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G. Child Health Plus B Premium

There are no premiums for Medicaid (CHPlus A). There may be a monthly premium for Child Health Plus B. If you are required to pay a
premium, one month’s payment must be submitted with this form. To determine if you need to pay a premium based on your family’s
monthly income, please see the attached premium chart.

H. Terms, Rights and Responsibilities

By completing and signing this form, | am renewing/applying for Child Health Plus B (CHPIus B) or Medicaid (CHPIus A). | understand that this
form, notices and other supporting information will be sent to the program(s) for which | want to apply, | agree to the release of personal and
financial information from this form and any other information needed to determine eligibility for these programs. | understand that | may be
asked for more information. | agree to immediately report any changes to the information on this form.

m | understand that | must provide the information needed to prove any eligibility for each program. If | have been unable to get the Information
for Medicaid, | will tell the social services district. The social services district may be able to help in getting the information.

m | understand that workers from the programs for which family members or | have applied may check the information given by me for this form.
The agencies that run these programs will keep this information confidential according to 42 U.S.C. 1396a (a) (7) and 42 CFR
431.300-431.307 and any federal and state laws and regulations.

m By applying for CHPIus B, | agree to pay the applicable premium contribution not paid by New York State.

m | understand that CHPlus B and Medicaid will not pay medical expenses that insurance or another person is supposed to pay, and that if | am
applying for Medicaid, | am giving to the Medicaid agency all of my rights to receive medical support from a spouse or parents of persons
under 21 years old and my right to third party payments for the entire time | am on Medicaid.

m | understand that | have the right to claim good cause not to cooperate in using health insurance if its use could cause harm to my health or
safety or to the health and safety of someone | am legally responsible for,

m | understand that my eligibility for these programs will not be affected by my race, color, or national origin. | also understand that depending
on the requirements of these individual programs, my age, sex, or disability status may be a factor in whether or not | am eligible.

m | understand that anyone who knowingly lies or hides the truth in order to receive services under these programs is committing a crime and
subject to federal and state penalties and may have to repay the amount of benefits received and pay civil penalties. The New York State
Department of Tax and Finance has the right to review income information on this form.

= SSNs are not required to enroll in CHPIus B. If available, | will include it for children renewing/applying for CHPIlus A or B. SSNs are not
required for pregnant Medicaid applicants or non-qualified aliens. SSNs are not required of legally responsible adults or any other person
residing in the Medicaid applicant’s household who is not applying for Medicaid. SSNs are required of legally responsible adults for CHPlus B
applicants if documentation of Income is not provided. SSNs are required for Medicaid applicants who are not pregnant. | understand that
this is required by Federal law at 42 U.S.C. 1320b-7 (a) and by Medicaid regulations at 42 CFR 435.910. The Medicaid agency and the
CHPIlus Program will use the SSN to verify my income, eligibility, and the amount of medical assistance payments made on my behalf. The
information may be matched with the records in other agencies, such as the Social Security Administration, Internal Revenue Service or
State Department of Taxation and Finance. Also, if | apply for other programs in this joint application, those programs will have access to my
SSN and could use it in the administration of the program.

m | give permission to the Local Department of Social Services and New York State to obtain any information regarding the educational records
of my child(ren), herein named, necessary for claiming Medicaid reimbursement for health-related educational services, and to provide the
appropriate federal government agency access to this Information for the sole purpose of audit.

m | consent to the release of any medical information about me and any members of my family for whom | can give consent: (1) by my PCP,
any health care provider or the New York State Department of Health (SDOH) to my health plan and any health care providers involved In
caring for me or my family, as reasonably necessary for my health plan or my providers to carry out treatment, payment or health care
operations, (2) by my health plan and any health care providers to SDOH and other authorized federal, state and local agencies for purposes
of administration of the Medicaid, Child Health Plus and Family Health Plus programs; and (3) by my health plan to other persons or
organizations. as reasonably necessary for my health plan to carry out treatment, payment or health care operations. | also agree that the
information released may Include HIV, mental health or alcohol and substance abuse information about me and members of my family, to the
extent permitted by law,

l. Signature

| agree to having the information on this application shared only among Child Health Plus B and Medicaid (CHPIus A), my health plans, the local
social services district, and the facilitated enrollment organization providing the application assistance. | also consent to sharing this information
with any school-based health center that provides services to the applicant(s). | understand this information is being shared for the purpose of
determining the eligibility of those individuals applying for Child Health Plus B or Medicaid or to evaluate the success of these programs,

| agree that any licensed doctor, hospital, or other health care provider may give my health plan information about medical services enrolled
members of my family have received, as requested, and to such an extent as may be reasonable and necessary for the operation and
regulation of the plan. This information will be kept confidential.

By signing this application, | understand that each person renewing/applying for Child Health Plus B or Medicaid (CHPIlus A) will be enrolled In
the appropriate program, if eligible. | have also read and understand the Terms, Rights and Responsibilities included in this form. | certify
under penalty of perjury that everything on this form is the truth as best | know,

Signature of Applicant or Representative Date

X
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J. Instructions

Only children under the age of 19 can use this form to renew their CHPIus B health insurance coverage. If you would like to add a new child to
CHPIlus B, please contact your health plan or facilitated enroller, listed in the letter that came with this form. Please read the entire form and
instructions before you fill out the form.

A. About You

This section should be completed by a parent, guardian, or person renewing coverage on behalf of the chlid(ren).

B. About Your Household

This information helps us determine the size of your family and which program(s) the child(ren) are eligible for. Please list the names of the
child(ren) who want to renew their CHPIus B coverage and the names of their parents, step parents, spouses and children, if applicable, living with
them. You may also list other household members at your option.

Relationship to Head of Household. List how each person listed in this section is related to the head of household (Examples; child, step-child,
spouse).

Renewing CHPIlus Coverage. Check "Yes" for each person listed in this section who wants to continue their CHPlus B coverage. Check "No" for
household members who are not renewing coverage.

Social Security Number. if the child(ren) renewing CHPIlus 8 coverage have Social Security numbers, they should be provided. Leave this
space blank if no Social Security numbers are available for the child(ren) renewing CHPIlus B coverage.

C. Household Income

Social Security Number You have two choices, on how you provide your income documentation: 1) You can provide a Social Security number for
each individual who receives income for us to check. If you provide a Social Security Number, you do not have to provide any documents with this
form, 2) Or you can provide proof of income for each type of income listed. The proof must be dated and include the name of the person who gets
the income. The list below shows the acceptable documentation for each type of income:

Wages and Salary Social Security Interest/Dividends/Royalties Private Pension/Annuities
m Paycheck stubs (4 consecutive m Award letter/certificate B Statement from financial = Statement from pension/annuity
weeks) m Benefit check Institution (i.e., bank)
m Letter from employer on company m Correspondence from Social B | etter from broker Worker’'s Compensation
letterhead, signed and dated Security Administration B | etter from agent m Award letter
m Income tax return* B Check stub
m Business records Child Support/Allimony Military Pay
m | etter from person providing = Award letter Support from Other Family Members
Self-Employment support m Check stub = Signed statement or letter from
a Signed and dated income tax return ® Letter from court family member
and all schedules* Veteran’s Benefits
Income from Rent or Room/Board = Award letter *Inclome tax returns for other than
Unemployment Benefits ® | etter from roomer, boarder, m  Benefit check stub self-employed must be for applications
» Award letter/certificate tenant m Correspondence from prior to April of the following year.
» Benefit check B Check stub Veterans Administration
m Correspondence from NYS Dept. of
Labor

Please note that even if you supply your Social Security number, you may be asked to supply some of the documents above at a later date.

D. Child/Dependent Care and Other Health Insurance Costs

Child Care/Dependent Care Costs. Child care/dependent care costs are how much a parent or other adult in the household pays another
person to take care of child(ren) or dependent adult(s) while they are working or going to school. Some of this amount may be subtracted from
the household’s monthly income and will help us determine for which program the child(ren) are eligible.

Health insurance Costs. Health Insurance Costs are how much a parent or other adult in the household pays for other health Insurance. Do
not include CHPIlus B premiums paid. We will subtract the cost of health insurance from the household income to determine for which program
the child(ren) are eligible.

E. Other Changes Since Your Last Application

New Health Insurance Coverage. It is important to tell us whether any child(ren) who want to renew coverage got new health Insurance
coverage in the past 12 months because it helps us determine for which program the child(ren) are eligible. It also helps us determine for future
medical bills which insurance should pay first.

State Health Benefits Plan means a plan that is offered or organized by the state government on behalf of state employees or other public
agency employees within the state. Public Agency means any agency of the state, county, city or other type of municipal agency including
workers with whom the state contracts. This definition includes public school districts, transportation districts and irrigation districts,

Immigration Status Change. Almost all children who are New York State residents and who do not have other health insurance are eligible for
either CHPIlus B or Medicaid (CHPIlus A), regardless of immigration status. It is important to tell us whether any child(ren) who want to renew
coverage had a change in immigration status in the past 12 months because it helps us determine for which program the child(ren) are eligible.
An example of a change in immigration status would be If your child was a Legal Permanent Resident but became a Citizen in the past 12
months.

The Immigration and Naturalization Service (INS) has said that enroliment In CHPIlus or Medicaid CANNOT affect your child’s ability to get a
green card, become a citizen, sponsor a family member, or travel in and out of the country (except If Medicaid pays for tong-term care in a place
like a nursing home or psychiatric hospital). The state will not report any of the information on this form to the INS.

CHbfo7 03/04 UCH-5079 C031003.29
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Proof of Inmigration Status Change is only required if the child(ren) are renewing coverage and had a change in immigration status during the
past year. Acceptable documentation for proof of immigration status includes the following:

m  Other INS documentation or correspondence to or from the INS that shows
that the alien is PRUCOL, the alien is living in the U.S. with the knowledge and
permission or acquiescence of the INS, and the INS does not contemplate
enforcing the alien’s departure from the U.S.

® INS Form I-551 (Green Card) ® [NS Form I-210 Letter
® INS Form 1-94 m [NS Form I-181
® INS Form |-220B m Naturalization Certificate

F. Important Information About Your Rights
Use this section to request more information about changing health plans, and/or request more information about other Medicaid (CHPIlus A)

programs and services for which child(ren) in the household might be eligible.

G. Signature

Please sign and date.

C031003.29
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Child Health Plus B
Premium Chart

There are no premiums for Medicaid (CHPIlus A). There may be a monthly premium for Child Health Plus B. If
you are required to pay a premium, one month’s payment must be submitted with the attached Health
Insurance Renewal Form.

To determine if you need to pay a premium based on your family’s monthly income, follow these steps:

1) Determine family size. Add up the number of children applying, the number of parents or step-parents living
with them, and the number of non-applying siblings under the age of 21 living with them who were listed in
Section B.

2) Determine family income. Add the monthly income for everyone in your family size.

3) Calculate family premium. First locate the table row that shows your family size. Then read to the right to
locate which of the four income columns shows the amount of income your family receives per month. Finally,
read down that column to the bottom row to determine your premium category. For Family Size of 7 or more,
increase the income range by the amount indicated for each additional person.

If you need help understanding your expected CHPIlus B premium, call 1-800-698-4543
FAMILY INCOME PER MONTH

Family Income Income in | Income in | Income in | Income in | Income in Income
Size Below this Range | this Range | this Range | this Range | this Range Over
1 $1.444 $1,444- $2,005- $2,258- $2,709- $3,160- Above
’ $2,004 $2,257 $2,708 $3,159 $3,610 $3,610
$1,943- $2,697- $3,037- $3,644- $4,251-
2 $1,943 $2.696 $3,036 $3,643 $4,250 $4,857 $4,857
$2,442- $3,389- $3,816- $4,579- $5,342-
8 $2442 | ¢3'388 $3.815 | $4578 | $58341 $6.104 $6,104
$2,940- $4,081- $4,595- $5,514- $6,433-
4 $2,940 | 4’080 $4.594 $5.513 $6.432 $7.350 $7,350
5 3,439 $3,439- $4,773- $5,374- $6,449- $7,524- 8 597
$ $4,772 $5,373 $6,448 $7,523 $8,597 %8,
6 $3.937 $3,937- $5,465- $6,154- $7,384- $8,614- $9,844
’ $5,464 $6,153 $7,383 $8,613 $9,844
Each
Additional +$499 +$692 +$780 +$935 +$1,091 +$1,247
Child
$9 per child |$15 per child| $20 per child| $30 per child $40 per child| Full Premium:
FREE per month |per month |per month |per month |per month |Contactyour
(max. $27) (max. $45) (max. $60) (max. $90) | (max. $120) | health plan
*Pregnant Women count as two Family Premium per month
Effective on applications received on or after April 1, 2009. Income levels increase yearly.
Note: Coverage for children under age one is free at higher income levels.
CHRU11 04/09 UCH-5079 C031003.29






ADDITIONAL INFORMATION

Child Health Plus B Health Insurance Renewal Form

Chlld Health Plus

New York State's Health Plan for Kids

Name in Section A

Phone Number

B. About Your Household

List the names of all the children in the household who want to continue health insurance coverage. Also list the name of their parents, stepparents,

spouses, or children living with them, even if they are not also renewing coverage. You may list other household members, at your option.

Name Relationship to Date of Birth Pregnant? [JYes Renewing [JvYes [IfYes, provide Social Security
Head of Household (mm/dd/yy) O No CHPlusB [,  number ifthe child has one.
Coverage?
07
Name Relationship to Date of Birth Pregnant? [JYes Renewing [JvYes [IfYes, provide Social Security
Head of Household |  (mm/dd/yy) O No CHPlusB [,  number ifthe child has one.
Coverage?
08
Name Relationship to Date of Birth Pregnant? [ Yes Renewing [JYes IfYes, provide Social Security
Head of Household (mm/ddfyy) O No CHPIlus B O No number if the child has one.
Coverage?
09
Name Relationship to Date of Birth Pregnant? [JYes Renewing [JYes IfYes, provide Social Security
Head of Household |  (mm/dd/yy) I No CHPlusB  [pNo  number ifthe child has one.
Coverage?
10
Name Relationship to Date of Birth Pregnant? [JYes Renewing [JYes IfYes, provide Social Security
Head of Household |  (mm/dd/yy) I No CHPlusB 7, number ifthe child has one.
Coverage?
11
C. Household Income
Tell us about everyone listed in Section B who receives income. If you do not supply a Social Security number for each person, see the
attached Instructions for a list of documents you will need to provide as proof of income.
For each person, indicate how much is received and how often for each type of income. If the person is not regularly employed throughout
the year, or if the person’s income goes up and down every month, write down the amount the person expects to receive this calendar year.
Use the following definitions for Income Source:
m Earnings from Work includes wages, salaries, commissions, tips, overtime, and self-employment.
m Unearned Income includes social security benefits, disability payments, unempoyment payments, interest and dividends, veteran’s benefits,
workers compensation, child support/alimony, and rental income.
m Contributions includes income from relatives, friends, roomers and boarders (include money that anyone gives to help meet living expenses).
m Other income includes temporary (cash) assistance or supplemental security income payments, student grants, or loans.
Name Social Security Number If you don’t provide a SSN,
you must document your income.)
Income Source (check and complete all that apply) Amount Received How Often?
[ Earnings from Work, Name of Employer: $ [0 Weekly [0 Every 2 Weeks [ Monthly [ Yearly
O unearned Income $ O weekly O Every 2 Weeks I Monthly [ Yearly
[ cContributions $ [0 weekly [ Every 2 Weeks [ Monthly [ Yearly
O other $ O Weekly O Every 2 Weeks O Monthly O Yearly
Name Social Security Number If you don’t provide a SSN,
you must document your income.)
Income Source (check and complete all that apply) Amount Received How Often?
[ Earnings from Work, Name of Employer: $ [0 Weekly [0 Every 2 Weeks [ Monthly [ Yearly
O unearned Income $ O weekly O Every 2 Weeks I Monthly [ Yearly
[ cContributions $ [0 weekly [ Every 2 Weeks [ Monthly [ Yearly
O other $ O Weekly O Every 2 Weeks O Monthly O Yearly
Name Social Security Number If you don’t provide a SSN,
you must document your income.)
Income Source (check and complete all that apply) Amount Received How Often?
[ Earnings from Work, Name of Employer: $ [0 Weekly [0 Every 2 Weeks [ Monthly [ Yearly
O unearned Income $ O weekly O Every 2 Weeks I Monthly [ Yearly
[ cContributions $ [0 weekly [ Every 2 Weeks [ Monthly [ Yearly
$ CHRUO09

O other

O Weekly O Every 2 Weeks

O Monthly O Yearly
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C. Household Income, cont.

Name

Social Security Number

If you don’t provide a SSN,
you must document your income.)

Income Source (check and complete all that apply)

[ Earnings from Work, Name of Employer:

Amount Received

$

How Often?

[0 Weekly [0 Every 2 Weeks [ Monthly [ Yearly

[ unearned Income $ O Weekly O Every 2 Weeks O Monthly O Yearly
[ Contributions $ [0 weekly [0 Every 2 Weeks [ Monthly [ Yearly
O other $ O Weekly O Every 2 Weeks O Monthly O Yearly
Name Social Security Number If you don’t provide a SSN,

you must document your income.)

Income Source (check and complete all that apply)

[ Earnings from Work, Name of Employer:

Amount Received

$

O unearned Income
[ cContributions
O other

$
$
$

How Often?

[0 Weekly [ Every 2 Weeks [] Monthly [ Yearly
O weekly O Every 2 Weeks I Monthly [ Yearly
[0 weekly [ Every 2 Weeks [ Monthly [ Yearly
O weekly O Every 2 Weeks I Monthly [ Yearly

D. Child/Dependent Care and Other Health Insurance Expenses

Dependent Care: Complete if anyone listed in Section C pays for the care of a child or a disabled adult.

Name of Person Being Cared For Amount Paid Frequency

[ Weekly [ Every 2 Weeks [ Monthly
Name of Person Being Cared For Amount Paid Frequency

[ Weekly [ Every 2 Weeks [ Monthly
Name of Person Being Cared For Amount Paid Frequency

[ Weekly [ Every 2 Weeks [ Monthly

Health Insurance: Complete if anyone listed in Section C pays for health insurance. Do not include CHPIlus B premiums paid.

Name of Person Paying Amount Paid Frequency

[ Weekly [ Every 2 Weeks [ Monthly
Name of Person Paying Amount Paid Frequency

[ Weekly [ Every 2 Weeks [ Monthly
Name of Person Paying Amount Paid Frequency

[ Weekly [ Every 2 Weeks [ Monthly

E. Other Changes Since Your Last Application/Renewal

New Health Insurance: Complete if any child listed in Section B who wants to continue coverage and who got new health insurance coverage in

the past 12 months. Do not list Medicaid (CHPIlus A) or CHPIlus B coverage.

Name of Policy Holder

Child(ren) Covered

Insurance Company

Group/Policy Number

Name of Policy Holder

Child(ren) Covered

Insurance Company

Group/Policy Number

Name of Policy Holder

Child(ren) Covered

Insurance Company

Group/Policy Number

Immigration/Citizenship Status: Complete for any child listed in Section B who wants to continue coverage and whose immigration status
changed in the past 12 months. (For example, your child’s previous immigration status may have changed from "Legal Permanent Resident"
to "Citizen.") Please refer to the Instructions for information on the document(s) you need to include with this form if a renewing child has had a

change in immigration status.

Name of Child What is the new immigration status?
Name of Child What is the new immigration status?
Name of Child What is the new immigration status?

CHRU10
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