibility group in accordance with the following provisions:
[®] Individuals qualifying under this eligibility group must meet the following criteria:

O Are parents or other caretaker relatives (defined at 42 CFR 435.4), including pregnant women, of dependent children
(defined at 42 CFR 435.4) under age 18. Spouses of parents and other caretaker relatives are also included.

The state elects the following options:

This eligibility group includes individuals who are parents or other caretakers of children who are 18 years old,

provided the children are full-time students in a secondary school or the equivalent level of vocational or
technical training.

Options relating to the definition of caretaker relative (select any that apply):

The definition of caretaker relative includes the domestic partner of the parent or other caretaker relative,
== even after the partnership is terminated.

Definition of domesti . .
parmer% n of domestic Unmarried partner whether of the same or different gender

[ The definition of caretaker relative includes other relatives of the child based on blood (including those of
half-blood), adoption or marriage.

Description of other
relatives:

The definition of caretaker relative includes any adult with whom the child is living and who assumes
primary responsibility for the dependent child's care.

Options relating to the definition of dependent child (select the one that applies):

The state elects to eliminate the requirement that a dependent child must be deprived of parental support or

(& care by reason of the death, physical or mental incapacity, or absence from the home or unemployment of at
least one parent.

_ The child must be deprived of parental support or care, but a less restrictive standard is used to measure
* unemployment of the parent (select the one that applies):

TN No. 13-0005 MM
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MS Medicaid Eligibility

[8] Have household income at or below the standard established by the state.

(] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state.

[®] Income standard used for this group

[B] Minimum income standard

The minimum income standard used for this group is the state's AFDC payment standard in effect as of May 1, 1988,
converted to MAGI-equivalent amounts by household size. The standard is described in S14 AFDC Income Standards.

The state certifies that it has submitted and received approval for its converted May 1, 1988 AFDC payment
standard.

[@] Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for parents and
other caretaker relatives to MAGI-equivalent standards and the determination of the maximum income standard to
be used for parents and other caretaker relatives under this eligibility group.

The state's maximum income standard for this eligibility group is:

c The state's effective income level for section 1931 families under the Medicaid state plan as of March 23, 2010,
~ converted to a MAGl-equivalent percent of FPL or amounts by household size.

G The state's effective income level for section 1931 families under the Medicaid state plan as of December 31,
" 2013, converted to a MAGI-equivalent percent of FPL or amounts by household size.

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115
( demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household
size.

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115

(" demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by
household size.

Enter the amount of the maximum income standard;

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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TMS Medicaid Eligibility

(8 A percentage of the federal poverty level: 187 %

. The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent standard. The
" standard is described in S14 AFDC Income Standards.

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage
(O increase in the Consumer Price Index for urban consumers (CPI-U) since such date, converted to a MAGI-
equivalent standard. The standard is described in S14 AFDC Income Standards.

C The state's TANF payment standard, converted to a MAGI-equivalent standard. The standard is described in S14
" AFDC Income Standards.

" Other dollar amount

[®] Income standard chosen:
Indicate the state's income standard used for this eligibility group:
(" The minimum income standard
(¢ The maximum income standard

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage
(" increase in the Consumer Price Index for urban consumers (CPI-U) since such date. The standard is described in
514 AFDC Income Standards.

[W] There is no resource test for this eligibility group.
[®] Presumptive Eligibility

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

CYes (& No

: PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
_resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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Medicaid Eligibility

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

42 CFR 435.116
1902(a)(LOXYA)(E)(II) and (IV)
1902(a)(10)(A)(iiXI), (IV) and (IX)
1931(b) and (d)

1920

[ Pregnant Women - Women who are pregnant or post-partum, with household income at or below a standard established by the state.
The state attests that it operates this eligibility group in accordance with the following provisions:
[} Indi'viduals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435 4.
Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this
group in accordance with section 1931 of the Act, if they meet the income standard for state plan Parents and Other

Caretaker Relatives at 42 CFR 435.110.

( Yes (& No

[l MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based
Income Methodologies, completed by the state.

[®] Income standard used for this group

[W] Minimum income standard (Once entered and approved by CMS, the minimum income standard cannot be changed.)

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining
eligibility for pregnant women, or as of July 1, 1989, had authorizing legislation to do so.

> Yes (3 No
The minimum income standard for this eligibility grdup is 133% FPL.
[8] Maximum income standard
The state certifies that it has submitted and received épproval for its converted income standard(s) for pregnant

women to MAGI-equivalent standards and the determination of the maximum income standard to be used for
pregnant women under this eligibility group.

The state's maximum income standard for this eligibility group is:

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income
families), 1902(a)(10)(A)D)(III) (qualified pregnant women), 1902(2)(10)XA)(D)(IV) (mandatory poverty level-
related pregnant women), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(10)

o (A)(i)(T) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)(10)(A)(D){IV)
(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent of FPL.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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Medicaid Eligibility

The state’s highest effective income level for coverage of pregnant women under sections 1931 (low-income

families), 1902(a)(10)(A)(i)(IIT) (qualified pregnant women), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-

related pregnant women), 1902(a)(10)(A)(if)(IX) (optional poverty level-related pregnant women), 1902(a)(10)
® (A)(i)(T) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)(10)(A)GiXIV)

(institutionalized pregnant women) in effect under the Medicaid state plan as of December 31, 2013, converted to
a MAGI-equivalent percent of FPL.

_ The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as
“ of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as
’ of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

> 185% FPL

The amount of the maximum income standard is:|212 % FPL

[#] Income standard chosen
Indicate the state's income standard used for this eligibility group:
(" The minimum income standard
(¢¢ The maximum income standard
(" Another income standard in-between the minimum and maximum standards allowed.
[#] There is no resource test for this eligibility group.
[8] Benefits for individuals in this eligibility group consist of the following:
(> All pregnant women eligible under this group receive full Medicaid coverage under this state plan.

Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant women receive
“ only pregnancy-related services.

[W] Presumptive Eligibility

The state covers ambulatory prenatal care for individuals under this group when determined presumptively eligible by a
qualified entity.

 Yes (8 No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

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

42 CFR 435.118

1902(a)(10)(AYEYIII), (IV), (V1) and (VII)
1902(a)(10)(A)EDIV) and (IX)
1931(b) and (d)

0 Infants and Children under Age 19 - Infants and children under age 19 with household income at or below standards established by
the state based on age group.

The state attests that it operates this eiigibility group in accordance with the following provisions: |
[w] Children qualifying under this eligibility group must meet the following criteria:
[&] Are under age 19
[®] Have household income at or below the standard established by the state.

] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state.

[®] Income standard used for infants under age one

[€] Minimum income standard

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining
eligibility for infants under age one, or as of July 1, 1989, had authorizing legislation to do so.

 Yes @ No

The minimum income standard for infants under age one is 133% FPL.

[B] Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for infants
under age one to MAGI-equivalent standards and the determination of the maximum income standard to be used
for infants under age one.

The state's maximum income standard for this age group is:

The state's highest effective income level for coverage of infants under age one under sections 1931 (Jow-income
families), 1902(a)(10)(AY)(IU) (qualified children), 1902(a)(10)(A)(i}IV) (mandatory poverty level-related

(" infants), 1902(a)(10)(A)(IiYIX) (optional poverty level-related infants) and 1902(a)(10)A)(I)IV)
(institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a MAGI-
equivalent percent of FPL..

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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CMS ‘Medicaid Eligibility

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income
families), 1902(a)(10) (A1) (qualified children), 1902(a)(10)(A)()(IV) (mandatory poverty level-related

(¢ infants), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related infants) and 1902(a)(10)(A)(ii)(IV)
(institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a
MAGI-equivalent percent of FPL.

c The state's effective income level for any population of infants under age one under a Medicaid 1115
~ demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

o The state's effective income level for any population of infants under age one under a Medicaid 1115
*" demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

(> 185% FPL

Enter the amount of the maximum income standard: {209 % FPL.

[®] Income standard chosen

The state's income standard used for infants under age one is:
(® The maximum income standard

1f not chosen as the maximum income standard, the state's highest effective income level for coverage of infants
under age one under sections 1931 (low-income families), 1902(a)(10)(A)(D)(III) (qualified children), 1902(a)(10)

C (A)D(IV) (mandatory poverty level-related infants), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related
infants) and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of
March 23, 2010, converted to a MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of infants
under age one under sections 1931 (low-income families), 1902(a)(10)(A)(1)(1I) (qualified children), 1902(a)(10)

& (A)(1)(V) (mandatory poverty level-related infants), 1902(2)(10)(A)(i1)(IX) (optional poverty level-related
infants) and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of
December 31, 2013, converted to a MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of infants

under age one under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-equivalent
percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of infants

o under age one under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGl-equivalent
percent of FPL.

. Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
~ the effective income standard for this age group in the state plan as of March 23, 2010.

[ Income standard for children age one through age five, inclusive

8] Minimum income standard

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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(CMS Medicaid Eligibility

The minimum income standard used for this age group is 133% FPL.

[@] Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for children
age one through five to MAGI-equivalent standards and the determination of the maximum income standard to be
used for children age one through five.

The state's maximum income standard for children age one through five is:

The state's highest effective income level for coverage of children age one through five under sections 1931 (low-
o income families), 1902(a)(10)(A)(i)(1II) (qualified children), 1902(a)(10)(A)(i)(VI) (mandatory poverty level-
" related children age one through five), and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the
Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

The state's highest effective income level for coverage of children age one through five under sections 1931 (low-
o income families), 1902(a)(10)(A)(i)(11T) (qualified children), 1902(a)(10)(A)E)(VI) (mandatory poverty level-
~ related children age one through five), and 1902(a)(10)(A)(i)(IV) (institutionalized children), in effect under the
Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

C The state's effective income level for any population of children age one through five under a Medicaid 1115
 demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

C The state's effective income level for any population of children age one through five under a Medicaid 1115
* demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

Enter the amount of the maximum income standard: [142 % FPL

[# Income standard chosen
The state's income standard used for children age one through five is:
(¢; The maximum income standard

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age one through five under sections 1931 (low-income families), 1902(a)(10)(A)i)(ILI) (qualified children),

 1902(a)(10YA)(I)(VI) (mandatory poverty level-related children age one through five), and 1902(2)(10)(A)(ii)
(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children
. age one through five under sections 1931 (low-income families), 1902(a)(10)(A)(i)(I1]) (qualified children),
e 1902(a)(10} A} VI) (mandatory poverty level-related children age one through five), and 1902(a)(10)(A)(ii)
(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a
MAGI-equivalent percent of FPL.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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Medicaid Eligibility

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
o if not chosen as the maximum income standard, the state's effective income level for any population of children
- age one through five under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-
equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
c if not chosen as the maximum income standard, the state's effective income level for any population of children

age one through five under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-
equivalent percent of FPL.

. Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
" the effective income standard for this age group in the state plan as of March 23, 2010.
[W] Income standard for children age six through age eighteen, inclusive
[®] Minimum income standard
The minimum income standard used for this age group is 133% FPL.

[@ Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for children age
six through eighteen to MAGI-equivalent standards and the determination of the maximum income standard to be
used for children age six through age eighteen.

The state's maximum income standard for children age six through eighteen is:

The state's highest effective income level for coverage of children age six through eighteen under sections 1931
o (low-income families), 1902(a)(10)(A)(I)(II1) (qualified children), 1902(a)(10)}(A)(I)(VII) (mandatory poverty
" level-related children age six through eighteen) and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect
under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

The state's highest effective income level for coverage of children age six through eighteen under sections 1931
c (low-income families), 1902(a)(10)(A)(i)(IIT) (qualified children), 1902(a)(10)(A)(i)(VII) (mandatory poverty
" level-related children age six through eighteen) and 1902(a)(10)(A)(i)(IV) (institutionalized children), in effect
under the Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

c The state's effective income level for any population of children age six through eighteen under a Medicaid 1115
" demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

o The state’s effective income level for any population of children age six through eighteen under a Medicaid 1115
" demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

(¢ 133% FPL

[@] Income standard chosen

The state's income standard used for children age six through eighteen is:

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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cCcms Medicaid Eligibility

(® The maximum income standard

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age six through eighteen under sections 1931 (low-income families), 1902(a)(10)(A)(I)(T) (qualified children),

 1902(a)(10)(A)()(VID) (mandatory poverty level-related children age six through eighteen) and 1902(a)(10)(A)
(i))(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age six through eighteen under sections 1931 (low-income families), 1902(a)(10)(A)(i)(III) (qualified children),

& 1902(2)(10)(A)(D)(VII) (mandatory poverty level-related children age six through eighteen) and 1902(a)(10)(A)
(i)(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to
a MAGl-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
o if not chosen as the maximum income standard, the state's effective income level for any population of children

age six through eighteen under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-
equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of children

o age six through eighteen under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-
equivalent percent of FPL.

, Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
* the effective income standard for this age group in the state plan as of March 23, 2010.

[@] There is no resource test for this eligibility group.
[B] Presumptive Eligibility
The state covers children when determined presumptively eligible by a qualified entity.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

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

1902(a)(10)(A){)(VILI)
42 CFR 435.119

The state covers the Adult Group as described at 42 CFR 435.119.
@& Yes ( No

[®] Adult Group - Non-pregnant individuals age 19 through 64, not otherwise mandatorily eligible, with income at or below 133% FPL.
The state attests that it operates this eligibility group in accordance with the following provisions:
[8] Individuals qualifying under this eligibility group must meet the following criteria:
[#] Have attained age 19 but not age 65.
[ Are not pregnant.

[#] Are not entitled to or enrolled for Part A or B Medicare benefits,

O Are not otherwise eligible for and enrolled for mandatory coverage under the state plan in accordance
with 42 CFR 435, subpart B.

Note: In 209(b) states, individuals receiving SSI or deemed to be receiving SSI who do not qualify for mandatory
Medicaid eligibility due to more restrictive requirements may qualify for this eligibility group if otherwise eligible.

[& Have household income at or below 133% FPL.

0 MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based
Income Methodologies, completed by the state.

[H} There is no resource test for this eligibility group.
Parents or other caretaker relatives living with a child under the age specified below are not covered unless the child is
[E] receiving benefits under Medicaid, CHIP or through the Exchange, or otherwise enrolled in minimum essential coverage, as
defined in 42 CFR 4354,
(& Under age 19, or
() A higher age of children, if any, covered under 42 CFR 435.222 on March 23, 2010:
[@] Presumptive Eligibility

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

C Yes (8 No

PRA Disclosure Statement

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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Medicaid Eligibility

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

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

42 CFR 435.150
1902(a)(LOYA)NIX)

] Former Foster Care Children - Individuals under the age of 26, not otherwise mandatorily eligible, who were on Medicaid and
in foster care when they turned age 18 or aged out of foster care.

The state attests that it operates this eligibility group under the following provisions:
[W] Individuals qualifying under this eligibility group must meet the following criteria:
[H] Are under age 26.
] Are not otherwise eligible for and enrolled for mandatory coverage under the state plan, except that eligibility under
this group takes precedence over eligibility under the Adult Group.
Were in foster care under the responsibility of the state or Tribe and were enrolled in Medicaid under the state's state
[@] plan or 1115 demonstration when they turned 18 or at the time of aging out of that state's or Tribe's foster care

program.

The state elects to cover children who were in foster care and on Medicaid in any state at the time they turned 18 or
aged out of the foster care system.

(CYes @ No
The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures

it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

C'Yes (&:No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

1902(2)(10)(AX)(XX)
1902(hh)
42 CFR 435.218

Individuals above 133% FPL - The state elects to cover individuals under 65, not otherwise mandatorily or optionally eligible,
with income above 133% FPL and at or below a standard established by the state and in accordance with provisions described at
42 CFR 435.218.

(" Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.220
1902(a)(10)(A)(ii)(1)

Optional Coverage of Parents and Other Caretaker Relatives - The state elects to cover individuals qualifying as parents or other
caretaker relatives who are not mandatorily eligible and who have income at or below a standard established by the state and in
accordance with provisions described at 42 CFR 435.220.

" Yes (8 No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

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

42 CFR 435.222

1902(a)(10)(A)(i)(1)
1902(a)(10)(A)(H)(IV)

Reasonable Classification of Individuals under Age 21 - The state elects to cover one or more reasonable classifications of individuals
under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance
with provisions described at 42 CFR 435.222.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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TMS Medicaid Eligibility

OMB Control Number 0938-1148

42 CFR 435.227
1902(a)(10)(A)Gi ) VIID)

Children with Non IV-E Adoption Assistance - The state elects to cover children with special needs for whom there is a non IV-E
adoption assistance agreement in effect with a state, who were eligible for Medicaid, or who had income at or below a standard
established by the state and in accordance with provisions described at 42 CFR 435.227.

@® Yes (O No

The state attests that it operates this eligibility group in accordance with the following provisions:

[®] Individuals qualifying under this eligibility group must meet the following criteria:

0O The state adoption agency has determined that they cannot be placed without Medicaid coverage because of special
needs for medical or rehabilitative care;

[#@] Are under the following age (see the Guidance for restrictions on the selection of an age):
(& Under age 21
(" Under age 20
(> Under age 19
(" Under age 18
] MAGI-based incpme meth(')dologies‘are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state.

The state covered this eligibility group in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115
Demonstration as of March 23, 2010 or December 31, 2013.

& Yes & No

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010.
® Yes (O No

0 Individuals qualify under this eligibility group if they were eligible under the state's approved state plan prior to
the execution of the adoption agreement.

The state used an income standard or disregarded all income for this eligibility group either in the Medicaid state plan
as of March 23, 2010 or December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or
December 31, 2013.

@ Yes (O No

{@ Income standard used for this eligibility group

[@ Minimum income standard

The minimum income standard for this eligibility group is the AFDC payment standard in effect as of July
16, 1996, not converted to MAGI-equivalent. This standard is described in S14 AFDC Income Standards.

[#] Maximum income standard

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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Medicaid Eligibility

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

1902(a)(10)(A)(H)(XTV)
42 CFR 435.229 and 435 .4
1905(u)(2)(B)

Optional Targeted Low Income Children - The state elects to cover uninsured children who meet the definition of optional targeted

low income children at 42 CFR 435.4, who have household income at or below a standard established by the state and in accordance
with provisions described at 42 CFR 435.229.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No. 13-0005 MM Approval Date: 12/06/2013 Effective Date: 01/01/2014
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OMB Control Number 0938-1148

OMBE tion date: 10/31/2014

1902(a)(10)(A)(ii)(X1I)
1902(z)

Individuals with Tuberculosis - The state elects to cover individuals infected with tuberculosis who have income at or below a standard
established by the state, limited to tuberculosis-related services.

3 Yes (8 No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/201

42 CFR 435.226
1902(a)(10)(A)(iH)(X VL)

Independent Foster Care Adolescents - The state elects to cover individuals under an age specified by the state, less than age
21, who were in state-sponsored foster care on their 18th birthday and who meet the income standard established by the state and
in accordance with the provisions described at 42 CFR 435.226.,

) Yes (s No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148, The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

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

1902(a)(10)(A)i)(XXI)
42 CFR 435214

Individuals Eligible for Family Planning Services - The state elects to cover individuals who are not pregnant, and have household
income at or below a standard established by the state, whose coverage is limited to family planning and related services and in
accordance with provisions described at 42 CFR 435.214.

) Yes (3 No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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OMDB Control Number 0938-1148
OMB 'E iEIllIl[c: 10/31/2014

——— -

42 CEFR 435, Subpart J and Subpart M

Eligibility Process

@ The state meets all the requirements of 42 CFR 435, Subpart J for processing applications, delermining and verifying eligibility, and
furnishing Medicaid.

Application Processing

[ndicaic which application the agency uses for individuals applying lor coverage who may be eligible based on the applicable
modilicd adjusied gross income standard.

] The single. streamlined application for all insurance affordability programs, developed by the Sceretary in accordance with
section 1413(b)(1)(A) of the Affordable Care Act

An aliernative single, streamlined application developed by the state in accordance with section 1413(b)(1)(B) of the
Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application
developed by the Secretary.

L i @
Sl g =

An alternative application used to apply for multiple human service programs approved by the Sceretary. provided that the
% agency makes readily available the single or alternative application used only for insurance affordability programs to
individuals seeking assistance only through such programs.

AN

Indicate which application the agency uses for individuals applying for coverage who may be eligible on a basis other than the
applicable modified adjusted gross income standard:

The single, sircamlined application developed by the Secretary or one of the alternate forms developed by the state and
approved by the Secretary, and supplemental forms (o colleet additional information needed (o determine eligibility on such
other basis, submitted o the Sccretary.

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to submit an application via the
internet website described in 42 CFR 435.1200(f), by telephone, via mail, and in person.

The agency also aceepts applications by other electronic means:

@& Yes ( No
TN No. 13-0006 MM Approval Dale: 12/09/2013 Effective Date: 10/01/2013
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Medicaid Eligibility

[ndicate the other elecironic means below:

Name of Method Descriplion
Fax Machinc application accepled by facsimile transmission ; X
Email applicalion accepled by cmail attachment i x

The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility
proups listed below al locations other than those used for the receipl and processing of applications for the title ITV-A program,
including Federally-qualificd health ceniers and disproportionate share hospitals,
Parents and Other Carelaker Relatives

Pregnant Wonien

Infants and Children under Age 19

Redetermination Processing

Redeterminations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross
income standard are performed as follows, consistent with 42 CFR 435.916:

[W] Once every 12 months

O Without requiring informition from the individual il able to do so based on reliable information contained in the individual's
account or other niore current information available 1o the agency

If the agency cannot deleemine eligibility solely on the basis of the information available to it, or otherwise needs additional
[m] information to complete the redetermination, it provides the individual with a pre-populated renewal forni containing the
information already available.

0l Redeterminations of eligibility for individuals whose (inancial eligibility is not based on the applicable modified adjusted gross
income standard are performed, consistent with 42 CFR 435.916 (check all that apply):

Once every 12 months

] Once every 6 months

[C] Other, more ofien than ence every 12 months
Coordination of Eligibility and Enrollment

The state meets all the requiremeants of 42 CFR 435, Subpart M relative (o coordination of cligibility und cnrollment between
Medicaid, CHIP, Exchanges and other insurance affordability programs. The single state agency has entered into agreements
with the Exchange and with other agencies administering insurance alfordability programs.

PRA Disclosure Statement
According lo the Paperwork Reduction Act of 1995, no persons are required to respond 1o a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated Lo average 40 hours per respoase, including the time Lo review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy ol
the time estimate(s) or suggestions for improving this form, please wrile to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850).
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USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATION

O Paper Application

X} Online Application

TRANSMITTAL NUMBER:

DE 13-0006-MM

STATE:

Delaware

Through October 31, 2014, the state is using an interim alternative single streamlined application. After October
31, 2014, the state will use a revised alternative single streamlined application. The revised application will
address the issues outlined in the CMS letter, which was issued with the approval of this state plan amendment,

concerning the state’s application. The revised application will be incorporated by reference into the state plan.




USE OF THE ALTERNATIVE SINGLE STREAMLINED APPLICATIONS

XlPaper Applications OOnline Application

TRANSMITTAL NUMBER: STATE:

DE 13-0006-MM Delaware

Through March 1, 2014, the state is using interim alternative single streamlined paper applications for
individuals and families and an interim paper application used to apply for multiple human service programs.
After March 1, 2014, the state will use revised alternative single streamlined paper applications. The revised
applications will address the issues outlined in the CMS letter, which was issued with the approval of this state
plan amendment, concerning the state’s applications. The revised applications will be incorporated by reference
into the state plan.




DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)

APPLICATION FOR FOOD BENEFITS, CASH,
MEDICAL, AND CHILD CARE ASSISTANGE

Welcome to the State of Delaware Health and Social Services (DHSS)
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DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)
APPLICATION FOR FOOD BENEFITS, CASH,
MEeDICAL, AND CHILD CARE ASSISTANCE

Welcome to the State of _De'lawa'fre Héélth'-and_-so't:ial Services (DHSS)

We help Delawareans in need by providing food benefits, medical, child care, and cash assistance. We can provide
information about other helpful services in your community. You can answer only the questions related to the program(s)
you are applying for. If you answer ALL the questions on the Assistance Application, we can see if you are eligible for ali
programs. A friend or relative, or anyone that you wish, may help you complete this application.

Your application is not complete until you sign the last page. Return the application to us.

At your interview, you will need to show us:
= Proof of who you are »  Proof of child care costs (only for cash assistance)

*  Proof of your address »  Proof of money you have received in the last 30 days

Tell us about yourself.

(We need one adult in the household to be the contact person for your application.)

For which program(s) are you applying? (1 Cash Assistance 0 Food Benefits
O Medical Assistance Q Child Care

First Name, Middle Name, Last Name, & Suffix

Home Address

City State Zip Code
Malling Address (if different from Home Address)
Clity State Zip Code

Primary Telephone Sacondary Telephone

Preferred Methods of Contact
| want to receive information ahout thls applicatlon and future communication by: [ Emall Address {1 us. man

E-Mall Address:

Preferred spoken or written language (if not English)

If you wish to have someone else manage your case and act as your representative, please complete Appendix C.

For Food Beneflts, the day we get this first page of the application with your name, address, and signature sets
the date benefits may start If you sign and return the compieted application to DHSS within 30 days.

Applicant’s Signature (Required) Date
Authorized Representative’s Signature Date
TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014

Delaware FORM 100 -3



DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)
APPLICATION FOR FOOD BENEFI(TS, CASH,
MEDICAL, AND CHILD CARE ASSISTANCE

Delaware’s Emergency Food'l&}_énéfi"t

If your household has little or no income right now, you may be able to receive emergency food benefits within 7 days from
the day we receive your completed application.

You may be able to get emergency food benefits in seven days if:
»  Your household expects to receive less than $150 in income this month
»  Your household does not have more than $100 in cash or bank accounts
» Your household is a migrant or seasonal farm worker household
»  Your household's rent, mortgage, and utilities are more than your household's gross monthly income and licuid

resources combined

Delaware’s Food First Electronic Benefits Transfer (EBT) Card

G LFES

We issue food benefits on an EBT card. To use your food benefits, you must have an EBT card and a Personal
Identification Number (PIN). When we approve your benefits, our EBT vendor will mail your card to you if you

never had one before. You can also go to a card issuance site to get your card.

In each of the headings in this application, you will see program symbols. These symbols will help you to identify
the questions you must answer for the program(s) you are requesting.

Symbols ~ Programs : Do e Terms iR i Definition j
Medical Assistance Programs Alien: A person who is not a U.S. citizen
(doctors, hospitals, prescriptions, labs,

and x-rays)

- free or low-cost insurance from

Medicaid or the Children’s Health

Insurance Program (CHIP)

- affordable, private health insurance

plans through the Marketplace

- a new tax credit that can immediately

help pay your premiums for health

coverage -
Child Care Assistance B EBT card: Electronic Benefit Transfer—a plastic card
3 (help with the cost of child care) : that you use at a store to buy food.
Cash Assistance - Temporary o Eligible: Meeting all of the guideline i
Assistance for Needy Families g 9 g Ines to get benefts.
) (TANF) - General Assistance (GA)~
Refugee Cash Assistance (RCA) .
b Household: A person or a group of people who live
gk  Food Supplement Program i together and buy food and fix meals
{help with monthly focd expenses) : together.
) ABAWD: Able Bodied Adult Without Dependents—An
Signature Required adult aged 18 through 50 years old, without
G dependents, and physically able to work.

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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Tel

| us about yourself and the people in your household.

Are you? [ Single 0 Married 0 Divorced Q Civil Union 1 Separated O Widowed 0O Unmarried Partnership

Instructions
Fill in the blocks for all of the people who live with you. If you are applying for medical assistance and file taxes, we need to

know about everyone on your tax return.

Race: B = Black/African American We=While Ethnic Group: H=Hispanic/Lalino
Pl = Native Hawaiian/Pacific Islander A=Asian N=Non-Hispanic/Latino

| = American Indlan/Alaskan Natlve (If anyone in your household is American Indian/Alaskan Native, also complete Appendix B.

Racel . | Citizen?

Are youi -

o S| T applying [ | ‘Birth sl ‘| L Ethnle [ | Answer for
S First Name, ' Relation (- forthis | Sox Dato Soclal Security “Group - | applicants
Last Name " ~“Micddle Name toyou | person?. | M/IF - |-mimiddiyyyy Number® (optional) | (Conly f
Self O Yes QM O Yes
Q No QF Q No
 Yes QM 0 Yes
£l No QF 0 No
Q Yes amm Q Yes
Q No QF Q No
Q Yes amm Q Yes
a No QF Q No
Qa Yes am Q Yes
O No aF {0 No
0 Yes oM 0 Yes
O No ar 0 No
Q Yes oM U Yes
(J No QF £l No

‘We need this If you want health coverage and have an SSN. Providing your SSN can be helpful if you don't want health coverage too
since il can speed up the application process. We use SSNs 1o check income and other information {0 see who's eligible for help with
health coverage costs. If someone wants help getting an SSN, cail 1-800-772-1213 or visit socialsecurity.qoyv.

TTY users should call 1-800-325-0778.

**Applies to applicants for health coverage only.

Complete this section for legal alien applicants only.
1. Do applicants have eligible immigration status? (1 Yes. Complete the section below.
‘Have you lived | Are you oryour spnu_ée or parant :

Immigration . | = Document ID .Intheu.s; a veteran or an activesduty
Document Typé | .= number. ' . since 18067 “memborof the U.S. milltary?

2. Has anyone ever received cash, food, or child care assistance In another state? QYes QNo
What benefits? Name of state? Month/Year
3. Has anyone ever been disqualified for cash or food assistance in another state? QYes ONo
What benefits? Name of state? Month/Year
TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014

Delaware FORM 100 -5



9.

. Is anyone in your household in violation of probation or parole or fleeing prosecution? W Yes QNo

{(Applles to TANF, food benefits, and general assistance.)

. Has anyone been convicted of a drug felony after August 22, 19967 QYes UNo
{Applies to TANF and general assistance.)
. Have you or any member of your household been convicted of trading food benefits for drugs after September 22, 19967
{Applies to food benefits.) QYes QNo
. Have you or any member of your household been convicted of buying or selling food benefits over $500 after September
22, 19967  (Applies 1o food benefits.) Yes QO No
. Have you or any member of your household been convicted of fraudulently receiving duplicate food benefits in any state
after September 22, 19967  (Applies to food benefits.) QYes QO No
Have you or any member of your household been convicted of trading food benefits for guns, ammunitions, or explosives
after September 22, 19967  (Applies 1o food benefits.) QYes QO No

10. Answer the questions below if a parent(s) of any child under 18 does not live in your household.

Parent's ‘| - Parent's ; CAbsent Absent |
Dateof | ‘Social Security . Parent's ' i Parent's
Birth | = Number: sl Address. : Employer

Absent

Parent’s

i 1 i Absent Absent,
Name

11. Are there any children under the age 19 living in the household? OYes [1No Ifyes filin below.

_'Parentor CaregiversName | . . Child's Name

Tell us about your health care.
Is anyone in your household offered health coverage from a job (even if the coverage is from someone
else's job, such as a parent or spouse)? If yes, you'll need to complete Appendix A. Q Yes W No

Is this a state employee benefit plan? QO Yes ONo
Other than Medicaid does anyone in your household have
health insurance or Medicare? QYes UNo
If yes, rovide the following information:
Name of Policy Name of Who is SR ; 2 RS
Holder Insurance Covered ~Circle what is Covered . Policy Number

Doctor * Hospital - Lab Tests - X-rays

Doctoy * Hospital - Lab Tests « X-rays

Doctor - Hospital - Lab Tests - X-rays

12, Name anyone in your household who is pregnant due date

How many babies are expected during this pregnancy?

13. Name anyone who has a physical, mental, or emotional health condition that causes limitations in activities (like bathing,

drassing, daily chores, working, etc.) or live in a medical facility or nursing home

14. Name anyone who was injured in the last 2 years (car accident, work related injury, medical malpractice,

etc.).

TN No, 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
Delaware FORM 100 -6



15. Does anyone plan to file a tax return for current year? QYes UNo

(You can still apply for medical assistance even if you don't file a tax return.)
If yes, please fill in below and answer question A.  1f no, skip to question B.

Name of T#,‘ Eiler: o Who will be claimed asa Tax Dependent

A. Will anyone file jointly with a spouse? OYes QNo
If yes, name of spouse:
B. Will you be claimed as a dependent on someone's tax return? O Yes UNo
If yes, please list the name of the tax filer and how you are related to the tax filer:

QvYes [ No

16. Do you want help paying for medical bills from the last 3 months?
17. Name anyone in your household who was in Delaware Foster Care at age 18 or older and received Delaware Medicaid

Benefits:

Q Not employed O Self-employed

Q Employed
Skip to question 30. Skip to question 28.

if anyone is currently employed, tell us about
his or her income. Start with question 18,

18. Please list the person’s name:

@ CURRENTJOB 1

19. Employer nam and address

20. Erﬁbloyer phone number

21. Wagest/tips/commission (before taxes) (0 Hourly [ Weekly 1 Every 2 weeks 0 Twice a month O Monthly O Yearly
B J— s e e _
22. Average hours worked each WEEK

| 23. Please list the person’s name:

[ CURRENT JOB 2

| (1 your household has more jobs, atlach another sheet of paper.)

24, Employer name and address 25. Employer phone number
( ) -

26. Wages/tips/commission (before taxes) [ Hourly [ Weekly O Every 2 weeks Q Twice a month Tl Monthly Q Yearly

$
27. Average hours worked each WEEK
28. Please list the person's name:

O SELF-EMPLOYMENT

29, If self-employed, answer the following questions:

a. Type of Work b. How much gross income will you get  ¢. How much net income (profits once
from this self-employment this business expenses are paid) will you get
month? from this self-employment this month?
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<Ml 0 OTHER INCOME

How much do | How often are
“they get? . they paid? -

" Where does the money come from? | .'-'-th gg-,its: the money?

Social Security

Supplemental Security Income (SSI)

VA Behefits

Pensions

Retirement Accounts

Unemployment Compensation

Workers Compensation

Child Support

Alimony Received

Work Study

Money Earned from Interest or Dividends

Net Farming/Fishing

Net Rental/Royalty

AR A B R B LI B A B R LB

Other Income

[J  CHANGE IN EMPLOYMENT i _ Rl
31. In the past year, did anyone: OChange jobs OStop working  QStart working fewer hours  WNone of these

@8 Complete questions 32 - 34 for Food Benefits Only

32. Has anyone in your household quit a job in the last 30 days? OYes LINo
If yes, employer name

33. Is anyone in your household a migrant or seasonal worker? QYes WNo
If yes, who?

34. Is anyone in your hausehold on strike? OYes UNo
If yes, who?

m Which of the following do you have? |

Complete this section for Cash Assistance Only

35. Does anyone in your household have any vehicles (don't include your car)?

QYes ONo If yes, provide the following information:

- Amount Still Owed
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36. Does anyone have or own any land, buildings, or houses other than the one you live in?

If yes, who owns it?

O Yes U No

37. Does anyone receive income from these properties?

If yes, how much? $

O Yes QONo

38. Does anyone in your household have any of the following?

Account
“Number

Yes orNo

Typ'ebf_Accobnt_'. ~ Name on the a_cbourit it

OYes ONo

. Balance

Bank or Credit Union $
Stocks or Bonds 0 Yes QNo $
Savings Certificates OYes ONo $
IRAs or Keogh QYes QNo $
Trust Funds 0O VYes ONo $
Cash On Hand 0 Yes O No $
Other QYes QNo $

Tell us out your taxdeuctins

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

health coverage a little lower.

If you pay for certain things that can be deducted on a tax return, telling us about them could make the cost of

NOTE: You shouldn’t include a cost that you already considered in your answer to net self-employment

{question 29c).
Q Alimony paid $ How often?
QStudent loan interest  $ How often? Type:
() Other tax deductions* $ How often?

*For other potential deductions, refer to your current tax return form 1040 under the Adjusted Gross income sectton.

W Tell us about your medical expenses.

.:7-"'.‘. ¥

If you or anyone in your household has medical expenses and are age 60 or older, or blind, and/or receiving
Federal disability benefits (SSA, SSI, VA), please list the name of the person and the amount of the medical
expenses paid monthly.

Name Name

Hospitalization $ Hospitalization $
Prescription drugs $ Prescription drugs $
Doctor $ Doctor $
Eye Care $ Eye Care $
Dental $ Dental $
Insurance Premiums $ insurance Premiums $
Transportation for medical care $ Transportation for medical care $
Other $ Other $
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Tell us about yur houeold penes. |

ti ! Please tell us about your bills. (Copies of bills may be needed.)

Shelter:
What are your shelter expenses (enter what you are required to pay)?

39. Rent: $ per month

Is this Section 8, HUD or other rental assistance? (] Yes Q No
Does your rent include meals (room and board)? OVYes$ a No
Or are you paying for meals only? GYes$ 0 No

40. Mobile Home Lot Rent $ per month

41, Mortgage/ Mobile Home per month

42. Second Mortgage or Home Equity Loan per month

43. Homeowner's Insurance per month

per month

44, Property Taxes

45. Special Assessment per month

€M H L & &L R

46. Condominium/Association Fees per month

Utilities:

Check the boxes that apply and fili in the amount.
Q Electric

Q Air Conditioning (central or window unit}

Q Heat (gas, electric, oil, propane, wood, kerosene)
O Gas (cooking)

(1 Water/Sewer

@ Trash

() Telephone

a HUDMWHA/DSHA (utility allowance check)

Q Excess Utilities Only

O B PH B P BH B

Other:
47. Dependent Care Expenses? OVYes$ O No

48. Legally-obligated Child Support Payments? OYes $ QO No
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'Reporting and Verlfying Expenses

Please be sure to enter all of your expenses so that you can quahfy for the full amount of food henefits that you need. If you
do not put an expense down, we will not be able to count it as we decide the amount of aid to give you.

e Shelter (rent/mortgage/iot) expenses; ¢« Homeowner's Insurance;

e Real estate taxes; o Utility expenses (gas/electric/oil);

¢ Water and sewage expenses; o Garbage expenses;

¢ Phone expenses; o Medical expenses;

» Dependent care expenses, « Child support expenses paid to children who do not live in your household.

Do You Need Child Care?

e. Please tell us why you need child care?

Q Working Q1 High School or GED completion
13 Education/training (as part of DSS Employment & Training Program (E&T))

(A Health (explain):

Q Cther (explain):

D

hours i ; ;
address _a.nd phn_ne numbgr- [ RORBOT o _Or Soff-arrangad

nesded?.

Namo(s) Neoding
.Child Care

Child(ren)'s ‘ How many ‘ s Provider name, © - Ll 'DHSS Provider

Is Anyone in Your Hou's'e_hol_d in School?:

w f 2 Complete this section for Cash Asslistance, Food Supplement, and Child Care Only

Complete the table for anyone in your household attending school, including trade school.

Person(s) In School . _I\:la'm_e_ofSchoolj e Full/Part Time G'.réde ?’Fpe_(;tl?c:g;?‘g’lzt;?" Date
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Authorizati ons

Authorization for Receipt of Pregnancy Prevention Information

If you wish to receive information, you can call Planned Parenthood at 1-800-230-PLAN (7526).

To get teen pregnancy information, call the Alliance for Adolescent Pregnancy Prevention at 1-800—-499-WAIT
(9248). You can also call the Delaware Helpline at 211 or 1-800-464-4357 for the Public Health Family

Planning clinic in your area.

Penalties

For the Food Supplement, Cash and Medical Assistance Programs

Although providing Social Security Numbers is voluntary, you understand that if you fail to give Social Security
Numbers you or a member of your household may be denied services. Your Social Security Number will be used
to determine initial and ongoing eligibility. Non-lawful aliens are not required to give a Social Security Number.

We will use your Social Security Number to check information in our records with other Federal, State, and Local
agency computer matching systems. If you give us false information on purpose, we will take legal action against

you.

If you receive benefits that you should not get, you will be responsible to repay those benefits during your period
of eligibility and after you are no longer receiving benefits.

An individual will not be able to get Food Benefits or Cash Assistance if:

« hefshe is fleeing to avoid prosecution, custody or confinement after a conviction that is a felony, or
» violating a condition of probation or parole imposed under a Federal or State law

Penalties in the Cash Assistance Program

Do Not give false information or hide information to get or continue to get Cash Assistance.

e e Yol e e _
» Jose cash assistance for 12 months for the first

= Any member of your household breaks & voiation
Temporary Assistance for Needy Families (TANF) ) i?ggfgrs]h assistance for 24 months for the second
rule on purpose orat . ;
= |ose cash assistance permanently for the third
violation
= Any applicant or recipient gives false information in | = be subject to penaities that include a fine of up to
order to obtain benefits $500 and imprisonment up to 6 months

» Any member of your household is found guilty of
misrepresenting his or her place of residence in
order to get multiple benefits in two or more states |« lose cash assistance for 10 years
for the same month from programs funded under

TANF
= Any member of your household is convicted of a
felony for having, using, or selling controlled = |ose cash assistance permanently
substances
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TANF Job Quit Penalties
If an individual quits a job without good cause the entire TANF case will close for one month or until the

individual meets work and training requirements for four weeks in a row, whichever is later.

TANF Work and Training Penalties
When an individua! does not comply with work and training the entire TANF case will close for one month or until

the individual meets work and training requirements for four weeks in a row, whichever is later.

Penalties in the Food Supplement Program

- | You will lose food benefits,,.

= Hide information or make false statements

»  Use EBT cards that belong to someone else
» Use food benefits to buy alcohol or tobacco
« Trade or sell benefits or EBT cards

« Trade food benefits for controlled substances, such | = for 24 months for the first offense and
as drugs = permanently for the second offense

» 12 months for the first offense
» 24 months for the second offense and
= permanently for the third offense

» Trade food benefits for firearms, ammunition or «  Permanently

explosives
» Trade, buy or sell food benefits of $500 or more »  Permanently
» Give false information about who you are and « 10 years for each offense

where you live so you can get extra food benefits

You can also be fined up to $260,000 or put in prison for up to 20 years or both, for doing these things.
You may also be charged under Federal laws.

The information you give us will be checked to make sure your household is eligible for food benefits
and Cash Assistance. Federal, State, and Local officials will check the information you give us. The
information you give us may also be checked by other Federal Aid programs and Federally-Aided State
programs, such as School Lunch and Medicaid. If any information given is found to be incorrect, you may be
denied Food Benefits/Cash Assistance. If you give false information on purpose, legal action may be taken
against you. You may also have to pay back the amount of benefits you should not have received.

oot For Food Benefits

w Nondiscrimination Statement
The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for
employment on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal,
and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part
of an individual's income is derived from any public assistance program, or protected genetic information in
employment or in any program or activity canducted or funded by the Department. (Not all prohibited bases will
apply to all programs and/or employment activities.) If you wish to file a Civil Rights program complaint of
discrimination, complete the USDA Program Discrimination Complaint Form, found online at
http:/Awww.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866) 632-9992 to request the
form. You may also write a letter containing all of the information requested in the form. Send your completed
complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400
Independence Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at
program.intake@usda.gov.

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal
Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish).
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For any other information dealing with Supplemental Nutrition Assistance Program

(SNAP) issues, persons should either contact the USDA SNAP Hotline Number at (800) 221-5689, which is also
in Spanish or call the State Information/Hotline Numbers (click the link for a listing of hotline numbers by State),
found online at http://iwww.fns.usda.gov/snap/contact_info/hotlines.htm.

USDA is an equal opportunity provider and employer.

For Cash Assistance, Medical Assistance, and Child Care

Nondiscrimination Statement

| know that under federal law, discrimination isn't permitted on the basis of race, color, national origin, sex, age,
sexual orientation, gender identity, or disability. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/officelfile.

I understand and agree:

= | will apply for and accept other benefits that | may be eligible to get such as Unemployment
Compensation, Social Security, or Medicare.

» By law, as a condition of eligibility, | assign all rights to medical support and to payment for medical
care from any third party to DHSS.

= To allow DHSS, directly or through its agents or the Diamond State Health Plan or the Delaware
Healthy Children Program, to have access to all medical and school-based health and related services
records of every member of my household who is eligible for Medical Assistance. This will allow DHSS
to administer the medical assistance program, coordinate care, determine medical necessity, and
evaluate or pay for pending or incurred medical services.

= | confirm that no one applying for medical assistance on this application is incarcerated (detained or
jailed). if not, is incarcerated. | understand that | cannot

receive Medical Assistance or CHIP benefits while incarcerated.

We need this information to check your eligibility for help paying for medical assistance if you choose
to apply. Your answers will be checked using information from electronic databases. if the
information does not match, you may be asked to send 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 Marketplace to use income data, including information from tax returns. The Marketplace
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 O 5 years (the maximum number of years allowed),
or for a shorter number of years:

Q4years QO 3years Q2years [ 1year 0O Don'tuse information from tax returns to renew my
coverage.
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| understand and agree:

« | will automatically receive chiid support services from the Division of Child Support Enforcement
(DCSE).

» | must cooperate with DCSE in establishing paternity and obtaining medical support for any child
receiving medical assistance.

= DCSE is authorized to deduct directly from my support payments, any and all monies owed to the
Division of Social Services.

» [ will not be eligible for benefits if | fail to cooperate with DCSE unless a good cause is established.
My child(ren) may still be eligible.

» Pregnant women are not required to cooperate in establishing paternity and obtaining medical
support.

Some Medicaid programs require you to enroll in a managed care organization.

To enroll in a managed care organization (MCO), call the Health Benefits Manager at 1-800-996-9969.

Disclosure of Information

For All Programs ,
All information and documentation gathered for determining your Cash Assistance, Food Supplement, Child

Care and Medical Assistance eligibility or other program related use is confidential. Each program provides
safeguards, restricting the use and disclosure of information about you to purposes directly connected with the

administration of the program.

Releasing information concerning your eligibility to anyone not authorized to receive the information is a violation
of State and Federal law and may result in legal action.

We will keep your eligibility information confidential, unless you give us permission to release information to
others.

Certifications and Signatures

Certification of Citizenship and Alien Status
| certify, under penalty of perjury, that |, and any other members of my household, are U.S. citizens or aliens in
lawful immigration status. Non-lawful aliens may be eligible for emergency services and labor and delivery only.

Certification of Head of Household Selection
| have read and have had explained to me the provisions about selecting a head of household. | have selected

the following person to be the head of household and | certify that all adult members in my household agree to
this selection.

(Head of Household Designese)

Certification of Understanding and Accuracy of Application Answers

| understand the questions on this application and the penalty for hiding or giving false information or breaking
any of the rules listed in the penalty warning. | certify, under penalty of perjury, that all my answers are correct
and complete including information about the citizenship or alien status of each household member applying for
benefits. | understand and agree to provide documents to prove what | have said. | understand and agree that
DHSS may contact other persons or organizations to obtain the necessary proof of my eligibility and level of

benefits.
| have read, or have had read to me, all statements on this form and the information | give is true and complete
to the best of my knowledge. | understand that | could be penalized if | knowingly give false information. |
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understand that all information | give is confidential and federal and state laws limit disclosure of information
about me.

| agree to allow Delaware Health and Social Services, or its representatives, to act as my agent in recovering
money spent by its medical assistance programs when cther money from insurance, estates, etc. is available to

pay my medical bills.

| have a right to request a Fair Hearing if | am not satisfied with any decision made about my eligibility or
benefits. An attorney or any other person | choose may represent me.

| have read, or had read to me, and understand the current Rights and Responsibilities. | have received a
copy of the Rights and Responsibilities from the DHSS worker.

The person who filled out step 1 should sign this application. If you are an authorized representative, you may
sign here as long as you have provided the information required in Appendix C.

Applicant’s Signature Date Witness
Authorized Representative’s Slgnature Date Witness o
Spouse/Partner’s Slgnature Date Witness

{Not required for medical assistance)

For Persons Who Cannot Speak English
Translation services were offered or a family member or other person was present to translate.

Translator's Slgnature Date Phone Number & Agency/Relatlonship
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 APPENDIXA

DELAWARE HEALTH AND SOCIAL SERVICES
Health Coverage from Jobs

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 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

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

(] Yes (Continue)

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

(mm/dd/Ayyyy)
List the names of anyone else who is eligible for coverage from this job.

Narne: Naimie: Name:

[ No {Stop here and go to Step 5 In the application)
Tell us about the health plan offered by this employer.

14. Does the employer offer a health plan that meets the minlmum vaiue standard*? [ Yes (Go to questlon 15)
1 No (Stop and return form 1o employee)

15. For the lowesi-cos! plan that meets the minimum value standard* offered only o the empioyee (don'{ include family plans): If the employer has
wellness programs, provide the premlum that the employee would pay if he/ she received the maximum discount for any tobacco cessallon programs,
and did not recelve any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [0 Weekly [ Every 2 weeks [ Twice a month 1 Once a month O Quarterly O Yearly

16. What change will the employer make for the new plan year (if known)?
[ Employer won'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 thal
meets the minimum value standard.* (Premium should reflect the discount for weliness programs. See question 15.)

a. How much will the employee have to pay in premlums for that ptan? §
b. Howoflen? [Weekly [JEvery 2weeks [JTwice amonth [JOnce amonth [DQuarerly [Yearly

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 69eyeer abogannms (Section 36B(c)(2)(C)(i) of thagmemal Rarerme SHadesf 1986) Effective Date: 3/01/2014
Delaware FORM 100 -17
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EMPLOYER COVERAGE TOOL.

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, like a parent or spouse), The information in the numbered boxes
below matches the boxes an Appendix A. For example, the answer to guestion 14 on this page should match

question 14 on 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 ane tool for each employer that offers health coverage.

EMPLOYEE Information

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

EMPLOYER Information

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

[l Yes (Continue)

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

(mm/dd/yyyy)
List the names of anyone else who is eligible for coverage from this job.

Name: Name: Name:

[J No (Stop here and go to Step 5 in the application)
Tell us about the health plan offered by this employer.

14. Does the employer offer 2 health plan that meets the minimum value standard*? [ Yes (Go to question 15)
[JNo (Stop and retumn form to employee)

16. For the lowest-cost plan that meets the minimum value standard* offered only {o the employee (don't Include family pans):. If the employer has
wellness programs, provide the premium that the employee would pay if hef she received the maximum discount for any tobacco cessation programs,

and did nol receive any other discounts based on wellness programs.
a. How much would the employee have 1o pay in premiums for this plan? $
b. How often? [ Weekly [J Every 2 weeks [ Twice a month [] Once a month [ Quarterly [ Yearly

18. What change will the employer make for the new plan year (if known)?

[Z] Employer won't offer health coverage

[ Employer will start offering health coverage to employees or change the premium for the lowest-cost pian 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 premlums for that ptan? §
b. Howoflen? [JWeekly [JEvery 2weeks [JTwiceamonth [JOnceamonth [OQuarterly [Yearly

Date of change (mm/ddfyyyy):

* An employer-sponsored health plan meets the "minimum value slandard” if the plan's share of the total allowed benefit costs covered by the plan is no
less than 60 percent of such costs (Sectlon 36B(¢)(2)(C)(ii} of the internal Revenue Code of 1986)
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Delaware Health and Social Services (DHSS)
American Indian or Alaska Native Family Member (Al/AN)

_ 'APPENDIX B

Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your
Application for Health Coverage & Help Paying Costs.

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

American Indians and Alagka 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.

1. Name
(First Name, Middle Name, L.ast Name)

Al/AN PERSON 1

First Middle

Last

2, Member of a federally recognized tribe?

Yes o
If yes, tribe name

" “AIAN PERSON 2
First Middle

Last

Yes
If yes, tribe name

No No

3. Has this person ever gotten a service from Yes Yes
the Indian Health Service. a tribal health

No No

program, or urban Indian health program,
or through a referral from one of these
programs?

4. Certain money received may not be
counted for Mediceid or the Children's
Health Insurance Program (CHIP), Listany
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 royaltles

« Payments from natural resources,
farming, ranching, fishing, leases, or
royalties from land deslignated as Indian
trust land by the Department of Interlor
(including reservations and former
reservations)

« Money from selling things that have
cultural significance

TN No. 14-0004 MM2
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If no, is this person eligible to get
services from the Indian tHeallh
Service, tribal healtth programs, or
urban {ndian health programs, or
through a referral from one of these
programs?

Yes No

$

How often?
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If no, is this person eligible 1o get
services from the Indian Health
Service, tribal health programs, or
urban Indian health programs, or
through a referral from one of these
programs?

Yes No

$

How often?
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DELAWARE HEALTH AND SOCIAL SERVICES

APPENDIX C

Assistance with Completing this Application

You can choose an authorized representative for 0 Medical Assistance
(3 Cash Assistance
0 Child Care
0 Food Benefits
Q EBT Card

You can give a trusted person permission to talk about this application with us, see your information, and act
for you on matters related to this application, including getting information about your application and signing
your application on your behalf. This person is calted an “authorized representative.” If you ever need to
change your authorized representative, contact the Delaware Health and Social Services (DHSS). If you're
a legally appointed representative for someone on this application, submit proof with the application.

1. Name of authorized representative (First Name, Middle Name, Last Name, & Suffix}

2. Address

3. Apartment or Suite Number

4. City 5. State

6. Zip Code

7. Phone Number ( ) -

Authorized Representative For My EBT Card

I, want

Your Name

Your Representative’s Name

10 be my representative o be issued an Electronic Benefit Transfer (EBT) card for my food benefit account and will be able to use it to purchase food. |
understand that this gives the representative access 1o my food benefits and that any benefits spent by the representative will not be replaced.

8. Organizatlonname

9. 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.
Camplete this section if you're a certified application counselor, navigator, agent, or broker filing out this

application for somebody else.
1. Application start date (mm/dd/yyyy)

2. First Name, Middle Name, Last Name, & Sufflx

3. Qrganlzationname
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APPLIGATION FOR MEDICAL ASSISTANCE '
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DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)
APPLICATION FOR MEDICAL ASSISTANCE

Welcome to the State of Delaware Health and Social Services (DHSS)

We help Delawareans in need by providing Medical Assistance Programs that include:
+ free or low-cost insurance from Medicaid or the Children's Health Insurance Program (CHIP)
s doctors, hospitals, prescriptions, labs, and x-rays
o affordable, private health insurance plans through the Marketplace
» anew tax credit that can immediately help pay your premiums for health coverage

We can provide information about other helpful services in your community. A friend or relative, or anyone that
you wish, may help you complete this application. If you wish to have someone else manage your case and act as

your representative, please complete Appendix C.

Your application is not complete until you sign the last page. Return the application to us.

Eig:. Tell us about yourself.

(We need one adult in the household to be the contact person for your application.)

First name, Middle name, Last name, & Sufflx

Home Address Apartment or suite number

City Stale Zlp Code

Mailing address (if different from home address) Apartment or suite number

City State ZIp Code

Primary Phone Number { ) - Secondary Phone Number )

Preferred Methods of Contact
1 want to receive information about this application and future communication by: [ Email Address [ u.s. Mail

E-Mall Address:

Preferred spoken or written language (if not English)

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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Eiau Tell us about yourself and the people in your household.

Are you? O Single O Married Q Divorced Q Separated Q Civit Union O Widowed O Unmarried Partnership

Instructions
Fill in the blocks for all of the people who live with you. If you file taxes, we need to know about everyone on your tax

return.

Race: B = Black/African American =While Ethnic Group: H=Hispanic/Lalino
PI = Nalive Hawailan/Pacific Islander A=Asian N=Non-Hispanic/Latino
| = Amerlcan Indian/Alaskan Native (If anyone in your household is American IndianfAlaskan Nalive, also complete Appendix B.

Are you. Birth ~Racel - Gitizen?

3 FirstName,  Relation  applylng - Sex ' Dato i‘Soclal Security | [ Ethnlc:
Last Nama “ ) Middle Name: ~ toyou | forthis © - “MIF- mmiddlyyyy. 0 Numbert el S Group Anpwer.fon

s : “applicants.®

person? e {omjonal} only,

Q Yes amm 0 Yes
Self Qa No aF 0 No

0O Yes QM Q Yes

O No ar Q1 No

Q Yes oM 0 Yes

0 No arF Q No

O Yes am O Yes

O No QF Q No

O Yes am 0O Yes

0O No arFr Q No

Q Yes QM Q Yes

0 No ar 2 No

Q Yes am Q Yes

0 No QF Q No

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

** Applies to applicants for health coverage only.

Complete this section for legal alien applicants only.

1. Do applicanis have eligible immigration status? O Yes. Complete the section below.

: Haveyou ' o o : ]
: 5 : RO 3 fe.you or your. spouse or parent |
Nama b:;::::;%:ftt;?n o Document |D numbor I:_}'asd ;'[‘“‘:: " "aveteran or an active-duty
; sl yp e i i member of the U.S. military? -
Y 19067 qnarmbenok )
TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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2. Does any child under the age18 applying have an absent parent? O Yes O No

3. Are there any children under the age 19 living in the household? 0 Yes W No
If yes, fill In below.

Parent or Careglver's Name ' i , ‘Child's Name .

Tell us about your health care.

Is anyone in your household offered health coverage from a job {even if the coverage is from someone else’s job, such as a parent or spouse)? If
yes, you'll need to complete Appendix A. QYes O No

Is this a stale employee benefit plan? QYes U No
Other than Medicaid does anyone In your household have health Insurance or Medicare? Q1 Yes O No

If yes, provide the following information:

. Name of Palicy Holder Name of Insurance . - Who'is Covered :Clrcle what Is Govered | ' - Policy Number .

Doctor - Hospltal - Lab Tests + X-rays

Doctor : Hospltal - Lab Tests - X-rays

Doctor - Hospital - Lab Tests - X-rays

4. Name anyone In your household who is pregnant due date

How many babies are expected during this pregnancy?

5. Name anyone who has a physical, mental, or emotional health condition that causes limitations in activilies (like bathing, dressing, daily chores,
working, elc.) or live in a medical facility or nursing home

6. Name anyone who was injured in the last 2 years (car accident, werk related injury, medical malpractice, etc.)

7. Does anyone plan {o file a tax return for current year? 0 Yes QO No
(You can still apply for medical assistance even if you don't flle a tax return.)

If yes, please fill in befow and answer questions A. If no, skip 1o question B.

Name of Tax Filer Sl . Whowiii bo claimed as a Tax Dopendent

A. Will anyone file jointly with a spouse? OYes Q) No
If yes, name of spouse:

B. Will you be claimed as a dependent on someone's tax return? QvYes ONo
If yes, please list the name of the tax filer and how you are related to the tax fller:

8. Name anyone in your household who was In Delaware Foster Care &l age 18 or older and received Delaware Medicaid Benefits:

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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TII us abouthe money pep in your ousehol e. )

O EMPLOYED  START AT QUESTION #8 (If anyone is currently employed, tell us about his or her income.)
[) SELF EMPLOYED SKIP TO QUESTION #19
O NOTEMPLOYED SKIP TO QUESTION # 21

9. Please list the person’s name:

[ CURRENTJOB1
10. mployer name and address 11. Employer phone number
C ) -

12. Wagesitips/commissions (before taxes) C1Houly [1Weekly [OEvery2weeks O3 TwiceaMonth O Monthly  {3J Yearly

$
13. Average hours worked each WEEK

: ! y : ! Gl 14. Please list the person's name:
EI CURRENT JOB 2 B (11 you have more jobs and need more space, attach another sheet of paper.)

15. Employer name and address . 16, Employer phone number

17. Wagesi/tips/commissions (before taxes) O Hourly [3Weekly [ Every2weeks [ TwiceaMonth O Monthly  (J Yearly

$
18. Average hours worked each WEEK

19, Please list the parson's name:

[0 SELF EMPLOYMENT

20. If 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 seif-employment this month? §

[]. OTHER INCOME THIS MONTH

21. Check all that apply, and the amount and how often you get it.
O None

How often are i
they pald?

. Howmuch do

- Who gets tho money? " they got?.

Where does money come from

Unemployment Compensation
Pensions

Soclal Security

Retirement Accounts

Alimony received
Net farming/fishing
Net rantal/royally
Other income

glocio|o|o|o|a

Llialon| v o v i

[

[1 CHANGE IN EMPLOYMENT

22. In the past year, did anyaone: QOchangejobs [stop working  (Astart working fewer hours  INone of these

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effeclive Date: 3/01/2014
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Tell us about your tax deductions.

Check all that apply, and give the amount and how ofien you pay it.
If you pay for certaln things that can be deducted on a tax return, telling us aboul them could make the cost of health coverage a little lower.

NOTE: You shouldn't include a cost that you already consldered in your answer to net self-employment (question 20b).

Q@ Alimony pald $ How ofien?,
O Studen! loan inierest $_____ How often?, Type:
[ Other tax deductions * $ How often?,

*For other potential deductions, refer to your current tax return form 1040 under the Adjusted Gross Income section.

Authorizations

Authorization for Receipt of Pregnancy Prevention Informatlon

if you wish to receiva information, you can call Planned Parenthood at 1-800-230-PLAN (7526).

To get taen pregnancy Information, call the Alliance for Adolescent Pregnancy Prevention at 1-800-499-WAIT (9248). You can also call the
Delaware Helpline at 211 or 1-800-464-4367 for the Public Health Family Planning clinic in your area.

Read & sign this application.
RIGHTS AND RESPONSIBILITIES
| have read or have had read to me all statements on this form and the information | give is true and complete to the

best of my knowledge. | understand that | could be penalized if | knowingly give false information. | understand that all
information | give is confidential and federal and state laws limit disclosure of information about me.

| understand and agree to give proof of my statements. | understand and agree that Delaware Health and Social
Services (DHSS) may contact other persons or organizations to obtain the necessary proof of my eligibility.

I must give the Social Security Number for each person applying and it will be used to check records with other
government agencies. DHSS also asks me to give the Social Security Number of anyone whose income is used to
determine my eligibility. Non-lawful aliens are not required to give a Social Security Number.

| understand that this application will be considered without regard to race, color, sex, age, disability, religion, national
origin, or political belief.

| understand that | must apply for and accept other benefits that | may be eligible to get such as Unemployment
Compensation or Social Security.

I will allow DHSS, or its representatives, to act as my agent in recovering money spent by the medical assistance
programs when other money from insurance, etc., becomes available to pay my medical bills.

I may have to repay to DHSS any medical assistance received for which | am not entitiled. My obligation to repay such
assistance applies both during my period of eligibility and after | am no longer receiving medical assistance.

As required by faw, as conditions of eligibility, | assign all rights to medica! support and to payment for medical care
from any third party to DHSS, and | understand | must cooperate with the Division of Child Support Enforcement in
establishing paternity and obtaining medical support for any child receiving medical assistance.

l understand that pregnant women are not required to cooperate in establishing paternity and obtaining medical
support and that 1 may claim to have good cause for refusing to cooperate in establishing paternity or in identifying and
providing information about liable third partles.

| understand that as a medical assistance recipient, | will automatically receive full child support services from the
Division of Child Support Enforcement, unless | state that | want to receive only child suppert services related to
medical support.

| understand that if | am a Medicaid or Delaware Healthy Children Program applicant/recipient | have the right to a fair
hearing if | am not satisfied with any decision made about my eligibility. 1 understand that | may be represented by an
attorney or any other person | choose.

| agree to allow DHSS, directly or through its agents or the Diamond State Health Plan or the Delaware Healthy
Children Program, to have access to all medical and school-based health and related services records of every
member of my household who is eligible for medical assistance in order to administer the medical assistance program,

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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coordinate care, determine medical necessity, and evaluate or pay for pending or incurred medical services.

| certify, under penalty of perjury, that 1 am a U.S. Citizen or alien in lawful immigration status. | must give proof of
lawful immigration status and it will be checked with U.S. Citizenship and Immigration Services (USCIS). Non-lawful
alien status will not be checked. This will not affect any public charge detsrmination or lead to deportation
proceedings. Non-lawful aliens may be eligible for emergency services and labor and delivery only.

| agree to report within 10 days changes in my situation that could affect my eligbility, such as a change in how many
people live with me, a new job or change in income, or if | move.

OJ | confirm that no one applying for medical assistance on this application is incarcerated, detained or jailed.

1 i not, is incarcerated. | understand that | cannot receive Medicaid Assistance or CHIP bénefits
while incarcerated.

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 DHSS
to use income data, including information from tax returns. DHSS 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
15 years (the maximum number of years allowed), or for a shorter number of years:
Cdyears [3years [O2years [11year [ODon't use information from tax returns to renew my coverage.

This application must be signed by an adult household member (age 18 or over) or by an emancipated minor (under
age 18).

| have received the “Rights and Responsibilities” and understand what it means.

Signature of Applicant or Representative Date

FOR PERSONS WHO CANNOT SPEAK ENGLISH
Translation services were offered or a family member or other person was present to translate.

Signature of Translator Date Phone Number & Agency/Relationship

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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Eiau Assistance with Completing this Application - Optional

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and.act for you on matters
related to this application, including getting information about your application and signing your application on your behalf. This
person is called an “authorized representative.” If you ever need to change your authorized representative, contact Delaware Health
and Social Services (DHSS). If you're a legally appointed representative for someone on this application, submit 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 8. ZIp Code

7. Phone number

b e T e i

8. Organlzation name 9. ID number (if applicable)

By signing, you allow this person to sign your application, get 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 applicalion counselor, navigalor, agent, or broker filling out this application for somebody else.

1. Application siart date (mm/dd/lyyyy)

2. First name, Middle name, Lasl name, & Suffix

3. Organization name 4. 1D number (if applicable)

Mail completed appliatin.

Please use the stamped self-addressed envelope to mail your signed application. If you don’t have all the Information we ask
for, sign and submit your application anyway. If needed, we will follow up with you. Filling out this application doesn't mean
you have to buy health coverage.

TN No. 14-0004 MM2 Approval Date: 7/23/2014 Effective Date: 3/01/2014
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. APPENDIX A

DELAWARE HEALTH AND SOCIAL SERVICES

Health Coverage from Jobhs
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 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. Emiployee name (First, Middle, Last) 2. Employee Social Security number o

EMPLOYER Information

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

13a. If you're In @ waiting or probationary period, when can you enrollin coverage?

(mm/ddiyyyy)
List the names of anyone else who is eligible for coverage from this job.

Name:

Name: . Name: _. -

[] No (Stop here and go to Step 5 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*? [ Yes (Go to 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'l 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 not receive any other discounts based on weliness programs.
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [] Weekly [J Every 2 weeks [J Twice a month {J Once a month  [J Quarterly [ Yearly

16. What change will the employer make for the new plan year (if known)?

[ Employer won't offer health coverage

[1] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that
meels the minimum value slandard.* (Premlum should reflect the discount for wellness programs. See question 15.)

a. How much will the employee have lo pay in premiums for that plan? §
b. Howoften? [Weekly [JEvery 2weeks [JTwiceamonth [JJOnce amonth [JQuarerly [OYearly

Date of change (mm/ddiyyyy);

* An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the tolal allowed benefit costs covered by the plan is no
less than e9ipersent AbpedIaseds (Section 36B(c)(2)(C)(ii) of tha ipernal Baeerue Hodespf 1986) Effective Date: 3/01/2014
Delaware Health Coverage - FAMILY FORM -11



TN No. 14-0004 MM2 Approval Dale: 7/23/2014 Effective Date: 3/01/2014
Delaware Mealih Coverage - FAMILY FORM -12



EMPLOYER COVERAGE TOOL

Use this tooal 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, likea parent or spouse). The information in the numbered boxes
below matches the boxes on Appendix A. For example, the answer to question 14 on this page should match
question 14 on 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
1. Employee name (First, Middle, Last) 2. Employee Social Security number

EMPLOYER Information

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

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

{mm/ddfyyyy)
List the names of anyone else who is eligible for coverage from this job.

Name: Name: Name:

[ No (Stop here and go to Step 5 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*? [ Yes (Go to question 15)
[J 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, pravide the premium that the employee would pay if hef she recelved the maximum discount for any tobacco cessation programs,

and did not receive any other discounts based on wellness pragrams.
a. How much would the employee have to pay in premiums for this plan?
b. How often? [] Weekly [ Every 2 weeks [ Twice a month 7 Once a month [ Quarterly O Yearly

16. What change will the employer make for the new plan year (if known)?

O Employer won't offer health coverage

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

a. How much will the employee have 10 pay in premiums for that plan? §
b. How often? [Weekly [JEvery 2weeks [JTwice amonth [Onceamonth ([JQuarerdy [yearly

Date of change (mm/ddfyyyy).

* An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the (ofal 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 1986)
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Delaware Health and Social Services (DHSS) ' i APPENDIX B
American Indian or Alaska Native Famlly Member (AIIAN)

Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with your
Application for Health Coverage & Help Paying Costs.

Tell 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 farnily gets the most help possible.

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

_ AVAN PERSON1 " AUAN PERSON 2

1Narne e e = First Middle IFirst Middle
(First Name, Middle Name, Last Name)
Last Cllasl
. g i__ A S e e S PTNETY VORPUIN (S L R || P Vel o =S
z Member of a tederdlly recogmmd tribe? | Yes Yes
If yos, tribe name If yes, tribe name
No No
3. Has this person ever gotton a service from Yes | Yes
the Indian Health Service, a tribal health |
program, or urban Indian health program, No | Na
or 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 Heallh services from the Indian Health
Service, tribal health programs, or Service, tribal health programs, or
urban Indian health programs, or urban Indian health programs, ot
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 B et
!—Iealth Insurance Program (9 HIP). Listany How often? How often?___
income (amount and how often) reporfed =S e
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 fand designated as Indian
trust land by the Deparliment ot Interior i
(including reservations and former i
reservations) |
+  Money from selling things that have l
cullural significance |
S L.
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DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)
APPLICATION FOR HEALTH COVERAGE
AND HELP PAYING COSTS (SHORT FORM)

Welcome to the State of Delaware Health and Social Services (DHSS)

|

0
-
gﬂ
1
iﬂ

Apply faster
online

Use this application
to see what
coverage you
qualify for

Who can use this
application?

What you may need
to apply

Why do we ask for
this information?

What happens
next?

Get help with this
application

Short Form (Rev. 02/2014)

TN No. 14-0004 MM2
Delaware

Apply faster online at
www.assist.dhss.delaware.qov

¢ Free or low-cost insurance from Medicaid or CHIP

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

e A new tax credit that can immediately help pay your premiums for

health coverage

Single adults who:

¢ Don't have any dependents and can't be claimed as a dependent
on someone else’s tax return

e Aren't offered health coverage from their employer

e Only declare a tax deduction for student loan interest

NOTE: If any of the following apply, you need to fill out a
different form to make sure you get the most benefits possible
e You're married or have dependent children.

* You were in the foster care system, and you’re under age 26.

e You're American Indian or Alaska Native.

NOTE: You can choose an authorized representative to assist you with
completing this application. Complete Step 5.

e Your Social Security Number (or document number if you're a
legal immigrant)

+ Employer and income information (for example, from paystubs,
W-2 forms, or wage and tax statements)

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, as required by law.

Please use the stamped self-addressed envelope to mail your signed

application. If you don’t have all the information we ask for, sign and
submit your application anyway. If needed, we will follow up with you.
Filling out this application doesn't mean you have to buy health coverage.

e If you have questions, please call 1-800-372-2022.
e |f you need help with translation call 1-866-843-7212.
e ForTTY call 711 or 1-800-232-5460.

s ' En Espafiol: Llame a nuestro centro de ayuda Qratis al
1-866-843-7212.

350201-14-02-01

Approval Date: 7/23/2014 Effective Date: 3/01/2014
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DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)
APPLICATION FOR HEALTH COVERAGE
AND HELP PAYING COSTs (SHORT FORM)

Welcome to the State of Delaware Health and Social Services (DHSS)
Eig:. Tell us about yourself.

1.First name, Middle name, Last name, & Suffix

2. Home Address (Leave blank if you don’t have one.) 3. Apartment or suite number
4. City 5. State 6. Zip Code
7. Mailing address (if different from home address) 8. Apartment or suite number
9. City 10. State 11. Zip Code
12. Primary Phone Number  ( ) - 13.Secondary Phone Number { ) -
14. Preferred Methods of Contact
| want to recelve information about this application and future communication by: [J Email Address [J u.s. Mail
E-Mail Address:
15. Do you plan to stay in Delaware? [ ves [ No
16. Date of birth (mm/dd/yyyy) 17. Sex O Male ] Female

18. Social Security number(SSN) ___ __ - ____ -__ _  ______
We need this if you want health coverage and have an SSN. We use SSN's to check income and other information to see if you're eligible for
help with health coverage costs. If you need help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-

800-325-0778.
19. Ethnicity: (OPTIONAL) [ Hispanic (] Non-Hispanic

20. Race (OPTIONAL — check all that apply.)
[ Alaskan (] American Indian [ Asian (O Black [ Hawaiian [ Pacific Islander O white

21. Are you a U.S. Citizen or U.S. national? (] Yes O No

22. If you are not a U.S. Citizen or U.S. national, do you have eligible immigration status?

[ Yes - Fill in your document type and ID number below.
a) Immigration document type
b) Document ID number

c) Have you lived in the U.S. since 19967 (O Yes O No
d) Are you a veteran or an active-duty member of the U.S. military? O Yes O No

23. Preferred spoken or written language (if not English)

24. Are you pregnant? O ves O No
If yes, how many bables are expected during this pregnancy? What is your expected due date?

25. Do you have a physical, mental, or emotional health condition that causes limitations in activities (like bathing, dressing, daily chores,
working, etc.) or live in a medical facility or nursing home? 1 ves O No

26. Do you pay student loan interest (not the amount of the loan) that can be deducted on a federal income tax return?

O Yes O No

If yes, how much do you pay? $ How often?

27. Were you in Delaware Foster Care at age 18 or older and receiving Delaware Medicaid Benefits? [ Yes O nNo

Short Form (Rev. 02/2014) Page 1 of 5
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Eian Tell us about your health care.

1. Are you enrolled in health coverage now? O Yes O No

If yes, check which coverage you have:

0O Medicaid

O VA health care programs
O CHiP

J Other
O Medicare Name of health insurance
0O TRICARE (don't check if you have Direct Care or Line of Duty) Policy number

O Peace Corps

Eign Tell us about your income.

O EMPLOYED START AT QUESTION #1
O SELF EMPLOYED  START AT QUESTION # 9
O NOT EMPLOYED START AT QUESTION # 10

[0 CURRENT JOB 1

1. Employer name and address

2. Employer phone number 3. Average hours worked each week

« ) -

4, Wages/tips/commissions (before taxes) [l Hourly O Weekly [JEvery2weeks (I TwiceaMonth [ Monthly [ Yearly

$

[0 CURRENT JOB 2 (If you have more jobs and need more space, attach another sheet of paper.)

6. Employer phone number 7. Average hours worked each week

« ) =
8. Wages/tips/commissions (before taxes) O Houdly [ Weekly [Every2weeks [ Twice aMonth [ Monthly [ Yeary

5. Employer name and address

[ SELF EMPLOYED

|

9. Type of Work

How much net income (profits once business expenses are paid) will you get from this self-employment this month?

[0 OTHER INCOME THIS MONTH

10. Check all that apply, and give the amount and how often you get it.

|

O None
Amount How Often Amount How Often
O Unemployment Compensation  § O Alimony received $
O Pensions $ [0 Net famingffishing §
O Social Security $ O Net rental/royalty $
O Retirement Accounts $ 1 Other Income $

Type

[0 CHANGE IN EMPLOYMENT

11. In the past year, did you: Change jobs [Stop working ~ [)Start working fewer hours  [INone of these

Shadtierm 4Rm0PRIRM4) Approval Date: 7/23/2014 Effective Date: 3/01/Z@age 2 of 5
Delaware Health Coverage - SHORT FORM -4



Eiaz. Read & sign this application.

RIGHTS AND RESPONSIBILITIES

| have read or have had read to me all statements on this form and the information | give is true and complete to
the best of my knowledge. | understand that | could be penalized if | knowingly give false information. |
understand that all information | give is confidential and federal and state laws limit disclosure of information
about me.

| understand and agree to give proof of my statements. | understand and agree that Delaware Health and Social
Services (DHSS) may contact other persons or organizations to obtain the necessary proof of my eligibility.

| must give the Social Security Number for each person applying and it will be used to check records with other
government agencies. DHSS also asks me to give the Social Security Number of anyone whose income is used

to determine my eligibility. Non-lawful aliens are not required to give a Social Security Number.

| understand that this application will be considered without regard to race, color, sex, age, disability, religion,
national origin, or political belief.

| understand that | must apply for and accept other benefits that | may be eligible to get such as Unemployment
Compensation or Social Security.

I will allow DHSS, or its representatives, to act as my agent in recovering money spent by the medical assistance
programs when other money from insurance, etc., becomes available to pay my medical bills.

I may have to repay to DHSS any medical assistance received for which | am not entitiled. My obligation to repay
such assistance applies both during my period of eligibility and after | am no longer receiving medical assistance.

As required by law, as conditions of eligibility, | assign all rights to medical support and to payment for medical
care from any third party to DHSS, and | understand | must cooperate with the Division of Child Support
Enforcement in establishing paternity and obtaining medical support for any child receiving medical assistance.

| understand that pregnant women are not required to cooperate in establishing paternity and obtaining medical
support and that | may claim to have good cause for refusing to cooperate in establishing paternity or in
identifying and providing information about liable third parties.

| understand that as a medical assistance recipient, | will automatically receive full child support services from the
Division of Child Support Enforcement, unless | state that | want to receive only child support services related to
medical support.

| understand that if | am a Medicaid or Delaware Healthy Children Program applicant/recipient | have the right to
a fair hearing if | am not satisfied with any decision made about my eligibility. | understand that | may be
represented by an attorney or any other person | choose.

| agree to allow DHSS, directly or through its agents or the Diamond State Health Plan or the Delaware Healthy
Children Program, to have access to all medical and school-based health and related services records of every
member of my household who is eligible for medical assistance in order to administer the medical assistance
program, coordinate care, determine medical necessity, and evaluate or pay for pending or incurred medical
services.

| certify, under penalty of perjury, that | am a U.S. Citizen or alien in lawful immigration status. | must give proof of
lawful immigration status and it will be checked with U.S. Citizenship and Immigration Services (USCIS). Non-
jawful alien status will not be checked. This will not affect any public charge determination or lead to deportation
proceedings. Non-lawful aliens may be eligible for emergency services and labor and delivery only.

| agree to report within 10 days changes in my situation that could affect my eligbility, such as a change in how
many people live with me, a new job or change in income, or if | move.

O | confirm | am not incarcerated, detained or jailed.
1 1 understand | cannot receive Medicaid/CHIP while incarcerated.

Short Form (Rev. 02/2014) Page 3 of 5
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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 DHSS to use income data, including information from tax returns. DHSS 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
(5 years (the maximum number of years allowed), or for a shorter number of years:
(04 years [J3 years (12 years [11year CIDon't use information from tax returns to renew my

coverage.

This application must be signed by an adult household member (age 18 or over) or by an emancipated minor
(under age 18).

| have received the “Rights and Responsibilities” and understand what it means.

Signature of Applicant or Representative Date

FOR PERSONS WHO CANNOT SPEAK ENGLISH
Translation services were offered or a family member or other person was present to translate.

Signature of Translator Date Phone Number & Agency/Relationship

Page 4 of 5

Short Form (Rev. 02/2014)
Effective Date: 3/01/2014

TN No. 14-0004 MM2 Approval Date: 7/23/2014
Delaware Health Coverage - SHORT FORM -6



Assistance with Completing this Application - Optional

You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act for you on
matters related to this application, including getting information about your application and signing your application on your
behalf. This person is called an “authorized representative.” If you ever need to change your authorized representative,
contact Delaware Health and Social Services (DHSS), If you're a legally appointed representative for someone on this
application, submit 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. ID number (if applicable)

By signing, you allow this person to sign your application, get 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 else.

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

2. First name, Middle name, Last name, & Suffix

3. Organization name

4. ID number (if applicable)

Mail completed application.

Please use the stamped self-addressed envelope to mail your signed application. If you don't have all the information we
ask for, sign and submit your application anyway. If needed, we will follow up with you. Filling out this application doesn't

mean you have to buy health coverage.

Short Form (Rev. 02/2014)

TN No. 14-0004 MM2
Delaware

Approval Date: 7/23/2014
Health Coverage - SHORT FORM -7
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LN AR ARE & DN WOVICHY

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

IMAGI-Based Income Methodologies S10

1902(e)(14)
42 CFR 435.603

0 The state will apply Modified Adjusted Gross Income (MAGI)-based methodologies as described below, and consistent with
42 CFR 435.603.

In the case of determining ongoing eligibility for beneficiaries determined eligible for Medicaid on or before
December 31, 2013, MAGI-based income methodologies will not be applied until March 31, 2014, or the next
regularly-scheduled renewal of eligibility, whichever is later, if application of such methods results in a
determination of ineligibility prior to such date.

In determining family size for the eligibility determination of a pregnant woman, she is counted as herself plus
each of the children she is expected to deliver.

In determining family size for the eligibility determination of the other individuals in a household that includes
a pregnant woman:

(" The pregnant woman is counted just as herself.

(" The pregnant woman is counted as herself, plus one.

(e The pregnant woman is counted as herself, plus the number of children she is expected to deliver.

Financial eligibility is determined consistent with the following provisions:

When determining eligibility for new applicants, financial eligibility is based on current monthly income and
family size.

When determining eligibility for current beneficiaries, financial eligibility is based on:

(e Current monthly household income and family size

(" Projected annual household income and family size for the remaining months of the current calendar year

In determining current monthly or projected annual household income, the state will use reasonable methods to:
Include a prorated portion of a reasonably predictable increase in future income and/or family size.

[X] Account for a reasonably predictable decrease in future income and/or family size.

Except as provided at 42 CFR 435.603(d)(2) through (d)(4), household income is the sum of the MAGI-based income
of every individual included in the individual's household.

In determining eligibility for Medicaid, an amount equivalent to 5 percentage points of the FPL for the applicable
family size will be deducted from household income in accordance with 42 CFR 435.603(d).

Household income includes actually available cash support, exceeding nominal amounts, provided by the person
claiming an individual described at §435.603(f)(2)(i) as a tax dependent.

(" Yes (¢ No

Page | of 2



(CMs Medicaid Eligibility

[m] The age used for children with respect to 42 CFR 435.603(f)(3)(iv) is:

(e Age 19

(" Age 19, or in the case of full-time students, age 21

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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OMB Control Number 0938-1148
OMB Expiration date: 1073172014
State Plan Administration Sy iy WL AR ey Al : iAll
Designation and Authority - Foaih . ' ' AT s

42 CFR 431.10

Designation and Authority

State Name: Delaware J

As a condition for receipt of Federal funds under title XiX of the Social Security Act. the single state agency named below submits the
following state plan for the medical assistance program, and hereby agrees to administer the pragram in accordance with the provisions of|
this state plan, the requirements of titles XI and X1X of the Act, and all applicable Federal regulations and other official issuances of the

Department.
Name of single state agency: 'Rcluwm'e Health and Social Services
Type of Agency:

C Title IV-A Ageney
@& Health
(" Human Resourees
(" Other

l Type of Agency |

The above named agency is the single state agency designated to administer or supervise the administration of the Medicaid program
under title X1X of the Social Sceurity Act. (Al references in this plan to "the Medicaid agency" mean the agency named as the single state

sgency.)

The state statutory citation for the legal authority under which the single state agency administers the state plan is:

31 Del. C.§ 8109, 111 and 112 and chapter S

The single state agency supervises the administration of the state plan by local political subdivisions.
C Yes (& No

7 The certification signed by the state Atlorney General identifying the single state agency und citing the legal authority under
) \which it administers or supervises administration of the program has been pravided.

An attachment is submitted.

The state plan may be administered solely by the single state agency, or some portions may be administered by other agencies.

The single state agency administers the entire state plan under title XIX (i.e., no other agency or organization administers any portion of

it).

(@ Yes ( No
T TNTDE-TFUUOBMM Approved: TT/1972073 Effecliver 1070172073
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@5 Medicaid Administration

The entity or entities that have responsibility for determinations of eligibility for families, adults, and for individuals under 21 are:
The Medicaid agency

0 Sinale state agency under Title IV-A (in the 50 stales or the District of Columbia) or under Title 1 or XVI(AABDY) in Guam,
Puerto Rico, or the Virgin Islands

[] An Exchange that is a government agency established under sections [311(b)(1) or 1321(c)( 1) of the Affordable Care Aci
The entity that has responsibility for determinations of eligibility for the aged. blind, and disabled are:
The Medicaid agency

] Single statc agency under Title 1V-A (in the 50 states or the District of Columbia) or under Title 1 or XVI(AABD) in Guam,
Puerto Rico, or the Virgin Islands

] An Exchange that is a government agency cstablished under sections 1311(b)(1) or 1321(c)(1) of the Affordable Care Act
B4 The Federal agency administering the SSI program
indicate which agency determines eligibility for any groups whose eligibility is not determined by the Federal agency:
Xl Medicaid agency
[ Title TV-A agency
{1 An Exchange

The entity or entities that have responsibility for conducting fair hearings with respect to denials of cligibility based on the applicable
modified adjusted gross income standard are:

Medicaid agency
[] An Exchange that is a govemment agency established under sections 1311(b)(1) or 1321(c)t1) of the Affordable Care Act
[] An Exchange appeals entity, including an entity established under section 141 1() ol the Affordable Care Act

The agency has established a review process whereby the agency reviews appeals decisions made by the Exchange or Exchange appeais
¢ntity or other state agency. but only with respect to canclusions of law, including interpretations of state or federal policies,

C Yes (8 No
BHE00 P A IRIBUERTION, e e o L Ty B U7 e VRN s T W
_rganization and Adm]mstration o e P | T P I S T it e Uhse. NI A e, °

42 CFR 431.10
42 CFR 431,11

Organization and Administration

Provide a description of the organization and functions of the Medicaid agency.

Organization and Functions of the Medicaid agency:

Delaware Government is administered under a cabinet-style atrangement similar to the Federal Govermnent. The Department of
Health and Social Services (DHSS), which is the Single State Agency responsible for the administration of the Medicaid Program

‘“'W%ﬁf 5 Qb"ém‘dl’"“ Child Support Enforcement l)wehq éﬁl %‘muhilmes Services. Long Iué%f"i‘lrc RSZ ?Eaﬁ Protection,

W.an.&gumm ervices, Medicaid & Medical .a\bsu:t. mllcalth Aging and Adults wi NEab s, Social

Pace 2 of 5
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FONPL o e A s e art WA B

Sorvices, State service Centers, Adult Substance Abuse and Mental Tlealth, Visually Impaired, and the Medical Examiner,

The Director of DMMA reports direetly (o the Cabinet Secretary of DHSS, In general, DMMA provides health care coverage to
individuats with low incomes and those with disabilities and to ensure access 1o high quality. cost effective and appropriate medical

care and supportive services, Medical services are provided through a managed care delivery system called the Diamond State
Health Plan, Two MCOs currently deliver care to Medicaid clients. Eligibility deternvinations and fair hearing functions are shared
between the DMMA and the Division of Social Services. DMMA administers all Medicaid eligibility policy for categorical and
LTC services, while the Social Security Agency administers eligibility for SSI by way of a 1634 Agreement between the two
agencies. DMMAs LTC Unit determines eligibitity for L'TC community or institutional clients but the Division of Social Services ||
determines eligibility for categorically needy populations and administers the State’s online eligibility application system called |
ASSIST. DSS also administers the Fair Hearings and Appeals processes for both eligibility and medical services. All clients who ||
wish to appeal a denial of eligibility, termination. suspension, reduction in eligibility or services. or other action vr issue where a
hearing may be required as defined in 42 CFR 431.201 and 42 CFR 431.220, may file a fair hearing request directly with DSS. DSS
informs DMMA of the hearing request and schedules the actual hearings. Fee-for-service elients who wish to appeal related to
services would follow the same process. Managed care-enrolled clients would normally appeal directly Lo their MCO, and if still |
unsatisfied with the outcome may file for a further appeal with DMMA. Managed care clients may choose o appeal directly to
DMMA and forego an appeal to their MCO. This process is also handled by DSS on behalf of DMMA. The Division of Long Term
Care Residents Protection also performs fair hearings for any nursing home discharges that clients may want to contest.

While the other sister divisions within DHSS do not determiine eligibility. they may provide necessary medical care for vulnerable
clients who are eligible for Medicaid. For example, the Division of Substance Abuse and Mental Health provides behavioral health
and substance use disorder services 1o adults including Medicaid clients with serious MH/SA conditions. Similarly. the Division of
Developmental Disabilities Services provides rehabilitation, habilitation, day services, supported employment, and residential
services for qualifying individuals many of whom are also Medicaid clienls. DMMA and its sister divisions collaborate closely to
deliver quality care for all individuals including those with Medicaid coverage.

Organizationally, DMMA management consists of a Director, Deputy Director, program administrators. Medical Director,
Pharmacy Consultant, other nurse professionals for medical reviews and SUR functions, social workers, and other technical and
¢lerical personnel, Medicaid claims processing for fee-for-service bills is contracted (o a Fiscal Agent.

Upload un organizational chart of the Medicaid agency.

An attachment is submitted.

Provide a description of the structure of the state's execulive branch which includes how the Medicaid agency fits in with other health,
human service and public assistance agencics.

Executive Branch Description:

While most of the State*s health and human services reside within DHSS, Title [V-E services sit within the Departiment ot Services
for Children. Youth and Their Families (DSCYF). Eligibility determinations for Title IV-E foster children and adoption assistance
children are delegated to DSCYF, All State Departments and Divisions administer programs and services al the State level;
Delaware does not administer any State health and social service programs al a county government level. The DHSS has built State
Service Centers in each of Delaware’s three counties in order to provide dircet access to State services. In these onc-stop service
centers. individuals may apply for Medicaid, apply for other Social Service programs such as Food Benefits or TANF; schedule
child exams with the Division of Public Health; ete. The Service Centers are staffed with State employees who work directly with
clients, DHSS employs almost 4.300 individuals and operates four long-term carc facilities and the State’s only psychiatric
huospital, the Delaware Psychiatric Center,

Entities that determine ehgfbghly nﬁter "F'. i
F—TN.DE-13-0008MM

Appruval:l 11’!19;‘2013
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Medicaid Administration

"Type of entity that determines eligibility:

Single state agency under Title IV-A (in the 50 states or the District of Columbia) or under Title | or XVI (AABD) in Guam,
“* Puerto Rico, or the Virgin Islands

| (" An Exchange that is a government agency established under sections 1311(b)(1) or 1321(c)X1) of the Affordable Care Act |
! (® The Federal agency adntinistering the 881 program
iProvide a description of the staff designated by the entity and the functions they perform in carrying out their responsibility.

i

Pursuant to a 1634 agreement, the Department for Social Security Administration determines Medicaid eligibility for Supplemental
Security Income recipients.

Eniiiesthai conduet fi hearings othet than the Medicaid Agenty (ifare ¢

| I_Renml\.r;:
Type of entity that conducts fair hearings:
" An Exchange that is a government agency established under sections 131 H(B)(1) or 1321(c)(1) of the A ordable Care Act
" An Exchange appeals entity. including an entity established under section 141 1() of the Affordable Care Act

Provide a deseription of the staff designated by the entity and the functions they petform in carrying out their responsibility.

Not Applicable
—— = = ——— ‘ =

Supervision of state plan administration by local political subdivisions (if described under Designation and Authority)
Is the supetvision of the administration done through a state-wide agency which uses local political subdivisions?
 Yes (& No
The types of the local subdivisions that administer the state plan under the supervision of the Medicaid agency are;
(" Counties
C: Parishes
(" Other

Are all of the locul subdivisions indicated above used 10 administer the state plan?

42 CFR 431.10

42 CTFR 431.12

42 CFR 431.50

Assurances )

| TN.DE-13.0008MM— Approved:-11/49/2013 Effective:40/04/2013 |
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The state plan is in operation on a statewide basis, in accordance with all the requirements of 42 CFR 431.50.

All requirements of 42 CFR 431,10 are met.

7 There is a Medical Care Advisory Committee to the agency director on health and medical services established in accordance with
meeting all the requirements of 42 CFR 431.12,

7 The Medicaid agency does not delegate, to other than its own officials. the authority to supervise the plan or ro develop or issue
policies, rules, and regulations on program matters,

Assurance for states that have delegated authority to determine eligibility:

0 There is a written agreement between the Medicaid agency and the Exchange or any other state or local agency that has been
delegated authority to determine eligibility for Medicaid eligibility in compliance with 42 CFI 43 [.10(d).

Assurances for states that have delegated authority to conduet fair hearings:

N There is a written agreement between the Medicaid agency and the Exchange or Exchange appeals entity that has been delegated |
authority to conduct Medicaid fair hearings in compliance with 42 CFR 431,10(d).

0 When authority is defegated to the Exchange or an Exchange appeals entity, individuals who have requested a fair hearing are given
the optian to have their fiir hearing condueted instead by the Medicaid agency,

Assurance for states that have delegated authority to determine eligibility and/or 10 conduct fair hearings:

7 The Medicaid agency does not delegate authority to make eligibility determinations or to conduct fair hearings to entities other than
government agencies which maintain personnel standards on a merit basis.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimuted to average 40 hours per response, including the time ta review instructions, search existing data
resources. gather the data needed. und complete and review the information collection. It you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Aun: PRA Reports Clearance

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: DE-13-0008MM Approved: 11/18/2013 Effective: 10/01/2013
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State/lervitory

nume:

Delaware

Transmittal Number:
Please enter the Transmiteal Number (TN) in the format ST-YY-0000 where S71= the state abbreviation, YY = the last two digits
of the submission vear, and 8000 = a lour digit number with leading zevos. ‘The dashes musi also be entered.

| DE-13-0009 |

Praposed Effective Date
[otio172014 | cin ity

lrederal Statute/Regulation Citation
[I’micnl Protzction and AlTordable Care Act (Public Law T11-148): 42 CIR §8§ 431 435: and 43 CIFR § 185 J

Federal Budget Impact
Federal Fiseal Year Awmount

First Year $[0.00 |
Sccond Year ‘Bl 0.00 I

Subject of Amendment

State of Delaware Medicaid MAGI State Residency State Plan Amendment

Governor's Office Review
Q Governor's office reported no comment
QO Comments of Goveruor's office received
Describe:

QO No reply received within 45 days of submitial

@ Other, as speeilied
Describe:

Governor's Comments Under Separate Correspondence

Signature of State Agency Official
Submitted By:
Sharon Summers

Last Revision Date:
Nov 20, 2013 u[>7 /2013

ol ot ol Afor# Tl

TN#: 13-0009MM Approved: 11/26/2013 Effective: 01/01/2014

file:HGI.. Medicaid DE/SP ASMAGI%20S P As/DE-13-0009%20MM2620A pproved/DE_0306 RO0 00%20-%6201an%2001 26202014 him[ L12772013 9:44:30 AM|



(CMS Medicaid Eligibility

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

Non-Financial Eligibility
State Residency

[
l- S88

42 CFR 435.403

State Residency

[

The state provides Medicaid to otherwise eligible residents of the state, including residents who arc absent from the state under
certain conditions.

Individuals are considered to be residents of the state under the following conditions:

@

® (@ =

=

Non-institutionalized individuals age 21 and over, or under age 21. capable of indicating intent and who are emancipated or
married, if the individual is living in the state and:

[m] Intends to reside in the state, including without a fixed address. or
[®] Entered the state with a job commitment or seeking employment, whether or not currently employed.

Individuals age 21 and over, not living in an institution, who are not capable of indicating intent, are residents of the state in
which they live.

Non-institutionalized individuals under 21 not described above and non 1V-E beneficiary children:
[®@] Residing in the state, with or without a fixed address, or

The state of residency of the parent or carctaker, in accordance with 42 CFR 435.403(h)(1), with whom the individual
resides.

(]

Individuals living in institutions, as defined in 42 CFR 435.1010, including foster care homes, who became incapable of
indicating intent before age 21 and individuals under age 21 who are not emancipated or married:

Regardless of which state the individual resides, if the parent or guardian applying for Medicaid on the individual's behalf
resides in the state, or

(]

Regardless of which state the individual resides, if the parent or guardian resides in the state at the time of the individual's
placement, or

(=]

If the individual applying for Medicaid an the individual's behalf resides in the state and the parental rights of the
(@] institutionalized individual's parent(s) were terminated and no guardian has been appointed and the individual is
institutionalized in the state.

Individuals living in institutions who became incapable of indicating intent at or after age 21, if physically present in the state,
unless auother state made the placement.

Individuals who have been placed in an out-of-state institution, including foster care lomes. by an agency of the state.

Any other institutionalized individual age 21 or over when living in the state with the intent to reside there, and not placed in the
institution by another state.

IV-E eligible children living in the state, or
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[m] Otherwise meet the requirements of 42 CFR 435.403.
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Medicaid Eligibility

X
X
X
X
X
X
O
X
X
X
B
X

® Yes ( No

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii

1daho

Meet the critevia specified in an interstate agreement,

X linois
Indiana
lowa

X Kansas
X Kentucky
P Louisiana
Maine
X Maryland

< Massachusctis

P Michigan
<X Minnesota
> Mississippi
Missouri

[m] The state has interstate agreements with the following selected states:

X] Montana
Nebraska

Rhode Island

X

South Carolina

X

Nevada X Seuth Dakota
X New Hampshire Tennessee
New Jersey Texas

New Mexico Utah

[[] New York X Vermont
North Carolina Virginia
North Dakota Washington

Ohio
Oklahoma

Qregon

X Pennsylvania

X

West Virginia

Wisconsin

O X

Wyoming

The interstate agreement contains a procedure for providing Medicaid to individuals pending resolution of their residency

L status and criteria for resolving disputed residency of individuals who (select all that apply):

Are 1V-E eligible

[] Are in the state only for the purpose of attending school

[] Are out of the state only for the purpose of attending school

[] Retain addresses in both states

Other type of individual

Name of Type

Description

+

Children with Special Needs

Children with Special Needs under a state funded Adoption
Subsidy Agreement: These Children with Special Needs for
whom there is a signed state-funded Adoption Subsidy
Agreement are included under our ICAMA agreement,

o+

The state has a policy related to individuals in the state only to attend school,
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" Yes (¢ No

[®] Otherwise meet the criteria of resident, but who may be temporarily absent from the state.

The state has a definition of temporary absence, including treatment of individuals who attend school in another state.

& Yes ( No

Provide a description of the definition:

Temporary Absences Out of State

An individual may be found eligible and remain eligible during a temporary absence if the individual intends to return
when the purpose of the absence has been accomplished unless another state has determined that the person is a
resident there for purposes of Medicaid.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respotid (o a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources. gather the data needed, and complete and review the infonmation collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore. Maryland 21244-1850.
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OMDB Control Number 0938-1148
OMB Expiration date: 10

1902(a)(36)(B)

§U.S.C. 1611, 1612, 1613, and 1641
1903(v)(2),(3) and (4)

42 CFR 435.4

42 CFR 435.406

42 CFR 435.956

Citizenship and Non-Citizen Eligibility
The state provides Medicaid to citizens and nationals ol the Uniled Stales and certain non-citizens consistent with requirements of 42

[7] CFR 435.406, including during a reasonable opportunity period pending verilication of their citizenship, national status or
satisfactory immigration status,

(@] The state provides Medicaid eligibility (o otherwise eligible individuals:
[®] Who ure citizens or nationals of the United States; and

Who are qualified non-cilizens as deflined in sectivn 431 of the Personal Responsibility and Work Opporiunity
[m] Reconciliation Act (PRWORA) (8 U.S.C. §1641}, or whose eligibility is required by section 402(b) ol PRWORA (8 U.S.C.
§1612(h)) and is nol prohibited by section 403 of PRWORA (8 U.S.C. §1613): and

Who have declared (hemselves to be citizens or nationals ol the United Stales, or an individual having satislactory

0 immigration status, during a reasonable opportunity period pending verification of their citizenship, nationality or
satisfactory immigration status consistent with requirements of 1903(x), 1137(d), [902(ee) of the SSA and 42 CFR 435,400,
and 956.

The reasonable opportunity period begins on and extends 90 days from the date the notice of reasonable opporfunity is
received by the individual.

The agency provides (or an extension of the reasonable opportunity period if the individual is making a good faith ¢ffori Lo
resolve any inconsistencies or oblain any necessary documentation, or the agency needs more time 1o complcte the
verification process.

& Yes C No

The agency heging o furnish benefits to otherwise eligible individuals during (he reasonable opportunily period on i date
carlier than the date the notice is received by the individual,

® Yes ( No
The date benelits are [urnished is:
(= The date of application containing the declaration of citizenship or immigration slatus,
(" The daic the reasonable opportunity notice is sent.

C:Olher date, as described:

TN NO 13-0010 MM APPROVED DATE 12/06/2013 EFFECTIVE DATE 01/1/2014
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CTMEVER M T A0 R A GARAKD (VL

The state provides Medicaid coverage to all Qualified Non-Cilizens whose eligibility is not prohibited by section 403 of PRWORA
(8 U.S.C §1613),

@ Yes  (C No

The state elects the option (o provide Medicaid coverage (o otherwise eligible individuals under 21 und pregnani women, lawlully
residing in the United States, as provided in section 1903(v)(d) of the Act.

@ Yes (" No
D4 Pregnant women
Individuals under age 21;
(@ Individuals under age 21
(" Individuals under age 20
" Individuals under age 19

O An individual is considered 1o be lawlully residing in the United States il he or she is lawlully present and otherwise mecels the
cligibility requirements in the state plan,

[B] An individual is considered 1o be lawfully present in the United States il he or she:
1. 1s w quatified non-citizeo as delined in 8 US.C. 1641(b) and (¢):

2. Is a non-citizen in a valid nonimmigrant status, as delined in 8 U.S.C. 1101(a)(15) or otherwise under the immigration laws (as
defined in 8 US.CO 1O T)):

3. Is a non-citizen who has been paroled into the United States in accordance with 8 U.S.C. 1182(d)(5) for less than | year,
except for an individual paroled for prosecution, for deferred inspection or pending removal proceedings;

4. Is a non-citizen who belongs to one of the [ollowing classes:
[®] Granted temporary resident status in accordance with 8 U.S.C. 1160 or 1255a, respectively,

Granted Temporary Protecied Status (TPS) in accordance with 8 U.S.C. §1254a, and individuals with pending
applications for TPS wha have been prantcd employment iuthorization;

w =

Granted employment anthorization under 8 CIFR 274 12(c);

Family Unily bencliciwies in accordance with section 301 of Pub, 1. 101-649, as amended:

@ =]

Under Deferred Enfovced Departure (DED) in accordance with i decision made by the President:

m

Granted Deferred Action status,

m]

Granted an administrative stay ol remova) under 8 CFR 241;

]

Beneleiary of approved visa petition who has a pending application for adjustment of status;

3. [s an individual with a pending application for asylum under 8 U.8.C. 1158, or for withholding of removal vnder 8
U.S.C.1231, or under the Convention Against Torture who -

[ s been granted employment authorization; or

TN N¢E{3Bouodanthe age ol 14 and has hiad seaROvEGDATE b5 4018 Icast 180 days; EFFECTIVE DATE 01/1/2014
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6. Has been granted withholding of removal under the Convention Against Torture;

N

7. 15 a child who has a pending application for Special Immigrant Juvenile status as deseribed in & U.S.C. LTOL()(27)(T);
8. Is lawiully present in American Samoa under the immigration Taws of American Samoa: or

9. Is a victim of severe trallicking in persons. iu accordance with the Victims ol Trafficking and Violenee Protection Act of
2000, Pub. L. 106-386, as amended (22 U.S.C. 7105(b));

10. Exception: An individual with deferred action under the Department of Homeland Security's deferred action for the
childhood arrivals process, as described in the Secretary of Homeland Security's June 15, 2012 memorandum, shall nol be
considered 10 he law(ully present with respect o any of the above categories in paragraphs (1) through (9) of this definition.

] Other

The state assures that it provides limited Medicaid services for treatment of an emergency medical condition. nol related to an
organ transplint procedure, as defined in 1903¢¥)(3) of the SSA and implemented at 42 CIR 440.255, (o the [bllewing

] individuals who meet all Medicaid eligibility requirements, excepl documentation of citizenship or satistuctory immigration
stutus and/or present an SSN:

[W) Qualilicd non-cilizens subject Lo the 5 year waiting period described in 8 U.S.C. 1613,

= Non-qualified non-citizens, unless covered as a lawlully residing child or pregnant woman hy the state under the option in
S aceordance with 1903(v)(4) and implemented ac 435.406(b).

PRA Disclosure Statement

According 1o the Paperwark Reduction Actol 1995, no persons are required Lo respond 10 o collection of informatiun unless it displays n
valid OMI3 control number, The valid OMB control number for this information collection is 0938-1148. The time required 1o complete
this information collection is estimated to uverage 40 hours per response, including the time Lo review instruclions, search existing data
resources. gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy off
the time estimate(s) or sugaestions for improving this form. please write to: CMS. 7500 Sccurity Boulevard, Alin: PRA Reparts Clearance
Oflicer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

TN NO 13-0010 MM APPROVED DATE 12/06/2013 EFFECTIVE DATE 01/1/2014
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

kﬁrﬂ

42 CFR 435.1110

One or more qualified hospitals are determining presumptive eligibility under 42 CFR 435.1110, und the state is providing Medicaid
caverage for individuals determined presumptively eligible under this provision.

@ Yes (Neo

[] The state attests that presumptive eligibility by hospitals is administered in accordance with the following provisions:
[W] A qualified hospital is a hospital that:

Participates as a provider under the Medicaid state plan or a Medicaid 1115 Demonstration, notifies the Medicaid agency of
[w] its election to make presumptive eligibility determinations and agrees to make presumptive eligibility determinations
consistent with state policies and procedures.

Has not been disqualified by the Medicaid agency for failure to make presumptive cligibility determinations in accordance
[®] with applicable state policies and procedures or for failure to meet any standards that may have been established by the
Medicaid agency.

Assists individuals in completing and submitting the full application and understanding any documentation requirements.
CYes (@ No
[B] The eligibility groups or populations for which hospitals determine eligibility presumptively are:
[®) Pregnant Women
[W@] Tnfants and Children under Age 19
[®] Parents and Other Caretaker Relatives
[®] Aduit Group, if covered by the state
[@] Individuals above 133% FPL under Age 65, if covered by the state
[®] Individuals Eligible for Family Planning Services, if covered by the state
[®] Former Foster Care Children
[®) Certain Individuals Needing Treatment for Breast or Cervical Cancer, if covered by the state
7] Other Family/Aduit groups:
[] Eligibility groups for individuals age 65 and over
[ Eligibility groups for individuals who are blind
[] Eligibility groups for individuals with disabilitics
[ Other Medicaid state plan eligibility groups
[] Demonstration populations cavered under section 1115

The siate establishes standards for qualified hospitals making presumptive eligibility determinations.

TN No. 14-0006-MM7 Approval Dale; 06/26/2014 Effeclive Date: 01/01/2014
5211
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r(’ Yes  (:No

[E] The presumptive period begins on the date the determination is made.

[m) The end date of the presumptive period is the carlicr of:

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by the last day of
the month following the month in which the determination of presumptive eligibility is made; or

The last day of the month following the month in which the determination of presumptive eligibility is made, if no
application for Medicaid is filed by that date.

[®] Periods of presumptive eligibility are limited as follows:
(" No more than one period within a calendar year.
(" No more than one period within two calendar years,

No more than one period within a twelve-month period, starting with the effective date of the initial presumptive eligibility
period.

(O
(" Other reasonable limitation:
The state requires that a written application be signed by the applicant, parent or representative, as appropriate.
® Yes (C No
C The state uses a single application form for Medicaid and presumptive eligibility, approved by CMS.

@ The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the application form is
included.

[®] The presumptive eligibility determination is based on the following factors:

The individual’s categorical or non-financial eligibility for the group for which the individual’s presumptive eligibility is
[®] being determined (e.g., based on age, pregnancy status, stutus ns a parent/caretaker relative, disability, or other requirements
specified in the Medicaid state plan or a Medicaid 1115 demonstration for that group)

] Houschold income must not exceed the applicable income standard for the group (or which the individual's presumplive
eligibility is being determined, if an income standard is applicable for this group.

[X State residency
[X Citizenship, status as a national, or satisfactory immigration status

@ The state assures that it has communicated the requirements for qualified hospitals, and has provided adequate training to the
hospitals. A copy of the training materials has been included.

TS,

TN No. 14-0006-MM7 Approval Date: 06/26/2014 Effective Dale: 01/01/2014
Delaware §21-2 Page 2 of 3
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According to the Paperwork Redustion Act of 1995, no persons are required (o respond (o 8 collection of information unless it displays a
valid OMB control number. The valid OMB conttol number for this information callection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the nceuracy of

the time estimate(s) or suggestions for improving thls form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Repors Clearance
Officer, Mail Stop C4-26~05, Baltimore, Maryland 21244-1850.

TN No. 14-0006-MM7 Approval Date: 06/26/2014 Effeclive Dale; 01/01/2014
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DELAWARE HEALTH AND SOCIAL SERVICES (DHSS)
Application for Hospital Presumptive Eligibility for Medicaid

You can use this form to apply if you are a patient
of the hospital, a patient’s family member, or
a community member.

Use this form to find out quickly if you qualify for presumptive eligibility for Medicaid.
Presumptive eligibility is a temporary determination that gives you immediate access to
health care while you wait for a regular Medicaid determination. You can apply for regular
Medicaid on line at www.assist.dhss.delaware.gov, by telephone, in-person in your area, or
by mail.

Call our Custom 1 Rel

[here may be

DMMA PE App (Rev. 6/2014) 1

TN No. 14-0006-MM7 Approval Date: 06/26/2014 Effective Date: 1/1/2014
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1 Tell us about yourself
We ask for this information so that we can contact you about this application.

Name (first, middle, last)

Home address (leave blank if you don’t have one)

City State ZIP code

Mailing address (if different from home address)

Primary Phone Number (if you have one) Secondary Phone Number (if you have one)

Preferred Methods of Contact
| want to receive information about this application and future communication by: 0O Email Address O U.S. Mail

Email Address:

Preferred Spoken or written Language (if not English)

Tell us about your family

List yourself and the members of your immediate family who live with you. Include your spouse and your
children under 19 if they live with you. Do not list other relatives or friends even if they live with you.

Name Date of Relationship | Applying for Already has U.S. Citizen, U.S. National, | Resident of
{first, middle, last) birth to you presumptive eligibility | Medicaid? or eligible immigrant? Delaware?
(OUXXT for Medicaid? (Yes or No) (Yes or No) (Yes or No)
XXXX) (Yes or No) T B3 e o : AT T T .
Answer for family members who are applying. If a person is not
applying, you do not have to answer these questions for that person.
(Same as above) (Self)
TN No. 14-0006-MM7 Approval Date: 06/26/2014 Effective Date: 1/1/2014
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Other questions
Answer these questions for yourself and your family members listed in Section 2. Your answers will make it
easier to find out if you and any family members qualify.

Is anyone pregnant, even if she is not applying for presumptive eligibility for Medicaid? [JYes ONo
If yes, who? How many babies does she expect?

is anyone who is applying for presumptive eligibility for Medicaid receiving Medicare? OYes ONo
If yes, who?

Is anyone who is applying for presumptive eligibility for Medicaid a parent or caretaker relative? OYes [JNo

For example, a grandparent who is the main person taking care of a child.

If yes, who?

Was anyone who is applying for presumptive eligibility for Medicaid in foster care at age 18 or older and
received Delaware Medicaid? OYes ONo

If yes, who?

Is anyone who is applying for presumptive eligibility for Medicaid being treated for
breast or cervical cancer? O Yes ONo

If yes, who?

4 Tell us about your family’s income
Write the total income before taxes are taken out for all family members listed in Section 2.

Amount $ How often? (check one) [ Weekly [ Biweekly [ Monthly [ Yearly

Amount $ How often? (check one) [1Weekly [ Biweekly [ Monthly [ Yearly

Sign this form here
By signing, you are swearing that everything you wrote on this form is true as far as you know.
We will keep your information secure and private.

Your signature: Date:
Signature of Authorized Representative: Date:
TN No. 14-0006-MM7 Approval Date: 06/26/2014 Effective Date: 1/1/2014
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If you qualify for presumptive eligibility for Medicaid, what
happens next?

* You will get a letter from the hospital saying you were approved.

= You can start using your presumptive eligibility for Medicaid coverage right away for services such as
doctor visits, hospital care, and prescription drugs. You can go to any health care provider who accepts Medicaid,
starting the day you are approved.

- To start using your presumptive eligibility for Medicaid the hospital will give you a letter saying you are
approved. Use the letter to get services until you get a card in the mail. If you lose the letter, you can call
1-800-372-2022.

- If the letter says you qualify for presumptive eligibility for Medicaid because you are pregnant, you can get
care at outpatient clinics or other places in the community. Presumptive eligibility for Medicaid will not cover
the cost if you are admitted to a hospital.

= If you do not fill out and send the application for medical assistance to see if you qualify for regular Medicaid or
other health coverage, your presumptive eligibility for Medicaid coverage will end on the last day of the month
after the month you are approved

= For example, if you qualified for presumptive eligibility for Medicaid in January, it will end on the last day
of February.
= To see if you qualify for regular Medicaid or other health coverage,

* The hospital will give you an application for regular Medicaid.

* Phone: Call our Customer Relations unit at 1-800-372-2022.

* In person: There may be social workers/case managers in your area who can help.
* En Espariol: Llame a nuestro centro de ayuda gratis al 1-866-843-7212

* In a language other than English: Call 1-866-843-7212

* TTY users: Call 711 or 1-800-232-5460.

If you do not qualify for presumptive eligibility for Medicaid,
what happens next?

7f

You will get a letter from the hospital saying you were not approved. You cannot appeal the hospital's decision.
BUT, you can still apply for regular Medicaid or other health coverage using the application for medical
assistance.

TN No. 14-0006-MM7 Approval Date: 06/26/2014 Effective Date: 1/1/2014
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DELAWARE HEALTH
AND SOCIAL SERVICES
DivISION OF MEDICAID & MEDICAL ASSISTANCE

Proof of Temporary Coverage for Presumptive Eligibility

Dear Provider:

The person(s) listed below has temporary health coverage through Presumptive Eligibility (PE). Temporary coverage
may last between 30 and 60 days depending on the effective date of coverage shown (below). To ensure payment,
providers must verify eligibility prior to providing services and submitting claims. If you have questions concerning
Presumptive Eligibility, please call the DHSS Customer Relations Unit at 1-800-372-2022.

Verify Presumptive eligibility via:

o Delaware Medical Assistance Program Website www.dmap.state.de.us
Click on the Interactive Services tab and enter your web user ID and password. [f a provider has not registered
to use the interactive services tab, they can register at https://www.dmap.state.de.us/secure/emaillntro.do

e Provider Relations 1-800-999-3371 Option 0, then # 2

Services included under temporary coverage are the same as those available under regular program coverage.
NOTE: Social Security Numbers are requested but are not required.

Social Security Effective Check the appropriate coverage group
Name Number AND Date of Parent/ Infants and Former
(First - Middle Initial - Last) Date of Birth Coverage Caretaker Pregnant Children Adults Foster
mm/dd/yyyy mm/dd/yyyy | Relative Women | nder age 19 Children
Date

Name of Qualified Entity Determining Presumptive Eligibility (Please Print)

Signature of Qualified Entity

Qualified Entity: Within 5 days of Determination FAX PE Application and Proof of Temporary Coverage form to:

DHSS at 1-866-843-7212.

Delaware Health and Social Services (DHSS), PO BOX 906, New Castle, DE 19720

TN No. 14-0006-MM7
Delaware

Approval Date: 6/26/2014
Proof of Temporary Coverage for Presumptive Eligibility for Medicaid

Effective Date: 1/1/2014
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