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H05-092 – Procedure
November 14, 2005

	TO: 
	Home and Community Services (HCS) Regional Administrators

Area Agency on Aging (AAA) Directors

Division of Developmental Disabilities (DDD) Regional Administrators

	FROM:
	Penny Black, Director, Home and Community Services Division

Linda Rolfe, Director, Division of Developmental Disabilities

	SUBJECT: 
	HEALTH INSURANCE APPLICATIONS FOR IPs

	Purpose:
	To inform staff of the mandatory addition to the IP Orientation packets.

	Background:
	· Individual Providers (IPs) have been eligible to receive the state-sponsored health insurance plan – Basic Health Plan (BHP).  

· Historically, a copy of the BHP application was included in the IPs orientation packet.

· As of February 2005, IPs have an additional health insurance option through the SEIU Multi-Employer Health Benefits Trust.

	What’s new, changed, or

Clarified
	The SEIU Multi-Employer Health Benefits Trust application must also be included in all IP orientation packets.  

	ACTION:
	Effective immediately, both health insurance applications must be included in the IP orientation packets.  Copies of both applications are included within this MB.

The BHP application was revised in 11/04.  IP orientation packets must contain the most up-to-date BHP application. 

	Related 
REFERENCES:
	

	ATTACHMENT(S):   
	SEIU Multi-Employer Health Benefits Trust Application:


[image: image1.emf]H:\MBs\In Process\ 2005\Sue\SEIU Multi-Employer Heath Benefits Trust Application.pdf


Basic Health Plan Application:


[image: image2.emf]H:\MBs\In Process\ 2005\Sue\BHP Application.pdf



	CONTACT(S):
	Sue McDonough, Program Manager

(360) 725-2533

Email:  mcdonsc@dshs.wa.gov


_1190697211/SEIU Multi-Employer Heath Benefits Trust Application.pdf
Medical, Dental & Vision Benefits For Home Care Workers
SEIU LOCAL 775 MULTIEMPLOYER HEALTH BENEFITS TRUST

ENROLLMENT APPLICATION 3400 188™ St., SW Suite 601, Lynnwood, WA 98037
Administered by Benefit Solutions, Inc. (425) 967-0237 or (866) 771-7359

Participation Rules:

Members must work the required hours of 86 hours or more per month, and cannot have other health coverage in order to
participate in this Plan with the possible exception of Medicare. If you are on Medicare you can receive secondary
coverage through this Plan. If you should acquire other coverage while you are enrolled in this Plan, you must notify the
Administrative Office immediately.

This insurance is for home care workers and does not cover family members or dependents. If your application is
approved, the health insurance company will mail you an insurance card and more information. You will not be covered
until you receive this information.

MEDICAL PLAN INFORMATION

Check One | [ Open Enroliment  [] New Member  [] Address Change [] Name Change [] Other
PERSONAL INFORMATION: Please Print Clearly and in English
Member
Name:
Last First Mi
Address:
Date of Hire:
City: State: Zip:
g.arttﬁ,Of glta?tal. Phone: ( ) Gender (M [OF

Social Security Number rt: atus:

Payee/ Vendor Number Member E-mail Address Language Preference
Current or Prior Date Coverage Began: Date Coverage Ended: Name of Insurance
Coverage Company:
Information

If you have had other coverage in the last twelve months, please include a copy of your Certificate of Coverage.
By completing this application, | agree to the required $17.00 monthly payroll deduction for my health coverage.
The information | have given in this application is true, correct and complete to the best of my knowledge. | understand that

if I withhold information or give false or misleading information, | will lose coverage. If | have given false information, the
Trust may prosecute me for perjury or bill me for ineligible services.

Member Signature (application must be signed in order to enroll in the Plan) Date

Please return this form to Benefit Solutions at the above address or FAX to: (425) 771-1226

SEIU Local 775 Health & Welfare Updated June 2005







<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




_1190697193/BHP Application.pdf
A Please detach at perforation. A

Si desea ayuda en espafol, llame al 1-800-321-0291.

[na obcny>kKmBaHWA Ha PyCCKOM A3blke, NO3BOHUTE, MOXanyncTa, no tenedoHy 1-800-387-8224.

BR01Z =22 YBIAIH 1-800-324-16582 252, NEU quy vi mudn dugc gilp béng tiéng Viét, xin goi s6 1-800-423-2231.

FOR OFFICE USE ONLY

Basic\Health..

Application

Use blue or black ink to complete this application.
Your social security number is voluntary except where noted.

Questions? www.basichealth.hca.wa.gov or call 1-800-660-9840

Section 1: APPLICANT AND HOUSEHOLD INFORMATION

If you need help in a language other than English, what language and dialect do you speak?

Proof of your street address listed below is required (not a P.O. box).

Applicant’s last name First name M.1.
Street address (attach proof) Apt. # City County State ZIP Code
Mailing address or RO. box (if different from above) City State ZIP Code

Home phone number

Daytime phone number

Marital status (check one): [_Sihgle [Sdparated

( ) ) [ Lekally married - Date of marriage:
Section 2: COVERAGE FOR APPLICANT AND SPOUSE
- - - . Receiving
Complete this section for applicant and legal spouse Sex Ziegf;é:?g cit:i:ﬁfk DSHS medical
even if not requestlng coverage. ’ | assistance?
F :  listed ab Social security number Birth date ™1 [ Yeb [ Yeb [ Yeb
or applicant listed above m————————-
PP [F1| [N | [N | [N
Spouse’s last name, first name, M.1. Social security number Birth date v [ Yeb [ Yeb [ Yeb
CFl N9 [ Ng [ Nq
Do you have family members currently receiving social security disability benefits? [Yeb [Ng
If “yes,” list them here with dates benefits started. Attach copies of the original and current award letters for each.
Do you have family members eligible for Medicare (the federal health program for people
over age 65 or people who have been on social security disability for more than two years)? [Yeb [Ng
If “yes,” list them here: Entitlement date:
(month/year)

Section 3: HEALTH PLAN SELECTION AND ADDITIONAL PROGRAM CHOICES

CHOOSE ONE HEALTH PLAN

FOR YOUR FAMILY

Not all health plans are available
in every county. Read the Health Plans
and Premiums brochure to see the

plans available where you live.

CHECK ONE...
[ Columbia United Providers, Inc.

[_Colmmunity Health Plan
of Washington

[Grbup Health Cooperative

[Kalser Foundation Health Plan
of the Northwest

[ Mdlina Healthcare of
Washington, Inc.

ARE YOU APPLYING FOR:

¢ Basic Health Plus for a child under 19 on this application? [ Yed [Nol
¢ Basic Health Plus for a child with an urgent medical need? [ Yed [Nol
« Coverage for someone who is currently pregnant? [ Yed [Nol

If yes, attach proof that shows pregnant woman’s name and due date.
Proof must be from your doctor, clinic, or midwife.

Due date: Provider’'s name: Phone #:
¢ Basic Health Plus or the Maternity Benefits Program, and want to be referred to DSHS for

help with unpaid medical bills from the last three months? [ Yed [ No]
If yes, attach proof of income for those three months.

Social security numbers are required if you answered “yes” to any of these questions.

TYPE OF COVERAGE (CHECK ONE):
[CIndividual/family coverage OR
[—Group coverage (through an employer, home care agency, or financial sponsor)

Complete this part only if your premium will be paid in full or in part by your employer, home
care agency, or financial sponsor. (Return the completed application directly to your group contact.)

Employer/organization Group 1.D. number Daytime phone number

HCA 24-300 (11/04)

( )
(1]





Section 4: LEGAL DEPENDENTS (If more than four, list on a separate sheet or copy this page.)

List all of your legal dependents, even if not requesting coverage and/or not living in your home. Do not list foster children.
Dependents ages 19-22 must be enrolled full time in an accredited school or disabled to be listed on your application.

1

Last name, first name, middle initial

[ather:

Relationship to applicant

[Sdn [Ddughter

Social security number

Birth date

Sex

(VA
CE]

Enroll in Enroll in Basic Is dependent, age 19-22, a Is dependent Is dependent receiving DSHS |Is dependent living in the
Basic Health? | Health Plus? full-time student? [Yeb [Nd |a U.S. citizen? medical assistance? home full-time?
[LYek [Nd | [Yeb [Nd | Ifyes, send proof of registration. [Yebt [Nd [Yeb [ Nd [Yeb [ Nd
Is dependent disabled?
dyes UNo
Last name, first name, middle initial Relationship to applicant Social security number Birth date Sex
2 [Sdn [ Ddughter Ml
[_Other: LE]
Enroll in Enroll in Basic Is dependent, age 19-22, a Is dependent Is dependent receiving DSHS |Is dependent living in the
Basic Health? | Health Plus? full-time student? [Yeb [ Nd a U.S. citizen? medical assistance? home full-time?
LYebk [ Nd | [Yeb [Nd | Ifyes, send proof of registration. LYek [ Nd LYeb [ Nd LYeb [ Nd
Is dependent disabled?
[CYeb [Nd
Last name, first name, middle initial Relationship to applicant Social security number Birth date Sex
3 [Sdn [ Ddughter Ml
[Other: LE]
Enroll in Enroll in Basic Is dependent, age 19-22, a Is dependent Is dependent receiving DSHS |Is dependent living in the
Basic Health? | Health Plus? full-time student? [Yeb [ Nd a U.S. citizen? medical assistance? home full-time?
LYk [Nd | [Yeb [CNd | If yes, send proof of registration. Lyeb [Nd Lyt [Nd Lyt [Nd
Is dependent disabled?
[Yeb [ Nd
Last name, first name, middle initial Relationship to applicant Social security number Birth date Sex
4 [Sdn [Ddughter vl
[Gther: CE1
Enroll in Enroll in Basic Is dependent, age 19-22, a Is dependent Is dependent receiving DSHS |Is dependent living in the
Basic Health? | Health Plus? full-time student? [Yeb [Nd |a U.S. citizen? medical assistance? home full-time?
LYeb [Nd | [Yeb [Nd | If yes, send proof of registration. CYeb [Nd [Yeb [Nd [Yeb [Nd

LYt [Nd

Is dependent disabled?

Are you applying for any dependents who don’t live in your home full time? If so, complete the following for those dependents.

Dependent’s name Address City County State | ZIP Code
If you checked “yes” in any of the “Enroll in Basic Health Plus?” boxes above, do you want to pay for regular

Basic Health until eligibility for Basic Health Plus is determined? [ Yek [ Nd
Do you pay court-ordered child support? If so, how much per month do you pay? $ [vak [d
(This may help you qualify for Basic Health Plus or the Maternity Benefits Program.)

Have you checked “no” to “U.S. Citizen?” for any family member applying for Basic Health Plus or the Maternity [ Yek [ Nd
Benefits Program? If so, please provide a copy (front and back) of that person’s INS documentation, and indicate

the date of arrival into the United States.

Are any of your dependents (age 19 or over) disabled or otherwise under your legal guardianship? [Yek [nd
If so, attach a copy of legal guardianship papers. If your dependent child (through birth or adoption) is disabled,

you only need to provide proof that (s)he cannot support himself or herself due to disability.

Are any disabled dependents receiving social security disability? If so, attach a copy of the eligibility award letter OvYes [d

for each disabled dependent.

2]

v “uonelopad Je yoelep eses|d ¥





A Please detach at perforation. A

Section 5: OTHER BIOLOGICAL PARENT (IF LIVING IN THE HOME)

Are you applying for Basic Health Plus coverage for a child whose other biological parent is not legally married

to you, but is living in your home? (This information is used to determine Basic Health Plus eligibility only. [ yeb [ Nd
If the other biological parent wants coverage, (s)he must submit a separate application.)
If you checked “yes,” you must fill in the following information about that parent.
Attach proof of this person’s income. If self employed, complete FORM B for this person’s income.
Name of other biological parent Social security number (required) Birth date Gross income Daytime phone number
( )
List the names of this parent’s children shown on your application:
Section 6: VOLUNTARY INFORMATION
Completing this section is voluntary and will not affect your ability to enroll, but may help us to better assist you.
ETHNIC BACKGROUND [ Adian or Pacific Islander (API) WHERE DID YOU GET YOUR APPLICATION?
[Blhck/African-American Specify: [ FEhmily/friend  [Ldcal, nonprofit organization
[ White/Caucasian [Hikpanic/Latin American [ Web site [Medical office/hospital/clinic
[Inbiian (Native American) Specify:
[ Edimo [ Gher or mixed ethnic background [—_Gbvernment office, such as DSHS or your local health department
[Alkutian Islander/Aleut Specify: [_Gther:

Section 7: FAMILY INCOME

Applicant’s name:

LIST NAME(S) OF ALL CURRENT EMPLOYERS FOR:

Self:

Spouse:

If you have not received a full 30 current/consecutive days of income or benefits from any source of income you list
on the “Family Income Worksheet” (Page 4, Section 7 of the application), please explain why here. Also explain any periods for which
you don’t have documentation.

Self Date Spouse Date





Section 7: FAMILY INCOME (continued)

Family Income Worksheet

Basic Health Subscriber I.D. # or SSN

Has your employer changed in the last 12 months? [Yés [Nb

Has your income changed in the last 12 months? [Yés [Nb If yes, please explain:

Basic Health will average your income or use your last 30 days’ income depending on which information gives the most accurate picture of your income.

W ‘uonelopad e yoelep oses|d ¥

. Monthly amount (before tax
Income/benefit source onthly amount (before ta es) SEND A COPY OF:
Self Spouse/Child
1. Gross wages, salary, assistantships, Pay stubs for the most recent consecutive 30 days
commissions, tips, overtime, and (must show pay dates/periods, your name, and (o]
bonuses $ $ gross income). 0
3
2. Self | i All business forms and schedules filed with the IRS. 2
' fe -emp O?'R'ge:;g rental income Schedules K-1 (if applicable). If loss, enter 0. Do not 0
rom your ) deduct depreciation, amortization, or home office costs. g
) Most recent 30 days of unemployment stubs e
3. Unemployment benefits (four current/consecutive weeks). 2
: . . . Q
4. S_°°'a_| security retirement, survivor, Most recent benefits and/or award letter received for ~[JEY
.dlsablllty, or sypplemental security the current year. ]
income benefits Name of person(s) receiving: Q
(circle type received) )
0
Pay stub, award letter, benefit statement showing 5
5. Retirement or pensions your current monthly benefit, or pension award letter ®
showing monthly benefit. 3
(/]
Statement signed by person paying child support or alimony, -
6. Child support or alimony received copy of checks, court documents, or Division of Child g
' PP v Support statement for the most recent 30 days. <
Name of child(ren) receiving: ()
9
7. Insurance benefits (other than reim- Award letter or benefit statement from the insurance 3
bursement for a loss or medical costs) company showing your current month’s benefit. 2
8. Interest, dividends, trust, annuity, capital Current statement for all sources, or may be g
gains, periodic receipts from estates averaged from IRS Form 1040. a
) - -
9. Veterans benefits/military allotments Award letter or beneflt_ statement showing your E
current monthly benefit. 3
O
, . Statement(s) showing current/consecutive 30 days o
10. Workers’ compensation (L& payments) (two current/consecutive 14-day statements). 8
<
11. Public assistance (DSHS cash grants; Award letter showing your current monthly benefit 0
do not include food stamps) and dates received. £
12. Other (please explain):
SUBTOTAL $

If you have work- or school-related child care
expenses, send receipts. If attending school,
send proof of registration from the school.

Subtract work- or school-
related child care expenses $

TOTAL MONTHLY
GROSS INCOME $

No income?
If you and your spouse are reporting no income, briefly explain below how you supported yourself and sign the statement.

Date

Name (please print or type) / /
Date

Signature of spouse Name (please print or type) / /

Privacy statement: Washington State law may require disclosure of any information you submit as a public record. The Health Care Authority’s (the
agency that administers Basic Health) Privacy Notice is available upon request by calling 360-923-2822 or online at www.hca.wa.gov.

o

Signature






A Please detach at perforation. A

Section 7: FAMILY INCOME (continued)

Applicant’s name: Subscriber I.D. # or SSN:

FORM A: Self-Employment or Rental Income Worksheet

Basic Health

Use this form only if you are self-employed or have rental income and you:
e Have not filed a federal income tax return for the business in the last tax year; or
e Haven'’t been in business for at least 12 months.

If you need to complete this form for more than one business, copy the form and complete a separate form for each business.

Name of business:

Unified Business Identifier (UBI) number: Date business began:
[SOLE PROPRIETORSHIP [PARTNERSHIP (% OF PARTNERSHIP: ) [S-CORPORATION
Reporting period: List calendar months you are reporting since business began thru (such as July 2003 thru Sept. 2003)

Total number of months for the reporting period shown above:
(This section is used to figure a monthly average for the reporting period.)

EXPENSES INCOME
Line 1. Gross income, sales, or rental income
Line 2. Cost of goods
Line 3. IRS-allowed expenses* (except depreciation, amortization, and business use of home)
Line 4. One-half self-employment taxes
Total expenses
Line 5. Total allowable expenses (add lines 2, 3, and 4) 5 %
Line 6. Total self-employment profit/loss for months listed above (subtract line 5 from line 1).
If loss, enter O. 6. $

*|RS-allowed expenses include wages paid for salaries, advertising, car and truck expenses, insurance (non-medical), legal and professional services, rent/
lease of business property/equipment, repairs/maintenance, supplies, or other IRS-allowed expenses. You may be asked to provide proof of income

and expenses.

The information | have given in this form and the documents I’'m enclosing are true, correct, and complete to the best of my knowledge. | under-stand
that if | withhold information or give Basic Health (BH) false or misleading information, my family and | will lose coverage. BH may also bill me for up to
two times the amount the state paid for my family’s coverage. If | have given false information, BH may prosecute me for perjury or charge me for
services received through fraud. If | am billed for past premiums or penalties but do not pay, the state may refer me for collection or bill my estate.

Must be signed by you and your spouse (if applicable)

X

Your signature Social security number Date
X

Spouse’s signature Social security number Date

Privacy Notice: Washington State law may require disclosure of any information you submit as a public record. The Health Care Authority’s
(the agency that administers Basic Health) Privacy Notice is available upon request by calling 360-923-2822 or go online at www.hca.wa.gov.





Section 7: FAMILY INCOME (continued)

FORM B: DSHS Programs’ Self-Employment or Rental Income Worksheet

Use this form only if you're applying for Basic Health Plus and/or the Maternity Benefits Program. Complete this form
in addition to other applicable forms.

® For this form, report the dollar amounts of your most current complete calendar month. Do not total and do not transfer this page to the “Family
Income Worksheet.” This form is to help DSHS determine your eligibility for Basic Health Plus and/or the Maternity Benefits Program.

® You must provide information on all your gross receipts and expenses for the last complete calendar month.
® |f you are requesting DSHS help with unpaid medical bills from the last three months, you must copy and complete this form for each of those months.

Applicant’s name: Month of:

1. Name of business: Type of business:

2. Business street address:

[PARTNERSHIP [ INCORPORATED [SbLE PROPRIETORSHIP

For partnerships and corporations, list members’ names and relationships:

If incorporated, monthly amount paid to you by corporation: $

Check and complete if no longer self-employed.
[1hm no longer self-employed Date of last pay:

Last day worked: Amount of last pay: $

YOU MUST PROVIDE PROOF FOR ALL INCOME AND EXPENSES LISTED BELOW.

W ‘uonelopad e yoelep oses|d ¥

Gross business income $ Business location
(month of report only)
. - - Is business in your home? ek [nd
Employees (not including yourself, your spouse, or your children):
If yes, is the room/area used for
business purposes only? [Yek [Nd
Wages and commissions paid in month of report | $ Ifyes: Total square footage in your home:
i ; Square footage used for business:
Employer share of social security taxes
paid in month of report $ Rent (for business address
or home business only) $
Business expenses (month of report only)
Mortgage $
Printing $ Utilities
including telephone, electricity, water, etc.
Postage/shipping $ ( g telep! Y, ) $
: : Business transportation costs
Supplies/materials $
Is your vehicle used for business only? [Yek [Nd
Advertising/accounting $
Total miles driven for month of report:
Insurance (business-related only) $
Total miles driven on the job for month of report:
Business licenses, trade dues, etc. $
Vehicle repairs for vehicle used for business
Business loan (interest paid only) $ (paid in month of report only) $
Business tax (sales, Ul, L&I, B&O, etc.) $ Registration and license fees for vehicle
used for business (paid in month of report only) | $
Other (list and describe): Interest only from payments on vehicles used
$ for business (paid in month of report only) $
Check and complete one:
$ [T Want to deduct $.345 per mile for gas,
$ oil, and fluids
[ ant to deduct actual expenses for gas,
$ oil, and fluids
$

DSHS WILL TOTAL ALLOWABLE EXPENSES.

o





A Please detach at perforation. A

Section 8: OTHER INSURANCE INFORMATION

INFORMATION ON OTHER HEALTH CARE COVERAGE

Complete this section only if you are applying for Basic Health Plus or the Maternity Benefits Program.

List yourself and any family members who have other health insurance or are covered under a health program
(such as Tri-Care, Medicare, or Medicaid), even if they’re not applying for Basic Health coverage.

Phone number of health
insurance company or
health program

Policy or Policy
group number end date

Health insurance company

Last Name First Name M.1. or health program

(List yourself first.)

1. ( )
2. ( )

Section 9: AGREEMENT AND SIGNATURE

| understand that:

¢ | must provide proof of my gross family income (before taxes) and report income changes that would change my premium or eligibility to Basic
Health/Department of Social and Health Services (DSHS) within 30 days after the end of the month that the new income was earned. My signature
on this form authorizes Basic Health to verify my family income with other state or federal income reporting agencies or other third-party sources.

¢ | must report address changes and changes in my family, for example, a marriage or divorce, the birth of a child, or a child who leaves the home or
is no longer a dependent or full-time student.

* The information attached to this application may be verified by Basic Health and/or DSHS through contact with other state or federal agencies, or
other third-party sources.

* This application and attachments may be used to determine eligibility for Medicaid (Basic Health Plus coverage or the Maternity Benefits Program).

* By asking for and receiving Medical Assistance benefits, my family and | assign to the state of Washington our rights to any third party payment for
medical care of covered medical services while receiving medical benefits.

¢ Basic Health’s deposit of my premium payment does not guarantee coverage. The payment will be refunded if | am determined ineligible for
coverage.

| authorize any health plan or medical provider to give medical records for me or my children to Basic Health, for purposes of participation in Basic

Health/Medical Assistance programs.

| have read and understood the information in this application. | declare, under penalty of perjury, the information | have given in this application and

attachments is true, correct, and complete to the best of my knowledge. | understand that anyone who submits false information may lose coverage,

may be held financially responsible for services obtained under Basic Health or additional premium amounts due, and may face other penalties,

prosecution, and collection.

AGREEMENT MUST BE SIGNED BY YOU AND YOUR SPOUSE

X X

Signature of applicant Date Signature of spouse Date

Signature of all dependents age 14 and over

Signature Date Signature Date
Signature Date Signature Date

Privacy statement: Washington State law may require disclosure of any information you submit as a public record. The Health Care Authority’s (the
agency that administers Basic Health) Privacy Notice is available upon request by calling 360-923-2822 or online at www.hca.wa.gov.

Section 10: IS YOUR APPLICATION COMPLETE?

Use this checklist below to make sure you include:

[Dbcumentation of full 30 days’ income from all types of income.

[Cuirrent tax year 1040 form, including all schedules and K-1 form, if you received one.

[Dbcuments showing your name and current street address.

[Court order showing required child support you are paying, if applying for Basic Health Plus or the Maternity Benefits Program.
[“Application signed by all family members over age 14 asking for coverage.

[Ydur health plan choice on the first page of this application.

[THe Permission Form (found on the next page), if you'd like someone else to be able to access your account information.

Please enclose all required forms and documentation,
and return in the envelope provided.
Mail to: Basic Health, PO. Box 94213, Seattle WA 98124-6513 S Z 7rWnshiﬂglon State
D

. Questions? Call 1-800-660-9840 ( SOCTAT A TE
BaSIC Healthm On the Internet, go to: www.basichealth.hca.wa.gov 7 SERVICES





Permission Form (Optional)

If you want someone else to be given information about your Basic Health account,
or help with your application or future changes to your account, please complete,
sign, and date this form. You can:

* Use the form now by attaching it to your application and returning it in the envelope provided; or

* Fill out and mail the form to Basic Health, PO. Box 42683, Olympia, WA 98504-2683 at any time
in the future.

The permission will be in effect until you leave Basic Health or tell us to cancel it.

This form will not be used for Basic Health Plus or the Maternity Benefits Program.

To: Basic Health

The person(s) named below are authorized to act as my or my family’s representative in the prepara-
tion and submission of the Basic Health application and future changes to my Basic Health account.

The person(s) listed below may provide information necessary for processing my application,
enrollment, and future changes to my Basic Health account.

| understand that by signing this form | have not authorized the release or sharing of my health
information. This permission will continue as long as | am enrolled in Basic Health unless | notify Basic
Health that it is cancelled.

Applicant’s name (please print):

Applicant’s social security number (voluntary) (OR subscriber I.D.
number, once assigned, if different than social security number):

Name(s) of person(s)/representative(s) Relationship to applicant OR name of
given permission to access account: organization (list phone or fax number):

Must be signed by you and your spouse (if applicable)

X
Your signature Social security number (voluntary) Date
X
Spouse’s signature Social security number (voluntary) Date
Signature of all children age 18 and over who receive Basic Health coverage
X
Signature Social security number (voluntary) Date
X
Signature Social security number (voluntary) Date

W ‘uonelopad e yoelep oses|d ¥

Washington State law may require disclosure of any information you submit as a public record. The Health Care Authority’s (the agency
that administers Basic Health) Privacy Notice is available upon request by calling 360-923-2822 or online at www.hca.wa.gov.

HCA 24-250 (11/04)





Basic\Health..

Dear Basic Health Applicant:

Thank you for your interest in Basic Health. Enclosed you will find:
[_A Basic Health application with a return envelope.

[_Unblerstanding Basic Health, which lists information on benefits and coverage,
as well as health plan phone numbers.

[_Hekith Plans and Premiums, to find out which health plans are available in your
area, and to help figure your monthly premium.

[_A Resource List for Basic Health, with information on who to contact in your
area for application assistance.

These documents are also available on our Web site at www.basichealth.hca.wa.gov.

Am | eligible for Basic Health?

You may be eligible for Basic Health if you:
e Live in Washington State;

* Are not eligible for free or purchased Medicare (the federal health program for people over age 65 or
people who have been on social security disability for more than two years);

* Meet the income guidelines shown in the enclosed Health Plans and Premiums brochure. This brochure
will also show you how much your coverage will cost.

Is there space available in Basic Health?

Basic Health can enroll only a limited number of people. Applications are processed on a first-come, first-
served basis. If your application is incomplete or we reach our enrollment limit, your enrollment may be
delayed. Coverage is offered once you are determined eligible and space is available. You will be notified if
your coverage will be delayed. Please respond promptly to any requests for additional information;
otherwise, you may be required to re-apply for Basic Health, causing further delay.

What is Basic Health Plus and what does it cover?

Basic Health Plus is a health care coverage program for children, jointly administered by Basic Health and the
Department of Social and Health Services (DSHS). Basic Health P/us provides complete health care coverage
for children from the same health plan that provides services for other family members in Basic Health.

* Basic Health P/us is a Medicaid program and is only for children of families who qualify for Basic Health.
Children must be dependents under age 19 who are living in your home, and are U.S. citizens or legally
admitted. DSHS will determine eligibility. A social security number is required for any children who are
applying for Basic Health P/us. If you are applying for Basic Health P/us coverage only (no adults enrolling
in Basic Health), please apply directly through your local DSHS Community Services Office.

* There are no copayments for services or prescriptions, and no waiting period for pre-existing conditions
for children enrolled in Basic Health Plus.

* Basic Health P/us includes Basic Health benefits, plus additional benefits such as dental, vision, speech,
and occupational therapy.

* If your children do not qualify for Basic Health P/us, you can enroll them in Basic Health, as long as they
are eligible. (If you want Basic Health for your children while their Basic Health P/us eligibility is being
determined, you must check the box at the bottom of Section 4 of the Basic Health application.) You will
be charged a premium for children enrolled in Basic Health.

HCA 22-575 (11/04) Page 1





What is the Maternity Benefits Program?

Any eligible family member who is pregnant when she applies for Basic Health will be enrolled in and
receive benefits through DSHS’s Maternity Benefits Program, if eligible for that program. Maternity Benefits
Program coverage is free, and there are no copayments for services or prescriptions. Please see Under-
standing Basic Health for details.

What do | need to send with my application?

Along with your signed and completed application, you need to provide documentation for the following:

L]
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Address - Current proof that you live in Washington State, showing your name and current street
address. Examples include a copy of:

* Your current utility bill * Washington State driver’s license or |.D. card
* Rent or mortgage receipt e Current school registration

Documents only showing your post office box are not proof of your street address. If you live with a friend
or relative, you will need to provide proof of your friend’s/relative’s street address and a signed statement
from him or her that you are living in his or her home.

IRS form 1040 - Complete copy of your most recent federal income tax return (IRS form 1040, all
schedules, and your K-1 forms, if applicable); we are not able to use your W-2 form or e-transmittal sheet.
If married and filing separately, include your spouse’s tax return for the same year. If you were not re-
quired to file a tax return for the most recently completed year, or do not have a copy, you must send a
transcript of your IRS Form 1040 or verification of your non-filing status (such as Letter 1722) from the IRS.
You may get a transcript by calling 1-800-829-1040 or sending IRS Form 4506T to the IRS, requesting a
transcript. You also can request verification of non-filing status by sending Form 4506T to the IRS. You can
find and print Form 4506T online at www.irs.gov.

Pay stubs - Copies of pay stubs and proof of all income for the last 30 days for you and, if married, for
your spouse. Pay stubs need to include your name, date, and all of your income before deductions. See
the Family Income Worksheet in the enclosed application for details.

Other income and benefits - Written proof of all other income and benefits your family received
in the last 30 days. Income and benefits may include, but are not limited to:

* DSHS cash grants * Interest or dividends e Child support
* Unemployment benefits * Royalties e Alimony
* Workers’ compensation (L&) e Pensions * Payments in cash

* Social security

If you have work- or school-related dependent care expenses, you may be able to deduct them from your
total income/benefits. See the Family Income Worksheet in the enclosed application for details. Please
read “Can | deduct my child care expenses from my income?” on the next page.

Zero income - If you or your spouse received no income or benefits in the last 30 days, complete and
sign the statement on the Family Income Worksheet (page 4 of the enclosed Basic Health Application).

Self employment - If you or your spouse are self-employed or have rental income, send a copy of all
business forms and schedules filed with the IRS, including your Schedule(s) K-1 (if applicable).

You must complete and send the Se/f-Employment or Rental Income Worksheet portion of the application
if you:

* Did not file a federal tax return; or

* Have been in business for less than 12 months; or

* Are applying for coverage for yourself or a family member under Basic Health P/us or Maternity Benefits
Program (complete information for the most recent 30 days). Complete Form B of the application.

If you have been in business for more than 12 months, but did not file a tax return, you must complete 12
months’ worth of income on the worksheet.

Group or sponsor account - If your employer or sponsor is paying part or all of your premium,
return your completed application to your group representative (your sponsor or payroll officer). Do not
send any money with your application.





How should | report my income?
Report all gross (before taxes) family income and benefits from all sources. Include all income and benefits
received in the most recent 30 days, by you and your spouse. Also include any benefits received by
dependents, even if they're not enrolled in Basic Health. See Section 7 of the application for details. Basic
Health may use current income documentation, or your average income from the most recent tax year. After
you're enrolled, you will be required to provide new income documentation at least once a year.

What if I'm sick before my coverage starts?

Basic Health will not pay for treatment until your coverage begins. Also, you may have a waiting period for
pre-existing conditions even after your Basic Health coverage begins. See Understanding Basic Health for
details. (There are no waiting periods for pre-existing conditions for members of Basic Health P/lus or Mater-
nity Benefits Program. Also, when applying for these programs, you may request help with unpaid medical
bills for the last three months by answering “yes” to the appropriate question in Section 3.)

I’'m paid in cash. How do | report it?

Submit a signed, dated statement that shows your name, the date(s) you were paid, the gross amount you
were paid, and the name of the company or person who paid you.

Who should 1 list as my dependents?
On the application, Section 4, list:
* Your unmarried children, who are:

e Under age 19, including your stepchildren, legally adopted children or other children for whom you
have legal guardianship (you must provide documentation of legal guardianship); or

* Under age 19, enrolling for coverage, and in your custody under an informal guardianship agreement
that is signed by the child’s parent(s) and authorizes you to obtain medical care for the child (you must
provide a copy of the guardianship agreement and proof that you are providing at least 50 percent of
the child’s support); or

e Under age 23, including your stepchildren, legally adopted children, or other children for whom you
have legal guardianship (you must provide documentation of legal guardianship), and a full-time
student in an accredited school; or

* Your dependent of any age who is incapable of self-support due to disability (you must provide proof of
disability and, if the disabled dependent is not your birth or adopted child, you must provide proof of
legal guardianship).

Can | deduct my child care expenses

from my income?

Yes, you can deduct at least some of your work- or school-related dependent care expenses (work- or
school-related means the dependent spends time in dependent care so that the adults in the home can go to
work or school). You must provide copies of your receipts that include the amount you paid, along with the
child care provider’s name, address, and phone number. If you are a student, send proof of enroliment from
the school.

Are dental and vision covered under Basic Health?

Basic Health does not cover dental or vision services. Dental and vision services are available through DSHS
for members enrolled in Basic Health P/us and the Maternity Benefits Program.

Is one health plan better than another,
and does a higher premium mean better coverage?

All health plans contracted with Basic Health provide the same benefits package; however, the premiums
vary depending on which plan you choose. There may be different doctors, clinics, hospitals, and
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pharmacies with each plan. Also, there may be differences in the prescription drugs and the preventive care
services the health plan will cover. The health plans’ phone numbers and other contact information are
included in the enclosed Understanding Basic Health document.

Is there an annual deductible?

Each enrolled Basic Health member is responsible for paying the first $150 of certain covered medical costs
before the health plan pays its portion. The annual deductible has to be met every calendar year for each
family member enrolled in Basic Health, even if you and your family members are only enrolled for part of
the year. For a complete description of the annual deductible, copays, coinsurance, and out-of-pocket
maximum, see the enclosed Understanding Basic Health. These cost-sharing amounts do not affect mem-
bers enrolled in Basic Health P/us or the Maternity Benefits Program.

Helpful hints:

* List all family members on the application even if you do not want coverage for them.

* Family members do not include girlfriends or boyfriends living in your home. Refer to “Who should |
list as my dependents?” on page 3.

¢ If you want Basic Health P/us coverage for a child listed on your application, and the other biological
parent of that child is living with you, send proof of that parent’s gross income for the last 30-day
period. Please be sure to list this parent in Section 5 of the application.

* Use the checklist at the end of the application to make sure you have sent all necessary documentation
with your application.

* Include birth dates for everyone listed on the application. Also, social security numbers are required
for children enrolling in Basic Health P/lus and for women applying for the Maternity Benefits Program.

What happens after Basic Health

receives my application?

We review applications on a first-come, first-served basis. If additional information or documentation is
needed, you will receive a letter asking for this information. Please note that requests for additional
information will delay your enroliment, so it's important to include all information when you send in your
application. If you are found eligible for Basic Health and space is available, you will receive an offer of
enrollment. Once enrolled, you will receive confirmation from Basic Health and your health plan.

Your health plan will send your I.D. card and list of providers within the first 15 days of coverage.

If we delay your enrollment because we’ve reached enrollment limits, and you submitted payment
for coverage when you applied, Basic Health will notify you of the delay and refund your payment.
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