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AGENDA

e Introduction & Housekeeping

e Renewal Form Background & Overview
e Key Issues for MAGI Renewal Forms in 2014

e Regulatory Requirements for Pre-populated
Form

e Pre-populated Renewal Form
e Questions & Answers
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Pre-populated Renewal Form Background &

Overview

The Affordable Care Act changed the method that Medicaid must use to
calculate a person’s income. The new method is called Modified
Adjusted Gross Income (MAGI).

Many of the current District Medicaid beneficiaries will need to
be renewed for coverage using the Modified Adjusted Gross
Income (MAGI) methodology for the first time.

Due to the changes in how Medicaid calculates income, the District must
gather household and income information we do not have for current
District beneficiaries. Today we will present the Pre-populated Renewal

Form that will be used to collect this information for the first time.
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Government of the District of Columbia

For the first time the District needs to
collect MAGI income and household
information

Pre-population of information known
to the District

Opportunity to add newly applying
household members
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New Information the District Must Collect

» Tax Information » Income Verification
L Tax dependent status O Align current questions and

O Tax filing taxes calculations with MAGI

O Whether the beneficiary is Q Add income deduction questions

being claimed as a dependent
[ Permission to review tax information

For Government Use Only

Government of the District of Columbia Department of Health Care Finance



* k ok * k ok

New Information the District Must Collect,

Con’t.

» APTC Specific Questions » Former Foster Care Status
QO If a beneficiary appears to be eligible O Align current questions and
for APTC, the District is required to calculations with MAGI

ask certain APTC-related questions to 0 Add income deduction questions
determine if the person may be

eligible for Qualified Health Plan

(QHP) coverage with Advanced > Number of Babies
Premium Tax Credits and Cost Sharing ted. if oreenant
Reductions (CSR) éxpected, It pregna

0 Household of pregnant women
consists herself and plus the number
of expected children

For Government Use Only
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== Federal Requirements for Renewal of =
MAGI Beneficiaries

The District must attempt to renew eligibility with
Information available through data sources

Able to Renew  |[emm |
Unable to Renew

If the District is able to renew with current
information, the beneficiary must be notified
of the determination and its basis

If the District is unableto 4
If all the information used to make the renew with current \w 4

determination is accurate, the beneficiary information, The pre-
does nothing and renewal takes place populated renewal form is

sent to the beneficiary

If any of the information is inaccurate,
the beneficiary must inform the District
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Pre-populated Renewal Form
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T W Renewal Form:

District of Columbia

Cortrt s 15 Instruction Page

Rowember 1 2014

Johni Smith
3900 Washingion fwe NE
Washingion DC 20002

It is time to remew your Medicaid coverage. Please respond by Nowember 30 2014 |
Ranewl Codet 1400123458 R San 1pl€ CaSe

= Online: Go to www. DCHealthlink. comirenewals for instructions.

You can renew = By maik Complete this form and mail it in the enclased envelope 1o
your Medicald in Degartment of Human Sevies
any one of t B P e e

v e Mom on Medicaid

= By phone: lust call {B55) 532-5465 (TTY: 711)
1. Anseeer all of the questions on the form. Read the information about you and each

How' to complete member of your household. Add any missing information. i any information has . .
S Dad on Medicaid
1 Sign the form on page 13.
3. Pease retum this jorm by Nowember 30 2014, to avoid gaps in your Medicaid

overage. Your Medicid eligibility & set to expine December 31 2094,
4. & cheschdist of the sections that nesd 1o be completed & induded in the nest page.

e M e oo Child on Medicaid

= those who get Medicaid now,
= thoee who do not get Medicaid row but would Bl to 2pply, e
= pthers who live in the howsshold and do not get Medicaid but do not want io apply.

We will check your arewess using information from computer data sources, induding
ummmmmwsm&ummmhw

e e e o e e 1 Grandmother on

""-" If you do not qualify for Medicaid, we will check to see if you qualify for ather kinds of

St Non-MAGI
Medicaid

0 QuastlonsT call us at (B55) 532-5465 (TT¥:711) or visit www. DCHealthUink.comirenewals 1
TTBTEME

For Government Use Only
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Renewal Form: Heading

This is how the District will track
a beneficiaries renewal form

AC ED!

*0020120101*
District of Columbia

Department of Human Services (DHS)

Medicaid Renewal Form M1

November 1 2014

John Smith This is how the District will track

3900 Washington Ave NE ..
Washington DC 20002 a beneficiaries renewal form

1

CASE # *123456*

It is time to renew your Medicaid coverage. Please respond by November 30 2014
Renewal Code: 12M00123456

MAGI-RENEWAL-ENG-VER1.0

A beneficiary should use this
code when calling into the
Call Center or going online

For Government Use Only
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— Renewal Form: Checklist

- Checklist for completion of this form

The checklist below provides a summary of the information needed to complete each section of the
renewal form.

*
*
*

Section
1 Verify and update your contact Information

2 Provide information about who files tax returns
3 Update the information on those who get Medicald now

Provide information on those who do not get Medicald now but would like to apply, and others
who live In the household but do not want to apply

Tell us about other health insurance coverage

Provide additional Information about all the people listed in this renewal form
Provide information on income from employment

Provide information on other sources of income

Read this section and skgn the form on page 13

Fill this attachment for new Individuals In Section 4 who want to apply for Medicald and Health
Insurance Coverage
O B Fillthis attachment for any individual who is American Indian or Alaska Native

Fill this section if you want to choose an authorized representative or If anyone helped you
complete the renewal form

O D Thisattachment s provided to help you fill section 3 on Immigration status and document types

O o o o
L =T = = I = LI
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Renewal Form:
Contact Information

Place for beneficiary

n Your contact information O AL EL EHEIg
information
v Review your contact information here. | v Correct any wrong or missing information here.
John Smith Name (first, middle, last & suffix)
Home Address
1234 New York Ave NE Home address Apartment #
Washington DC 20004
: City (home) State 7P coda
This
In 1_:0 rmation Mallng Add Mailing address Apartment #
will be pre- 390 Washington Ave
populated Washington DC 20002 City (maiing) State P code
Phone: Best phone number to reach you: OHome O cel O work
200-345-8907 Number;
N — Qther phone number, if you have one: OHome O cel O work
Number;

Do you wish to receive electronic notification? O Yes 0 No
Email address, if you have one;

You can change your decision about receiving electronic notification &t any time. If you let us know that you do not want to receive electronic notification,
you will receive notices in the mail,

What is your preferred spoken or written language (if not English)?

For Government Use Only
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Renewal Form: Tax Information

We need information about who files tax returns.
You can still renew if you do not file tax returns.

Will anyone in the housenold file a federal tax return next year to report income earned this year?
[ Yes If yes, answer all of the questions below. (] No If no, answer the question marked with a star * below

Tax filing information

Is needed for MAGI
If this person is filing a joint return, write the name of the spouse: Name (first, middle, fast & suffix) determinations.

Person 1: Name (first, middle, last & suffix)

If this person will claim dependents, write the names of the dependents (first, middle, last & suffix)

If anyone in the

Person 2: Name (frst, middle fast & suff) household intends to

Thi s fo asecond ta filr in the household file taxes next year,

If this person is filing a joint return, write the name of the spouse: Name (first, middle, fast & suffix) claim any tax

If this person wil claim dependents, write the names of the dependents (first, middle, last & suffic): de pen dents, or be
claimed as a tax

* If anyone will be claimed as a dependent on someone else’s tax return, write the name of the tax filer and the dependents. Answer only if different than de pen dent

what you reported above or if you did not fill in any information above. themselves, this is the
Name of tax filr (first, midle fast & suff): space to indicate that.

Name of dependents (first, middle, fast & suffix):

For Government Use Only
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Ak Renewal Form:
Current MAGI Medicaid Beneficiaries

These are the people in your household who
get Medicaid and need to renew now
Person 1 John Smith

[roes this parson still lve
] The District has this person’s Socizl Sacurity number. You de not need to fill in the Sodal Sacurity Mumber Balow. pe )

with you?
[ The District does not have this persan's Social Security number. Wite it in the spaces below: Olves Ot
Iff this persen is an immigrant, for their immigration statuws:
[ *ou need tofill in the information belowe.  [] You do not need to fill in the information below because the District has it.
[ Check here if this person has eligible immigration status and fil in the decurmant type: Th IS | nfO rmation

and 10 mumber: . o See Attachment D on page 18 for more information abaut ebgible immigration status and document types. o
will be pre-

Persom2  Jane Smith | d : h

Does thi n still Ii
B The District has this person’s Sacial Security number. You do not need to fill in the Sodzl Security Mumber baloer. mn_:::ym:s?persm e p 0 p u ate W It
[ The District does not have this person’s Social Security number. Wite it in the spaces befow: [lves  [Jho |nf0rmat|0n on
—— current

Iff this persan is an immigrant, for their immigraticn statws: o _.a -
[ vou nead tofill in the information belowe. [ You do not need to fill in the informaticn below because tha District has it. b en ef| claries

needing to renew

[ Chieck here i this person has eligible immigration status and £l in the decurmant type:

and ID mumber: . See Antachment [ on page 18 for more information about eligible immigration status and document types.
Persom 3  John Smith Jr Coverage-
o - i i - i i - Does this parsan still live
B The District has this person’s Sacial Sacurity number. You de not need to fill in the Sodal Security Number belowy. with you?
[ The District does not have this persan's Social Security number, Wite it in the spaces below: v Ote
Iff this person is an immagrant, for their immigration statws:
[ *ou nead tofill in the information belowe. [ You do net need to fill in the information below becausa tha District has it.
] €heck here if this person has eligible immigratien states and fil in the deoument type: o . . . . —
and 1D mumber: . o See Attachment D on page 18 for more information abaut ebgible immigration status and document types.

Persom 4  Skip and go to Page &

[oes this parson still lve
[ The District has this perscn's Social Secusity number. You do not need o fill in the Social Secwrity Nurmber below. pe )

with you?
[ Tha District does not have this persan's Sodial Security number. Write it in the spares balow: Clves Ot
Iff this person is an immiagrant, for their immigration status:
[ *ou nead to fill in the information belowe. [ You do net need to fill in the information below becausa tha District has it.
[ cCheck here i this persan has eligible immigration states and il in the decumant type:

and 1D mumber: . o See Attachment D on page 18 for more information abaut ehgible immigration status and document types.

For Government Use Only
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Other People in the Household

We need more information about people not listed in Section 3

(Page 4/5)

*» Tell us about anybody else in your household or on your tax return.

Other person 1: Mame (frst. midale, last & suffic): Martha Smith

B The District has this person's Sodal Sacurity number (SSM).
[ Tha District does mot have this person’s Social Security number (S5N).
Write it here if this persan is applying for hezfth insurance coverage:

This person may choose nat to give the S5 I he or she is not appifing, but it
helos ws fo have it The SEN wall be wsed to determine aligibulity

[ Check here if this parson lives with you.

Date of birth (month. day.pear):

This person is: [] Male [ Female

Howi is this parson related to you?

[ Check hare if this person has Medicaid. []Check here if this person does not want 1o apgly for Medicaid or assistance paying for health covarage.

[ Check hare if this person does not have Medicaid and wants health insurance coverage, and fill out Attachment A on paga 15.

Other person 2: Mame (first, middle, st & suffixh

[ Tha District has this person’s Social Security number (S5
[ The District does mot have this person’s Social Security number (S5K).
Write it here if this persan is applying for hazfth insurance coverage:

This person may choose not to give the S5 if he or she is not appling, but it
helos ws to have it The SEN vall be wsed to derermine eligibulity

[ Check here if this parson lives with you.

Date of birth (month/dayfyear):

This persan is: [ Male [ Female

How is this parson related to you?

[ Check hare if this person has Medicaid. []Chack here if this perscn does not want 1o apgly for Medicaid or assistance paying for health covarage.

[ Check hare if this person does not have Medicaid and wants health insurance coverage, and fill out Attachment A on page 15.

Other person 3: Mame [(first, middle, st & suffixh

[ Tha District has this person's Social Security number (S5
[ The District does mot have this person’s Social Security number (S5K).
Write it here if this persan is applying for hazlfth insurance coverage:

This person may choose nat to give the S5 if he or she is not applfing, but it
helos ws fo have it The SEN vall be wsed fo determime eligibulity:

[ Check here if this parson lives with you.

Date of birth (month/dayfyear):

This parson is: [ Male [ Female

How is this parson related to you?

[ Check here if this person has Medicaid. []Check here if this person does not want 1o apply for Medicaid or assistance paying for health coveraga.
[ Check hare i this person does not have Medicaid and wants health insurance coverage, and fill out Attachment A on page 15.

Other person 4: Name (fist, miodle, last & suffisg:

[ The District has this persen's Socizl Security numbar (S5A).
[ The District does mot have this person's Social Security number [SSN).
Write it here if this persan 5 applying for healith insurance coverage:

This person may choose not to give the S50 if he or she is not applng, but it
helps ws to have it The S5N vall be wsed to determine eligibulity:

Government of the District of Columbia

[ Check here i this person lives with you.

Date of birth {manth./day fyeark

This person is: [ sale [ remnale

Howe is this parsan related to you?

For Government Use Only

The District may already know
about other peoplein the
household who are Non-

MAGI.

Renewal forms provide the
opportunity for other
household members to apply
for coverage.

Department of Health Care Finance




*
|
*
*
|
*

Renewal Form: Other Insurance

u Tell us about other health insurance coverage people have

» Include anyone in Sections 3 and 4 with Medicaid and anyone who is applying for health insurance coverage.

LSt everyone who IS on this poicy irst, middle, f&st & suffng

Iype of insurance: [ IMedicare Part A’ [IMedicare PartB [Jincare  [JVeteran's health coverage  [JOther insurance

st eVEryone Who 15 On this pOLCy (Airst, maadle, \ast & suimx)

Type of nsurance: [IMedicare Part A [OMedicare PartB  [JTricare  [Jveteran's health coverage  [JOther insurance

S manabs g N Airas St - 2k N Y PR
LISt averyone who 15 on this policy (Twvst, nuoals, Isst & suiiny

» [ Check here if anyone on this form is offered health insurance through a job, even if they are not enrolled in it.
[J Check here if any of the insurance plans you listed is a state employee benefit plan.

APTC/CSRs without requesting
additional information if the
individual appears to be ineligible
for Medicaid.

Government of the District of Columbia For Government Use Only Department of Health Care Finance
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Renewal Form:
Other Information Needed

n Tell us more about the people listed on this renewal form —

» If anyone who is renewing or applying for health insurance coverage has a physical, mental, or emotional
health condition that causes limitations in activities (like bathing, dressing, daily chores, etc.) or livesin a
medical facility or nursing home write his or her name here.

NON-MAGI
Name (first, middlle, last & suffix): screening
Name (st midle st & suff questions.
b If anyone who is renewing or applying for health insurance coverage is blind or terminally ill, write his or her
name here.
Narme (first, middle, last & suffix): —
Name (first, middle, last & suffix): =

» If anyone who is renewing or applying for health insurance coverage has a child in the home who is 18 and a
full time student, write his or her name here.

Parent/Caretaker's Name (first, last) Full time Student's Name (first, last): Included to meet

Full time Student's Name (first, last): Full time Student's Name (first, last): new reg u I at I ons
under the ACA.

» If anyone who is renewing or applying for health insurance coverage is under age 26 and exited DC foster care
at age 18 or older, write his or her name here.

Mame (first, middle, st & suffix):

Namne (first, middile, fast & suffix):

b If anyone listed on this form (whether renewing or applying for health insurance coverage or not) is pregnant, Necessary for
e determining the size of

Name (first, middle, last & suffix): How many babies are expected? the household.

Name (first, middie, last & suffix): ‘ How many babes are expected?

Government of the District of Columbia For Government Use Only Department of Health Care Finance
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Renewal Form:
Employment Information
n Tell us about work

» Fill in the information below for everyone in your household or on your tax return who has income from a job whether or not

they are renewing or applying for coverage. You can tell us about self-employment on the next page. Also include here income
Income mmo?o?puar;addngsomeh?&sdddjg\b:edonﬁeﬁéommmnmﬂlanos‘e“jog.hellusaboutalliobs.Makeoa'
. : : copy of this i need space for more jobs or people. Cross out any information not correct about members
information is mmﬁe in any new information.

needed to make

Job 1: Name of the person who s working {first, middle, fast & suffix). John Smith

a MAGI eI Ig I bl I Ity Employer name: Dell Computers Employer phone number: 202-100-1050
determination.

Employer address: 300 M St SE # 500 City: Washington State: DC Zi? code: 20003

How often are wages or tips paid? [ Weekly [ Everytwoweeks [ Moathly [ Yearly [ other
How much dees this parson get paid (before taxes)? $_1200.00 (if other, write in monthly amount)

Average hours worked each week

Job 2: Name of the persan who s working (first, middle, iast & suffix):

Employer name: Employer phene number:
Th e Dl St r | Ct W| I I Employer address: City: State: 2IP code
pre-popu late the How often are wages or tips paid? [ ] weekly [ Everytaowesks [ Meathly [ Yearly [ other
i nfO rm atl on |t How much does this person get paid {before taxes)? S (if other, write in meathly amount)

Average hours worked each week:

has and leave

Job 3: Name cf the person who s working {first, middle, iast & suffix):

S p ace fo r Employer name: Employer phone number
additional
Employer address: City. State: 2IP code
employed
p eo p I e How often are wages or tips paid? [ Weekly [ Everytaoweeks [ Menthly [ Yearly O other
. How much dces this parson get paid (before taxes)? S {if other, write in monthly amount)

Average hours worked each week

. . For Government Use Onl
Government of the District of Columbia y
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Renewal Form:
Employment Information (cont.)

~ n Tell us about work (continued)
> List anyone in your household who has changed jobs or has worked fewer hours in the past four months,

1, Name (fest, meckdln, dast & st

A beneficiary can
update their

[ ™is person stopped working [ ™hs person 5 aow worang fowe: hours [ ™is person changed jobs
employment L Narme (s, il st 8 5
Informa‘tlon here Dlhnvenonuuwﬂwu‘kn; 3 ™ha person S 10w wareng fewe’ hous Dhnnrnw(rmn:,om

» If anyone in your household is self-employed, we need 1o know about their work,
See the instructions for more infarmation about deductions.

1. Name (fiest, mvchdle, dast & suffin)

Haw truch net mcorme wil ths persan get Pam sell-eemgityenent 1 mant™) Asnout s

|f they are Self- 2. Neme (iest, mickde, dast & suff)
em p | Oyed Haw much net income wil thes persan get fam seif-empioyment the manth? Amount $
1
S - 3 Neme (st mvddle, st 8 suwffic
beneficiaries must
3 d How mach net come wil tha oerson get om sef-empioyment ths month? Amount S
p roviae »  Subtract the expenses below from your gross income to get an amount for your net self-employment income.
I n fo r m a.t I 0 n a.b 0 u t © G and truck expenses (tor travel duning the workday, not commutng) Adwetang
Deprecation Contract bbor
Self-em ploym ent Employes wages and fringe benedits Repairs and maintenance
* Property, Sability, of business nterrupton insurance Conam business travel and mosls
Interest Inclucng MOMGIgr Mtetest pavd 10 banks, 04C) Deduct be self-employrment taes

* Legal and professonal services
Rent of kwse of busneis property and uliites
Commissions, taxes, cerses and foe,

Cost of self-omgiayed health insurance
Contrbutians 10 a sed-employed SEP, SIMIMLE, or qualifec
reteement plan

=== |f anyone in your household has deductions, tell us what kind.

- Almony paid to someone olse How much? How often?
These deductlons are Name (fist, muddie, bst & suffi) $ Bmﬂp. glw—v:womh 0 veurly
- Moty Othee (weite I oty anourd)
the same dedgc_tlons PRy ety e T eksieiid
that a beneﬂClary < Nome (frse, midae, bist & suffig s DOweeddy [ tweoy woneeks [ vearl
. . O vontsy [ Other (write in montivy amount)
claims on their federal TS e
taX form . Natre (fiese, middle, kst & suffic) s Oweedy [ twey twoweels [ Yoarly
O vonery [ Ot (weise o0 ety aemour)

For Government Use Only
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Renewal Form:

Other Income Information
n, Tellusabiout oilies income

Use the tables below to specify other income types and how often the payments are received.
Cross out any information that is not correct. Write in any new information.

Other Income Types: How often?
: Umnceimpsfcﬁfty :an::er;g or ﬁshmg {orofit after :ggykl ﬂer (;)ane in monthly : _ :
- Pensions -Remalmcomorroya!nesmmfn - Monthly The District will
- Retirement accounts after business expenses) - Yearly
- Alimony received ~Other (please specify) pre-populate to
v v the extent
Name (First, Middie, Last, Sulfb) Other income Type How How Often? 2
much? possible.
Martha Smith Soaal Security $600 Monthly

For Government Use Only
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— Renewal Form: Signature Page =

Read and sign this renewal form

Privacy Act Statement (Effective 03/04/2014)
We are authorzed 1o colect the information on this form and any supportng documentation, inciding sodal secury This informs individuals

about the policies and
We nead the information prowwded about you and the other ndividua’s listed on this form to determine eligibiday for: (1}

Medcad, (2) enrollment in a qualified health plan through DC Health Link, (3) insurance affordabilty programs {such as i i
advanced payment of the premium tax credits and cost sharing reductons), and (4) certifications of exemnption from the proced ures the DIStrICt haS

inawdual responsinidity requirement. As part of that process, we will verfy the mformation provided on the form, communicate . P ’
with you of your authorized regresentateve, and 4 appicable, eventually provide the information 1o the health plan you select fO r kee pl ng a be nefl cla ry S
so that they can enroll any ebgible indsiduals in a quaified health plan or insurance affordabiity program. We will also use
tha information prowded as part of the cngoing operation of DHS, ndudng activities such as verfying continued eigibiity 1 f t 1 t d
for all programs, processing appeass, reporting on and managm? the insurance affordatility programs for eigible ndividuals, Information p rivate an

re

performeng _owts’%lt and qualty control activites, combatting fraud, and responding to any concerns about the security of
confidentiality of the information.

In oeder to verify and process renewa’s, applications, determine elgibility, and operate, we will need to shace selected
information that we receive cutside of DHS, including 1t0:

1. Federal agencees, (such as the Internal Revenue Service, Social Security Admmistration and Department of Homeland
Secunty), State agencies or local government agencies. We may use the niormation you prowde in computer matching
programs with any of these groups 10 make eliginility determinations, to wverdy continued eligibility foe enrolimant n
Medicad, a qualified health plan or Federal banefit programs, of to process appeass of elgibility determinations;

2. Other verfication sources including consumer reporting agencies;

3. Employers identfied on appications for ebgibility determinations;

4. Applicants/enrollees, and authorzed representatives of applicantsienroliees;

5. Agents, Brokers, and issvers of Qualfied Health Plans, as applcable, who are certfied by DC Health Link to assist
applicants/enrallees;

6. Contractors engaged to perform a function for DHS or DC Health Link and

7. Aryone else as required by law.

While providing the requested information (including sacial security numbers) ts voluntary, failling to provide it may delay or
prevent your abdity 1o obtain Medicaid, heaith coverage through OC Health Lnk, advanced payment of the premium tax
credas, cost shanng reductions, or an exemption from the shared responsibility payment. If you aen't have an exemgption from
the shared nesggnsnbchty payment and E'yv.m don't maintain quaellcf?gn? heaalth coverage for three months or longer during the

¥ear, you m, subject to a penalty. ¥ you don’t provide correct information on this form or knowangly and walfully provide
alse or fraudulent information, you may be subject to a penalty and other law enforcement action.

This statement provides the notce requared by the Privacy Act of 1974 (S US.C. § 552ae)d))

To obtain information about how your health information is kept private and protected by Medicaid, visit http://
dhcf.dcgovlptblkatlonmwnom‘prlnq-pvuuce. e

protected.

Beneficiaries must
give permission to

Renewal of coverage in future years

» Read the statement below and check one box.

use tax information
to renew coverage
for future years.

70 make It easier to chack my income at renewal time, | to allow DHS and DC Health Link to use income informaton
from my tax returns for the number of years | chacked below. | can also choase to not allow DHS and DC Health Unk to
check this informatson. If | do not give permission for DHS and DC Health Link to check my income using my tax returns, |
understand that | may be required to submit other documentation of my income to DHS and DC Health Link.

Yes, | give permission o check my income on tax returns for {check cne box):
15 years (the mawmum number of years allowed), or for a shorter number of years:
Ddyears [ 3years CJ2years [ 7year () Do not use information from tax returns to renew my Coverage.

For Government Use Only
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ek Renewal Form:
Signature Page (cont.)

n Read and sign this renewal form (continued)
Your rights and responsibilities
| i sirereg this rerewwal foem under peralty of perjung wrach means. 've providied tnae answers 10 all the uestons on this

form %o the best of my knawledge. | icrow that | may be subject to penalties under District and federal law if | waillfuly pro-
wide fabse of untrue Frlormaton

This informs a beneficiary of their

1 fence That | must 1l DHS if anytining cha (and i o fferend than what | wiote on this renewal fgem H ithilits

I-;an :aIII:BSS.':;BE-SﬂES["II‘!‘:T 1]r3'gn::ﬁrmn ta any af the ES.ﬁ.:!r.ri-:E enie I'u.‘.llz-:l on Fage 2 1o repart any changes. I'Ig htS and reSponSIbllltleS
I understand that @ dhange o my indarmiation could affect thi elgitd ey for membenis) of my housenald

| ke that under District and Sederal lawe, discrimination & nat peemitied on the: basis of race, color, national origin, sex,

e, sesual onentaton, gender identity, of disabdity. | can file a complar of disenminaton wath the D.C Offce of Human
Rights ar the Federal Equal Emplayment Opportunity Comnmission (EROCH

EEDC Washinguon Farld Office O Dfice of Human Reghis

131 M Strert, NE £41 &1 Straet MW

Feaurth Flogy, Saite ANWO2T Suite 510 North

Winhnginn, BC OS07-0100 wagstenglon, OC 20000

Prone:  1.800-655-2000 Phone: (202) 7274555 T 711
Fac 207-41540740 Fauc (200} 7ITS5R9

T 1-BO0-EE5-6820
| kenesy That my ndgrmation on ths rereswal form will be w5 only 10 ceterming elgibdlry far healtn coverage and will be
iepd private as required by ks,

‘W need this information to chedk your ligibiiity for help paying for heakth coverage. We will check yous answerns Lsing in-
formaton in gur elecironc databases and databases from the Internal Revenue Servoe (RS), Sooal Securty the Degariren
af Homeland Securty, andtar a cansumer reporting agency. H the mformation from these electronic data bases does not
match the indermation you prvided in This fenewa’ 100m, we may ask you 1o send us additional dodumentation,

H anyone an this renewal form & clighe for Medicaid

o am gerg 1o The Medicad agendy aur mights 10 pursus and get any mgney Tram other Fealth Fsarance, legal settements,
ar ather therd parties, | am alsa giving 4o the Medcad agency ngnts to pursue and get medical suppot fram a spouse o
parment

oif a1y child o this renewal form has & panent living outside of the hame, | o | well be asced 3o coaperate with the
agery That coliects medcal wn fram an absend ETEI"-'I If | thini That cooperating 10 colecy medical support will harm
me ar my chideen, | can sl cad and | may not have fo coaperate

¥ " 5
K you don't agree with what you qualfy far, m many cases, you can ask for an appeal. Please review your efigibiity notice to
tind appeaks Freredors spedihic 1o ead E&_E'i%’}"'\- i ygrur hpusehond, ndluding ho et GayS Yo Pave 10 request an appeal
Heloy 15 importart information bo cormsder when reguestng an appeat

YD Can P SOMBans request of Darmdpate = your appeal ol o wart 10, That person can be a friend, relathe, lawser, or
ather individual. Or, you can request and pariopate in your appnal-un VOur .

ol you request an appeal, you may be e 1o HE'FILW E‘?ﬁ'lh' i g.lglr..l; 6?;‘?1“ & peEnding,

«The outoame of your appeal could change the eligioiity af ather mem al your househo

To appes your eigqibilly resudts, log e your "RiyAocou” at wwealDCHealthLink.comrenewals or cal (B5%5) 532-5465
{Thg. ?11 Yo can alsa mail an appeal reguest T F U W Inrl_r n:q1' j an al to Office of Administratie

Permision fo information submited A beneficiary or an

By signing this renesal form, you represent that you Rave peemissian fram all of the people whess information = on the .
mengwsl farmn 1 both subenr their indormation to DS ard DO Health Uk ard ceceve ary  comrmunicatiorns about theis authorlzed
eligibiity and enralment.

v Sign and date below.

If you wan? an authanzed representative o want fo charge the authorized representative you have now, fill aut represe ntative m us

Attachment C on page 17
[ Check here if you 2% an authonzed representative, Sign below and fil out Atlachmen C an page 17 E 2
Sgratune of houserold cortact or authorized repeeserative; Date: Slgn and date thls fo m

Government of the District of Columbia For Government Use Only Department of Health Care Finance
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Renewal Form: Attachment A for  zxx
Newly Applying Individuals

Additional Pecple applying for Medicaid and Health
Insurance Coverage Far peapie lsted in Section 4, Pags &7

*
*
*

Attachment A

Tedl s aboust 2rpone inoyour household wha wants to apply for Medicaicl Do not arswer these guestions for people
who already have Medicaid. If more thar tae people are apoling. make a copy of Hhis page

Mamae of person apphing:  IELEE AR LT

e p— Attachment A links back to
x this peroon o LS. ciees or U5, rationad? ] wer W et go to 1 us move infigrmadion abiot this perton . . .

O s 0 no, s all of the guisitiers Brkee people Ilsted In Sectlon 4,
1 Check here, if this person fas ehgible Immigratson 5s0us and fil in the documen oype

il D Sl S Ainhratl D o page 18 e ok ifiarrilaes aboul dap bl Fartagralae s kit e Sl hgsin. pages 6 & 7.

[0 Chask b, of Uik gavies b Fed 1 Ui LUS, sorec 19806
[ Check here, if this peran, hisor her spouse, of 3 freni 5 8 veiras o n aciee Gusy member in e LS, miliany
*  Tell us mone about this persan

T check here, if this persan kees with o least ane child wnder the age of 12, orwith an 18 yeor oid wha i5 2 8l 1ime siudent. and is the main
Serson kNG cave of this chid
[ Chedk hire, if this pesias & a nsdert of B Daien [ Chick beve, i 550 Sersan want belp pagng bor madical Bk frees the Lt tees mantis

*  Tell us abawt race and ethnicty. Yoo may choose not iz ansaer these quesiions.

4 i peraon it HisgaréoLating, Vet i this pemsony aaoe? Chisck ol shat sopdy
ek M St ek [ e [ Astan indien [ eowean [ Gusmanisn o Jramaern
[0 Meican [ Mescn Amescan | [ stk o afvican O chirasa O wietnamess O samomn
O Chizansia [ Pusns S SaTenc s [ Fiiping: [ Crbvas seiian O Crbves Pacihs tibarsdur
(1 b m O amercaningn or - O iepanese [0 Katie Hpsmian [T Coher
Apries Rt

o e
kTl us aboud citizership

% this person 3 W5 ooen or U5, regonal? O e o FEL GO 50 "0 Uy moee infgrration st this perton

D1 4 e, arswer al f the quesivons belom Answers to these

[ Ched e, if his gorsen bus obgibh rrermsgratisn v ard 1 n the degurrem

L —

and B sumber: e dtiachrmee i [an page 18 for miase imcemaion sbout eigible memigranon waan and dooument s queStlonS are needed |n
I check here, if this person has bead in the L1, snce 1996

T Chiecie bt if this paiaen, brioor bt dfsouwin, o @ Sl 5 a vitimas oF an e duty rermiser S LS. miklany a.d d Itl O n tO an SWGfS
> Tellus more shout this person already provided so this

E Chide i, of Ui pares e anth o0 Diss? e chikd ondir e a3e of 18, o0 weth a5 18 e cld wha 5 & foll teve Pudent, ard & the man

person sakig cane of {1 chic renewal form can be

[ Chec b, if this paren & a seider of tee Dt Ok bure, il 555 @ovion want beip payng lor mdaal bilk frers thi Lk thees mentis
F Tell us aboud race and atnnicTy. You may Chacse Ao 19 anSAey Ehese QUesHions. used as an appl|cat|0n
1 =6 perion i Hscarsalalin:, Wit 6 this pesion s cacn T Chesch all shat dageply.
check o Tt ey O #h [ Asaningen [ kovean O Guamarin o {ramam
Ol wemican [l ntescon mescan | 7 stick o Afvican O Chirasa O wietnames O samoan
O crigansss [ Puerin s3can FaToRt Laf O Fligise [ icebvas Sciians [ et Pacific bibrwdort
7 Cuban O oirer O tumarican ingian o O fopanese [ bt Hamaiiarys. D Cbos
H i B

4 Il derpidar apgfprsg for Medcmd Bad ranbcal BEs Mrorm Ui kol Sees rmootin, sesd U rodicel Bils with tho Forer
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= Renewal Form: Attachment B for =
American Indians/Alaska Natives

American Indian or Alaska Native family member
(AIFAN) To heip you fill out Section &, Page B

Attachment B

Tl s abous your Amneran Ingian oF Alaska Mative Tamily memiers)

Sovwtda radirm asdd Abicika Mthein S il e tedin Tas T indhan Bl Seeadin, Uisal balts Sregprar, of uilsn
Fhda Feidl 1 Sregiad=i [Sary ey P Fueal LD oy S0- ik Ared ey Sl ifsedall st iy i il el S
& mare an o people are Armenitan indian or Alasta Sative, make a cogy of this page.

1. e {5, muchils; Rioid & Tk

s thiv person 3 memizer of tegeraly erogred rbe? O vs O wao

| i, Lridos ruassa

Ly his [eerson P MDAl 3 SEoE o The indian Heakth Senvoe, & il has'th proqrae, or e indign heabizpegram? (I ves O ko
W o, s i peien geilly Lo g b dregat [ v O ka

3 .
Lril dnrp medioel Tl Sdlunin Sfuy o B il Hiree Froct iressa] B
Paprrumtt Fioen a Sk Mo rafutal sresidin, el iighis, binkein, OF rorpal b
- Pz SllesiT
SpeC|a - Pagmesiy boam sl sEean. faTning, faning, fithing, neser, of royaiies fmm e

ard desigradesd a5 Indian trust Lind by the Deperment of Inbenor Gnchsding reserarions ad [ wemeicsy [ Wik

provisions for et O eyt werts [ veary
APTC/CSR - Meipney from sefling things that Fuse culiend sgnidicance I trihes b i mamiblly amaoned

S —— 1, hameter il Ret & ettt

4 i e @ e of ledhivdd'y nivsgs i ke ) E Yiim E i
1 yes. tripe name?

i e s e ewed 4 et [raem L inedein Binklth Sievcs, & Dbl e Lh griegias, o urta® Irdhaa Pl TS SoSgriemi v |: ik |: Ha
M oy, e this persson guality to get thee sereges? [ Yes [ ko

L1 drrp Fedie St S duckin Tafay from Shei oot Hima rrach ineremae? i

Parprrumtt Frorn i Siee For rufutal sriisitin, uriadpl iaghts, binksein, oF rorpal b

- Himer ishbin !
Aggmwis hpm radueyl nepapoes. fming, rangting, firhing eeser, o royaliies from

arnd dhriadruilind Jri | Fulad 1ot Ll bry Vb D i trveie | ol | Fliiesd pa g sl i radisnr asel D ey E Moy
boarrun v oS O By T ks O Wty
‘oney from sefling things that = curd spniticance D Dethar i In morchig smoapil
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== Renewal Form: Attachment C for —
Authorized Representatives

e Attachment C Assistance with completing this renewal form

You can choose an authorized representative.

Fou Can g @ Erusbed penian permission [ talk abaut 1his renewal Torm wilh ud, see yourn infarmation, and st Tor you an matters relabed 1o this el
farm, Incluging getting information about your renewal form and signing your renewal form on your behalf.

are g |Ven th e Thig pedrses i callad an "auFariped ropresentative”, Wy ever rssd 16 change your authesined rapretesrlabivg, oomac] DHS, IF pou are a legally appeirted

opportunity to

representative for samecne an thils eenewal foem, submit proof with the rerewal far.

Hame of autharnzed representatisg

change their

authorized prce Aparimert # City Shate F oo
representative, EEEES Phone romber: [] fome  []cel [Jwork [ Othes
Hugmings;

update their
. : By sarenng, o aBowe this PETSOn 10 s and subimit yous renewal form, get oblical infarmation about this renewal farm, recenve copres of notkes and
information , Or niher communications from DHS and BT Health Lirk, ard 2t for you an all futume matters wan OHS and D0 Health Link

requ est one Your signature: Data:
for the first X
time.

* | anyone helped you complete this renewal form, please fill out the section below

The peson wha helped you complete this renewal form should sign belowe IF you 2re a0 autharized represertatee, yow may sign here as lang 25 you have
proraidied the indormation requined above and signed page 13 of this renewal farm a5 apploable

Mane af person whia helped you complete the renevaal form:

Pl Ersuail;

Signature of the person who halped you complete the rerswal form: Diata:

X

For Government Use Only
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Attachment D

Renewal Form: Attachment D for ==
Information on Immigration Status

Helpful information about immigration status and
document types. T help you fill out Section 3, Page 4/5

Eligible immigration status list

If you see the person’s status below, go back to Section 3, page 4/S and check the Yes box.

For all, these are eligible immigration statuses:

= |awtul Permanent Resident (LPR, or “Green card®
hiolder}

= Asylee

= Refuges

= Cuban or Hartian entrant

» Incividual paroled into the LS. for at least one
year

= Conditional entrant granted before 1980

= Battered spouse, child and parent

= Victim of Trafficking and his'her spousa, child,
sibling or parant

* |ndividual granted Withhalding of Deportation or
Withholding of Removal

= Amerasian Immigrant

® |ragi and Afghan Spedal Immigrants

= Member of a federally-recognized Ingiam tribe or
American Indian Barn in Canada

If the person is an individual under the age of 21 or a
pregnant woman, these are additional eligible immagration
statuses:

= Individual with Mon-immigrant Status (includes worker
wisas, student visas, and ctizens of Miconesia, the Marshall
slands, and Palau)

= Individual with Tempara"g Protected Status (TPS) or
Applicant for Temporary Protected Status (TPS) (with
Employment Autharization]

= Individuals with Deferred Enforced Dreparture (DED)
= Family Unity beneficiary

= Indiwvidual with Deferred Action 5tatus (Except Individual
with Deferred Action far Childhood Arrivals (DACA). DACA
s not an eligible immigration status)

= Applicant for Spedial Immigrant Juvenile Status
= Applicant for Adjustment to LPR Status
= Applicant far Asylum

-AFEI cant for Withhalding of Deportation or Withholding
of Removal, under the immigration laws or under the
Convention against Torture (CAT)

= Applicant who has filed for creation of record of lawful
admission for permanent residence (Registry Applicants)
{with Employment Autharization)

= Individual released om an order of Supervision [with
Employment Autharization]

= Applicant for Cancellation of Remowval or Suspension of
Deportation {with Employment Autharization)

= Applicant for Legalization under IRCA fwith Employment
Authaorization)

= Legalzation under the LIFE Act (with Employment
Authaorization)

= Individual Lawfully Admitted with Temporary Resident Status
= Resident of American Samoa

= Individual granted administrative order staying remaoval
ssued by the Department of Homeland Sacurity

rlmm next page for Immigration Document List se»

Here is a nce list

of eligible immigration
statuses for Medicaid.

Government of the District of Columbia o CoEiinEs L Chly
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Renewal Form: Attachment D for Information
on Immigration Document Types

Attachment D

Helpful information about immigration status and
document types. 1o help you fill out Section 3, Page 4/5

Immigration document types

*  People who are not dtizens, but who are eligible to apply for health insurance coverage, must put their immigration
documents and |0 numbers on Section 2, page 4/5. A list of documents and ID numbers is below. If your document type
5 nci_l'li;tl'e:d. You can write its name. If you have guestions, or are eligible but have no document, call (855) 532-5465

EE'E'.E'"E”" Resdent Card (I-551, also known as Green
ard)
= Alien registration number
= Card numier
Termporary |1-551 Stamp (on passpaort or 1194, 1-944)
= Alien registration number
mmigrant Visa (with tempaorary 1-551 language)
= Alien registration number
= Passport number
Employment Autharization Cand (EAD ar |-764G)
= Alien registration number
= Card numiner
= Expiration date
= Catagory code
ArrivalDeparture Record (1-94 or [-94A)
= -S4 number
ArrivallDeparture Record in foreign passport (1-94)
= -S4 number
= Passport number
= Expiration date
= Country of issuance
Fareign passport
= Passport number
= Expiration date
Country of issuance Reentry Permit ([-327)
= Alien registration number

Government of the District of Columbia

Refugee trawvel document (-571)

= Alien registration number
Certificate of Eligibility for Monimmigrant (F-1} Student
Status (120

= Alien registration number or am |94 number

= Description af the type ar name of the dooument
Certificate of Eligibility for Exchange Visitor (1-1) Status
(D52019)

=5SEVIS 1D
Motice of Action {-797)

= Alien registration number or am |-94 number
Other

= Alien registration number or am |-94 number

= [escription af the type ar name of the document

Yiou can also list these documents or statuses:

= Document indicating 2 member of a federally
recognized Indian tribe or American Indian bom in
Canada. This is considered an eligible immigration
SEJEHJ-F:‘? for Medicaid, but not for a Qualified Health Plan

= Dffice of Refugee Resettlement (ORRA} eligibility ketter (if
undear 18]

=[ocument indicating withiaolding of removal

= Administrative order 5_ag.nr'% removal isswed by the
Departmient of Homeland Seourity (DHS)

= Certification from LS. Department of Health amd
Human Services (HHS) ice of Refugee Resettlemeant
(ORR}

= Cuban/Haitian entrant

= Rasident of American Samoa

For Government Use Only

Here is a reference list of
documents that an individual

can use to verify their
immigration status.
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Question & Answer
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DHCF Contacts

Katheryne Lawrence
Program Analyst

Division of Eligibility Policy
Katheryne.Lawrence@dc.gov

Danielle Lewis

Associate Director
Division of Eligibility Policy
Danielle.Lewis@dc.gov

Erin Henderson Moore
Management Analyst
Division of Eligibility Policy
Erin.Moore@dc.gov
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