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Virginia's Medicaid Program

Application for Health Coverage & Help Paying Costs
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Use this application

to see what
coverage choices
you qualify for

Who can use
this application?

Apply faster

What you may
need to apply

Why do we ask for
this information?

What happens
next?

Get help with
this application

+ Free health coverage from Virginia Cardinal Care (Medicaid or FAMIS)

+ If you are not eligible for Medicaid or FAMIS you will be referred to Virginia's Insurance
Marketplace for affordable private health insurance plans that offer comprehensive
coverage to help you stay well and may include a tax credit that can immediately help
pay your premiums for health coverage.

+ Use this application to apply for anyone in your family.

« Apply even if you or your child already has health coverage. You could be eligible for
free coverage.

+ Families that include immigrants can apply. You can apply for your child even if you
aren't eligible for coverage. Applying won't affect your immigration status or chances
of becoming a permanent resident or citizen.

+ If someone is helping you fill out this application, or you are applying for someone
other than a spouse or family member under age 21, an authorized representative
form (Appendix C) must be completed

+ Complete Appendix F if you are applying for health coverage for someone in need of
nursing facility or community-based care, who is between the ages of 19 and 64 and
who is not eligible for or enrolled in Medicaid.

+ Complete Appendix D if you are age 65 or older or disabled or any age and need
assistance with nursing facility or community based care.

Online: Apply at commonhelp.virginia.gov.
Phone: Call Cover Virginia at 1-855-242-8282

+ Social Security numbers (or document numbers for any eligible immigrants who
need insurance)

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

* Policy numbers for any current health insurance

* Information about any job-related health insurance available to your family

We ask about income and other information to let you know what coverage you qualify
for and if you can get any help paying for it. We'll keep all the information you provide
private and secure, as required by law.

If you use this paper application, send your complete, signed application to
the Cardinal Care Correspondence Center (see STEP 6 for address). They will
follow up with you to obtain additional information. Your application should be
processed within 45 days from the date it was received.

+ Phone: Call Cover Virginia at 1-855-242-8282

+ In person: There will be application assisters in your area who can help. Visit our
website at coverva.dmas.virginia.gov or call 1-855-242-8282 for more information.

« En Espaiiol: Llame a nuestro centro de ayuda gratis al 1-855-242-8282

If you are visually impaired and need large print or other assistance
to access this document, please contact us at 1-855-242-8282

(TTY: 1-888-221-1590).

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de

este formulario en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell
the customer service representative the language you need. We'll get you help at no cost to you. TTY users should call
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It is important we treat you fairly.
We will keep your information secure and private.

This agency complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. This agency does not exclude
people or treat them less favorably because of race, color, national origin, age, disability, or
Sex.

This agency provides people with disabilities reasonable modifications and free
appropriate auxiliary aids and services to communicate effectively with us, such as,
qualified sign language interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats). This agency also provides free
language assistance services to people whose primary language is not English, which may
include qualified interpreters and information written in other languages. If you need
reasonable modifications, appropriate auxiliary aids and services, or language assistance
services, call us at 1-855-242-8282 (TTY: 1-888-221-1590).

If you believe that this agency has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance in person, by mail, or by phone at Civil Rights Coordinator, DMAS, 600 E. Broad
Street, Richmond, VA 23219, Telephone: (804)-786-7933 (TTY: 1-800-343-0634). If you need
help filing a grievance, the DMAS Civil Rights Coordinator is available to help you.

You may also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically at https://ocrportal.hhs.gov/ocr/portal/
lobby.jsf or by mail or phone at U.S. Department of Health and Human Services, 200
Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201;
1-800-368-1019 (TTY 800-537-7697). Complaint forms are available at https://hhs.gov/ocr/
office/file/index.html.

This notice is available at https://coverva.dmas.virginia.gov/non-discrimination/

*k*

If you are visually impaired and need large print or
other assistance to access this document, please
contact us at 1-855-242-8282 (TTY: 1-888-221-1590).
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Tell us about yourself.

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

1. First name Middle name Last name Suffix

2. Home address (Leave blank if you don't have one.) 3. Apartment or suite number
4. City 5. State 6. ZIP code 7. County

8. Mailing address (if different from home address) 9. Apartment or suite number
10. City 11. State 12. ZIP code 13. County

14. Phone number 15. Other phone number

16a. We need to know the best way to contact you about this application and your health coverage if you're eligible. Do you want to read
your notices about your application electronically?

|:| Yes. | want to read the notices online. (If selected, continue to question 16b)

|:| No. | want to get paper notices sent to me in the mail. (If selected, skip to question 17)

b. You'll be contacted when a notice is ready for you. How can we contact you?

|:| Cell phone number:
[ email address:

(Choose one)

You can change your notices and communication preferences at any time.

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

Tell us about your family.

Who do you need to include on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return.
(You don't need to file taxes to get health coverage).

DO Include: You DON'T have to include:
+ Yourself + Your unmarried partner if you don't have children together
* Your spouse in the home
+Your children (including stepchildren) under 21 who live * Your unmarried partner’s children
with you * Your parents who live with you, but file their own tax return
* Married or unmarried parents (of an applicant under 21) (if you're over 21)
living in the home + Other adult relatives who file their own tax return
. ,lai\\?ga/ri]fhyfouumclude on your tax return, even if they don't For children under age 21 who need coverage:
« Anyone else under 21 who you take care of and lives with * Include these people even if they aren't applying fo.r health
you coverage themselves: Any parent (or stepparent), sibling,

son or daughter (including stepchildren) they live with, and
any other person on the same federal income tax return.

The amount of assistance or type of program you qualify for depends on the number of people in your family and their incomes.
This information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself, then add other adults and children. If you have more than
2 people in your family, you'll need to include copies of the Additional Person single page supplement form and attach them. You
don't need to provide immigration status or a Social Security Number (SSN) for family members who don’t need health coverage.
We'll keep all the information you provide private and secure as required by law. We'll use personal information only to check if
you're eligible for health coverage.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espariol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
712225 representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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13 18 o]\ NI (Start with yourself)

Complete Step 2 for yourself, your spouse and children (including step-children) who live with you and/or anyone on your same federal income
tax return if you file one. Include both parents living in the home (for a child under 21). See page 1 for more information about who to include.
If you don't file a tax return, remember to still add family members who live with you.

1. First name Middle name Last name Suffix

1a. Are you? 2. Date of birth (mm/dd/yyyy) 3. Sex 4, Relationship to you?

I:I Single |:| Married |:|Male |:| Female SELF

5. Social Security number (SSN)

We need this if you want health coverage and have an SSN. Even if you don't want health coverage for yourself, providing your SSN can be
helpful since it can speed up the application process. We use SSNs to check income and other information to see who's eligible for help with
health coverage costs. For help getting an SSN, call 1-800-772-1213 or visit socialsecurity.gov. TTY users should call 1-800-325-0778.

6. Do you plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if you don't file a federal income tax return.)

D YES. If yes, please answer questions a-c. D NO. If no, skip to question c.
a. Will you file jointly with a spouse?DYes |:| No If yes, name of spouse:

b. Will you claim any dependents on your tax return?|:| Yes |:| No
If yes, list name(s) of dependents:

¢. Will you be claimed as a dependent on someone's tax return? |:|Yes |:| No

If yes, please list the name of the tax filer: How are you related to the tax filer?

7. Are you pregnant or were you pregnant in the last 12 months? |:| Yes |:| No

a. If yes, how many babies are/were expected during pregnancy? Expected/actual due date (mm/dd/yyyy) :

8. Do you need health coverage? (Even if you have Medicare or other insurance, there might be a program with better coverage or lower
costs.) If NO, skip to the income questions on page 3 and leave the rest of this page blank. °

|:| YES. If yes, answer all the questions below. 0

8a. |f aged 19 to 64 and not eligible for full coverage, do you wish to be evaluated for Plan First (family planning coverage only)?
|:| Yes |:| No You will NOT be evaluated for Plan First unless you check YES.

9. Do you need help with everyday things like bathing, dressing, walking or using the bathroom to live safely in your home? OF has a doctor
or nurse told you that you have a physical disability or long term disease, mental or emotional illness, or addiction problem? |:| Yes D No
If you selected Yes, you will need to complete either APPENDIX D or E:
+ Appendix D if you are aged 65 or older OR have Medicare OR have a disability
* Appendix E if you are aged 19-64 AND do not have Medicare

10. Are you a U.S. citizen or U.S. national |:| Yes |:| No
11. Are you a naturalized or derived citizen? (This usually means you were born outside the U.S.)
Yes. If yes, complete a and b below. Then SKIP to question 13. |:| No. If no, continue to question 12.
aAiennumber: [ | | | [ T T T T T T 1] bcertificatenumber: | | [ [ [ T [ T T [ [ [7T]

12. If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status? |:|Yes. Fill in your document type and ID below
a. Immigration document type: b.DocumentiDnumber | [ [ [ | [ [ [ [ | ||
¢. Have you lived in the U.S. since 1996? |:| Yes |:| No
d. Are you, your spouse or parent(s) serving in the U.S. military currently or in the past? |:| Yes |:| No

13. Do you live with at least one child under the age of 19, and are you the main person taking care of this child? |:| Yes |:| No
14. Are you incarcerated (detained or jailed)? (Response optional) |:| Yes |:| No If Yes |:| Federal |:| State (DOC or DJ)) |:| Local/Regional
|:| Check here if pending disposition of charges Incarceration date Expected release date
15. Are you a full-time student? |:| Yes |:| No
16. Were you in foster care at age 18 or older? |:| Yes |:| No If yes, in which state
17. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)
|:| Mexican |:| Mexican American D Chicano/a |:| Puerto Rican |:| Cuban D Other
18. Race (OPTIONAL—check all that apply.)

|:| White |:| Asian Indian |:| Japanese |:| Other Asian |:| Samoan
[ Black or African American [ chinese [J Korean [] Native Hawaiian [] other Pacific Islander
[] American Indian or Alaska Native [_] Filipino [] vietnamese [[] Guamanian or Chamorro  [] Other:

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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131 43 8{0 ]\ Il (Continue with yourself)

Current Job & Income Information

[] Employed [[] Notemployed, | have [] self-employed [] No income from
If you're currently employed, tell no earned income Skip to question 27. any source
us about your income. Start with Skip to question 28. Skip to question 29.
question 19.

CURRENT JOB 1:

19. Employer name a. Employer address

b. City c. State d. Zip code 20. Employer phone number

21. Wages/tips (before taxes) |:| Hourly |:| Weekly |:| Every 2 weeks 22. Average hours worked each WEEK

$ ‘ H | | | | ‘ |:| Twice a month |:| Monthly |:|Yearly I:l:lj

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

23. Employer name a. Employer Address

b. City c. State d. Zip code e. Employer phone number

24. Wages/tips (before taxes) |:| Hourly DWeekly |:| Every 2 weeks 25. Average hours worked each WEEK
s [ [ [ [ ][] [Jtwice amonth [ ]Monthly []vearly LT 1]

26. In the past year, did you: D Change jobs D Stop working D Start working fewer hours D None of these

27. If self-employed, answer the following questions:
a. Type of work

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

s L[ [ ||

28. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often you get it. Check here if none [_]
NOTE: You don't need to tell us about child support, veteran’'s payment, or Supplemental Security Income (SSI).

D Unemployment $ I:I:I:E How often? D Alimony received $ I:I:I:E How often?
|:| Pensions $ I:I:I:E How often? |:| Net farming/fishing $ I:I:I:E How often?
[Jsocial Security $| | | | | Howoften? [] Netrental/royalty $| [ | [ | How often?
[JRetirement accounts  $ | [ ] [ | How often? [] other income ${ | | | | Howoften?

Type

29. Do you want help paying for medical bills from the last 3 months? |:|Yes |:| No If yes, provide monthly income for previous 3 months.

Month 1:$[ [ [ [ [ | Month2: $ [ [ [ [ [ ] Month3:$[ [ [ [ [ |

30. DEDUCTIONS: Check all that apply, and give the amount and how often you get it.

If you pay for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health coverage
a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 27b).
|:| Alimony paid $ EI:I:E Howoften? |:|Other deductions $|:|:I:|:| How often?
|:| Student loan interest $ I:I:I:E How often? . Type:

31. YEARLY INCOME: Complete only if your income changes from month to month. °

If you don’t expect changes to your monthly income, skip to the next person.

Your total income this year Your total income next year (if you think it will be different)

s [ [ [] sl [ L[ [ ]|
THANKS! This is all we need to know about you.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-221-1590.
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. If you have more than two people to include, complete as many Additional Person
STE P 2- PE RSO N 2 single page supplement forms as you need.

Complete Step 2 for yourself, your spouse and children (including step-children) who live with you and/or anyone on your same federal income
tax return if you file one. Include both parents living in the home (for a child under 21). See page 1 for more information about who to include.
If you don't file a tax return, remember to still add family members who live with you.

1. First name Middle name Last name Suffix

1a. Is PERSON 2? |:| Single |:| Married

2. Date of birth (mm/dd/yyyy) 3. Sex 4. Relationship to you?
|:| Male |:| Female
5. Social Security number (SSN) We need this if you want health coverage for PERSON 2 and PERSON 2 has an SSN.

6. Does PERSON 2 live at the same address as you? |:| Yes D No
If no, list address:

7. Does PERSON 2 plan to file a federal income tax return NEXT YEAR?
(You can still apply for health insurance even if PERSON 2 doesn't file a federal income tax return.)

|:| YES. If yes, please answer questions a-c. |:| NO. If no, skip to question c.
a. Will PERSON 2 file jointly with a spouse? |:| Yes |:| No If yes, name of spouse:
b. Will PERSON 2 claim any dependents on your tax return? |:|Yes |:| No

If yes, list name(s) of dependents:
c. Will PERSON 2 be claimed as a dependent on someone’s tax return? |:| Yes |:| No

If yes, please list the name of the tax filer: How is PERSON 2 related to the tax filer?

8. Is PERSON 2 pregnant or were they pregnant in the last 12 months? |:| Yes |:| No

a. If yes, how many babies are/were expected during pregnancy? Expected/actual due date :

9. Does PERSON 2 need health coverage? (Even if PERSON 2 has Medicare or other insurance, there might be a program with better coverage
or lower costs.) If NO, skip to the income questions on page 5 and leave the rest of this page blank. °

|:| YES. If yes, answer all the questions below.

9a. If aged 19 to 64 and not eligible for full coverage, does PERSON 2 wish to be evaluated for Plan First (family planning coverage only)?
|:| Yes |:| No PERSON 2 will NOT be evaluated for Plan First unless you check YES.

10. Does PERSON 2 need help with everyday things like bathing, dressing, walking or using the bathroom to live safely in their home? OF
Has a doctor or nurse told them that they have a physical disability or long term disease, mental or emotional iliness or addiction
problem? |:| Yes |:| No If PERSON 2 selected Yes, they will need to complete either APPENDIX D or E:

+ Appendix D if they are age 65 or older OR have Medicare OR have a disability
* Appendix E if they are aged 19-64 AND do not have Medicare

11. Is PERSON 2 a U.S. citizen or U.S. national? D Yes |:| No
12.1s PERSON 2 a naturalized or derived citizen? (This usually means they were born outside the U.S.)
|:| Yes. If yes, complete a and b below. Then SKIP to question 14. |:| No. If no, continue to question 13.
a.Aliennumber: [ | | | | | | | [ | | | bocertficatenumber: [ [ [ [ [ [ [ [ [T [T TT]

13. If PERSON 2 is not a U.S. citizen or U.S. national, do they have eligible immigration status? |:| Yes. Fill in the document type and ID below
a. Immigration document type: b. Document ID number \ \ | \ | \ | \ | | | |
c. Has PERSON 2 lived in the U.S. since 19967 [ | Yes [_] No
d. Is PERSON 2, their spouse or their parent(s) serving in the U.S. military currently or in the past? |:| Yes |:| No

14. 1s PERSON 2 living with at least one child under the age of 19 and the main person taking care of this child? |:| Yes |:| No

15. Is PERSON 2 incarcerated (detained or jailed)? (Response optional) |:| Yes I:l No If Yes |:| Federal |:| State (DOC / DJ)) |:| Local/Regional
|:| Check here if pending disposition of charges Incarceration date Expected release date

16. Is PERSON 2 a full-time student? |:| Yes |:| No

17. Was PERSON 2 in foster care at age 18 or older? |:| Yes |:| No If yes, in which state
18. If Hispanic/Latino, ethnicity (OPTIONAL—check all that apply.)

|:| Mexican D Mexican American |:| Chicano/a |:| Puerto Rican |:| Cuban |:| Other
19. Race (OPTIONAL—check all that apply.)

|:| White |:| Asian Indian |:| Japanese |:| Other Asian |:| Samoan
[] Black or African American [] chinese [] Korean [] Native Hawaiian [[] other Pacific Islander
[] American Indian or Alaska Native [_] Filipino [] vietnamese [] Guamanian or Chamorro [ ] Other:

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-221-1590.
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STEP 2: PERSON 2

Current Job & Income Information

[] Employed [] PERSON 2 is not [C] PERSON 2is [] PERSON 2 has no
If PERSON 2 is currently employed and has no self-employed. income from any
employed, tell us about their earned income. Skip to question 29. sources.
income. Start with question 20. Skip to question 30. Skip to question 31.

CURRENT JOB 1:

20. Employer name a. Employer address

b. City c. State d. Zip code 21. Employer phone number

22. Wages/tips (before taxes) |:| Hourly |:| Weekly |:|Every 2 weeks 23. Average hours worked each WEEK
$ ‘ H | | | | ‘ |:| Twice a month |:| Monthly |:|Yearly I:l:lj

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

24. Employer name a. Employer Address

b. City c. State d. Zip code 25. Employer phone number

26. Wages/tips (before taxes) D Hourly |:| Weekly |:| Every 2 weeks 27. Average hours worked each WEEK
s [ [T 1 1] [J7wice a month  [] Monthly []Yearly L]

28. In the past year, did PERSON 2: |:| Change jobs D Stop working |:| Start working fewer hours D None of these

29. If PERSON 2 is self-employed, answer the following questions:
a. Type of work

b. How much net income (profits once business expenses are paid) will PERSON 2 get from this self-employment this month?

$ L[ [ [ [ []

30. OTHER INCOME THIS MONTH: Check all that apply, and give the amount and how often PERSON 2 getsit. [_] Check here if none
NOTE: You don't need to tell us about child support, veteran’'s payment, or Supplemental Security Income (SSI).

|:| Unemployment $ l:l:l:m How often? |:| Alimony received $ |:|:|:|:| How often?

|:| Pensions $ l:l:l:m How often? |:| Net farming/fishing $ |:|:|:|:| How often?

|:| Social Security $ |:|:|:|:| How often? |:| Net rental/royalty  $ |:|:|:|:| How often?

[[] Retirement accounts  $ . | | | | Howoften? [] other income $| | | | | Howoften?

Type

31. Does PERSON 2 want help paying for medical bills from the last 3 months? |:|Yes |:| No If yes, provide monthly income for last 3 months.

Month1:$[ | | [ | | Month2: $ [ | | [ [ | Month3:$ [ [ [ [ [ |

32. DEDUCTIONS: Check all that apply, and give the amount and how often PERSON 2 gets it.

If PERSON 2 pays for certain things that can be deducted on a federal income tax return, telling us about them could make the cost of health
coverage a little lower.

NOTE: You shouldn't include a cost that you already considered in your answer to net self-employment (question 29b).
|:| Alimony paid $ EI:I:E Howoften? |:|Other deductions $|:|:I:|:| How often?
|:| Student loan interest $ I:I:I:E How often? . Type:

33. YEARLY INCOME: complete only if PERSON 2's income changes from month to month.
If you don’t expect changes to PERSON 2's monthly income, skip to the next person. °

PERSON 2's total income this year PERSON 2's total income next year (if you think it will be different)

s LT T ] . [ L[ 1]
THANKS! This is all we need to know about PERSON 2.

If you have more than two people to include, complete the Additional Person single page supplement form.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-221-1590.
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Eiaa American Indian or Alaska Native (AlI/AN) family member(s)

1. Are you or is anyone in your family American Indian or Alaska Native?

[JNo. If no, skip to Step 4.
[ ]Yes. Ifyes, go to Appendix B.

Eiii:' Your Family’'s Health Coverage

Answer these questions for anyone who needs health coverage.

1. Is anyone enrolled in health coverage now from the following?
|:| YES. If yes, check the type of coverage and write the person(s) name(s) next to the coverage they have. D NO. If no, skip to Question 2.

I:' Medicaid |:| Employer insurance
|:| FAMIS Name of health insurance:
I:l ) Policy number:
Plan First Is this COBRA coverage? |:|Yes |:|No
|:| Medicare Is this a retiree health plan?l:lYes |:| No
Medicare Number: D Other

Name of health insurance:

|:| TRICARE (Don't check if you have direct care or Line of Duty) .
Policy number:

|:| Is this a limited-benefit plan (like a school accident policy)?
Veterans Administration health care programs I:l
Yes I:l No

D Peace Corps

[] virginia's Insurance Marketplace

2. Is anyone listed on this application offered health coverage from a job?
Check yes even if the coverage is from someone else’s job, such as a parent or spouse.
|:| YES. If yes, you'll need to complete and include Appendix A. Is this a state employee benefit pIan?D Yes D No

|:| NO. If no, continue to Step 5.

m Your Rights and Responsibilities

Review the information below and sign the application.

e | understand that | am authorizing the Local Department of Social Services (LDSS) and the Department of
Medical Assistance Services (DMAS) to verify information about me and my household to determine the
Medicaid or FAMIS eligibility of those applying for coverage. This means we’ll check your answers using the
information we have in our records and/or from electronic data sources such as the Internal Revenue Service
(IRS), Social Security Administration, Department of Homeland Security, and a consumer reporting agency. If
the information doesn’t match, we may ask you to send us proof.

e | understand that DMAS, LDSS, and/or their contractors may exchange information relating to my application
to assist with application, enrollment, administration, and billing services.

e | have permission from everyone whose information is on this application to submit their information to
Virginia Medicaid and to receive any communications about their eligibility and enrollment.

e | understand that the guidance and procedures used to determine eligibility for Medicaid and FAMIS can be
found within the Medical Assistance Eligibility Manual, located at dmas.virginia.gov/for-applicants/eligibility-
guidance/eligibility-manual/.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-221-1590.
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e | understand that if | or others on this application do not qualify for Medicaid or FAMIS, the application
information may be sent to Virginia’s Insurance Marketplace at marketplace.virginia.gov to determine
eligibility for Marketplace coverage

If anyone on this application is eligible for Medicaid:

e | know that | must report changes to the information on this application within 10 days of the change. | can
call Cover Virginia at 1-855-242-8282 (TTY: 1-888-221-1590), contact or visit my LDSS, or visit
CommonHelp.virginia.gov to report changes. A change in the information may affect whether | or
someone in my household qualifies for coverage.

NOTE: You can find your LDSS agency at dss.virginia.gov/localagency/index.cgi.

e | understand that if | or a household member are found eligible for Medicaid or FAMIS, coverage may be
provided through a Managed Care Organization (MCO) and Virginia will pay a monthly premium to the MCO
on my behalf.

e | understand that | may have to repay these premiums if | was enrolled because | did not report truthful
information on this form or within 10 days of a change and this results in me or a household member being
enrolled in Medicaid or FAMIS when not eligible, even if no medical services were received during those
months.

e |understand that DMAS has the responsibility to recover money from the estate of a Medicaid member aged
55 and over. Recovery may take place only after the death of the member and their surviving spouse and
only if there are no children who are blind, disabled, or under the age of 21. The dependents or heirs of an
estate can also file an undue hardship request to stop or reduce the recovery if it would result in significant
difficulty or expense. If a hardship is granted, DMAS may waive part or all of the recovery, and if denied, the
individual is granted an opportunity to appeal the decision.

e | understand that if | am found eligible and enrolled in Medicaid or FAMIS, | am giving to the Medicaid
agency our rights to pursue and get any money from other health insurance, legal settlements, or other third
parties. | am also giving to the Medicaid agency rights to pursue and get medical support from a spouse or
parent.

Does any child on this application have a parent living outside of the home? [] Yes [ ] No

If any child on this application has a parent living outside of the home, | know | may be asked to cooperate with the
agency that collects medical support from an absent parent. If asked, | can tell the agency if | think cooperating to
collect medical support will harm me or my children and may not have to cooperate.

My right to appeal:

e |If I do not agree with the outcome of my application, | have the right to appeal the decision. To appeal means to
ask for a fair review of the action or decision with which | disagree. | know that | can be represented by someone
other than myself in the process.

e [f | think Medicaid or FAMIS has made a mistake, | can contact LDSS or call Cover Virginia at 1-855-242-8282.
Instructions for filing an appeal will be included on my notice and are available at dmas.virginia.gov/appeals.

Renewal of Coverage in Future Years:

e |If enrolled in Medicaid or FAMIS, your eligibility will be reviewed on a regular basis. The state will attempt to
renew your coverage by using electronic sources to verify that you are still eligible. Your signature on this
application is an agreement to the rights and responsibilities listed above and grants the state permission to
electronically verify your information using most data sources. However, special permission is needed to use
your tax return information to review your continued eligibility. You may change your mind at any time about
using tax return information by contacting your LDSS or calling Cover Virginia.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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| give the Virginia Medicaid permission to use updated income information from my tax returns for
the next:

[JOyears [J1lyears [J2years []3years []4years []5years

Note: This does not guarantee an automated review. If we need more information, we will send you a
request for additional information.

I am signing this application form under penalty of perjury. | have provided true answers to all

questions on this form and | know that | may be subject to penalties under federal law if |
provide false or untrue information.

Signature of Applicant or Authorized Representative Date (mm/dd/yyyy)

ALL individuals in the home 21 or older (or 18 or older in a home without a parent) who are renewing or
applying for health coverage MUST sign below. A spouse can sign for their spouse.

Print Name Signature Date (mm/dd/yyyy)

Print Name Signature Date (mm/dd/yyyy)

E i i :E' Submit your completed application.

Mail your signed application to:
Cardinal Care Correspondence Center
P.O. Box 1820

Richmond, Virginia 23218

Fax or drop off your signed application to the LDSS in the city or county in which you live. Visit
dss.virginia.gov/localagency/index.cgi to find LDSS addresses and fax numbers.

REMEMBER: You may need to submit more forms as part of your application. Review the list of forms to
make sure you submit a complete application.

The following forms are included on this application:

o APPENDIX A: Health Coverage from Jobs: Complete if someone applying for coverage is eligible for
health coverage from a job.

e APPENDIX B: American Indian and Alaska Native: Complete if you or a family member are American
Indian or Alaskan Native.

e APPENDIX C: Authorized Representative and Application Assisters: Complete to give someone
permission to talk with us about your application, see your information, or act on your behalf.

The following forms are available on the CoverVA website or from Local Departments of Social Services:
e Additional Person Single Page Supplement: Complete if there are 3 or more people on your application.

o APPENDIX D: Age 65+, Medicare, or Disability: Complete if someone on the application has a
disability, is age 65 or older, is Medicare eligible, or needs long-term services and supports (nursing
facility or community-based care).

e APPENDIX E: Long-Term Services and Supports Ages 19-64: Complete if someone on the application
needs nursing facility or community-based care and is between the ages of 19 and 64 and not eligible
for or enrolled in Medicare.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service

representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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Help in Any Language

ATTENTION: If you do not speak English, language assistance services, free of charge, are available to
you. Call 1-855-242-8282 (TTY:1-888-221-1590).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. Llame al 1-855-242-8282 (TTY: 1-888-221-1590).

ok 0] (Korean) T2|: St 0{E AIESHA= 42, A0 X[ MHIAE E 22 0|24
UELICt. 1-855-242-8282 (TTY:1-888-221-1590) HO Z M3}l TAA| L.

Tiéng Viét (Vietnamese) CHU Y: Né&u ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh
cho ban. Goi s6 1-855-242-8282 (TTY:1-888-221-1590).

HLER P (Chinese) 11« A FLIEfE 2R sC, BRI LASh B EASGE S IR, F5E7E 1-855-
242-8282 (TTY:1-888-221-1590)
duyall (Arabic)

(03;) 1-855-242-8282 08y Juail .Olxalls el 481953 Ligalll suclual ilods OB (dalll ,S31 oamil cuS 13 1dbgle

.(1-888-221-1590- :Sdly ouall Laila

AMCE (Amharic) TN FOA: PTT4F 2% AT9CT NPT PFCFIR ACRF &CERTFI NI1] A PIHPT
+HIE+PA: L MN+AM &M L LMK 1-855-242-8282 (APNT9F A+AGTF@-: 1-888-221-1590).
93! Urdu

1-855-242-8282 (p)S JE -y Clikesd (0 b g o ksl 7sSid W & T 95 o Aw e 931 ST 31 14z g5
-(TTY:1-888-221-1590)
Tagalog (Tagalog - Filipino) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-855-242-8282 (TTY:1-888-221-1590)
) (Farsi)
bl 2 el b Sl 0Bl Cygaar (3b) Ol AuiS (2 9SS (o)l O 4,81 1z g5
.bjxﬁ ools 1-855-242-8282 (TTY:1-888-221-1590)

Francais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-855-242-8282 (TTY:1-888-221-1590).

JISAT (Bengali) 77557 F~3 M WA 131, BT IO AN, OIRCe (N2 YIO O AR
AT ONeTdh AR | (FIN FPA 1-855-242-8282 (TTY:1-888-221-1590) |

Seni (Telugu) $sD0TI0E: EL RONND TPEFS, 27T DIFOD I SNEY GBSO
&90(15325”633@56 GO ON. 1-855-242-8282 (TTY:1—888—221—1590)§ 5O 306)0&

&Y (Hindi) Fie: T 3y ) Sera €, Y yror guef= Jar o) gud & SUds § | I 1-855-242-
8282 (TTY:1-888-221-1590) |

ATt (Nepali) & f8I]; dURA Ul Siegd YA, AUR TS (e UINS HgTIdl Yalge
JUAS B | 1-855-242-8282 (TTY:1-888-221-1590) H & T |

Pycckmin (Russian) BHUMAHMUE: Ecnu Bbl roBOpUTE Ha PYCCKOM 5i3blKe, TO BaM AOCTYMNHbI becnaatHbie
ycnyru nepesoaa. 3BoHuTe 1-855-242-8282 (Tenetainn:1-888-221-1590).




AP P E N D IX A & CardinalCare

Virginia's Medicaid Program

Health Coverage from Jobs

You DON'T need to answer these questions unless someone in the household is eligible for health coverage from a job. Attach
a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.

Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer these questions.
You only need to include this page when you send in your application, not the Employer Coverage Tool.

EMPLOYEE Information

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

EMPLOYER Information

3. Employer name 4. Employer Identification Number (EIN)
5. Employer address 6. Employer phone number
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

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

[] No (Stop here and and go to Step 4 in the application)
13a. Does your employer offer a health plan that will cover your spouse and dependents? Clves ClNo (if yes, complete 13b; if no go to #14)

13b. If you're in a waiting or probationary period, when can you enroll in coverage? (mm/dd/yyyy)

List the names of anyone else who is eligible for coverage from this job.

Name: Name: Name:

Tell us about the health plan offered by this employer.

14. Does the employer offer a health plan that meets the minimum value standard*? [ ]Yes []No

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans):
If the employer has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for
any tobacco cessation programs, and did not receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $ \ H | | | | \
b. How often? [ 1weekly [1Every 2 weeks []Twice a month []Once a month [] Quarterly U vearly

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

L] Employer won't offer health coverage as of (mm/dd/yyyy):

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

a. How much will the employee have to pay in premiums for that plan? $

b. How often? [Jweekly [JEvery 2 weeks [JTwice a month [JOnceamonth []Quarterly [JYearly

c. Date of change (mm/dd/yyyy):

11 don't know if the employer will make changes

] Employer won't make any of these changes

*An employer-sponsored health plan meets the “minimum value standard” if it pays at least 60% of the total cost of medical services for a standard
population and offers substantial coverage of hospital and doctor services. Most job-based plans meet the value standard.

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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EMPLOYER COVERAGE TOOL yCardinalCare

Virginia's Medicaid Program

Use this tool to help answer questions in Appendix A about any employer health coverage that you're eligible for (even if it's from
another person’s job, like a parent or spouse). The information in the numbered boxes below match the boxes on Appendix A.
For example, the answer to question 14 on this page should match question 14 on Appendix A.

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of the form. Complete one
tool for each employer that offers health coverage that you're eligible for.

EMPLOYEE Information

The employee needs to fill out this section.

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

EMPLOYER Information

Ask the employer for this information.

3. Employer name 4. Employer Identification Number (EIN)
5. Employer address 6. Employer phone number
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) |12. Email address

13.1s the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
[] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible
for coverage? (mm/dd/yyyy)

[[JNo (STOP and return this form to employee)

Tell us about the health plan offered by this employer.

Does the employer offer a health plan that covers an employee’s spouse or dependent?
[JYes. Which people? [ ]Spouse []Dependent(s)
[[JNo (Go to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?
[JYes (Go to question 15)  []No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): If the
employer has wellness programs, provide the premium that the employee would pay if he/ she received the maximum discount for any
tobacco cessation programs, and didn't receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $ ‘ | | | | | ‘
b. How often? [ Weekly [JEvery 2 weeks []Twice a month []Once a month []Quarterly []Yearly (Go to next question)

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know, STOP and return
form to employee.

16. What change will the employer make for the new plan year?
O Employer won't offer health coverage

L] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the
employee that meets the minimum value standard.

* (Premium should reflect the discount for wellness programs. See question 15.)
a. How much will the employee have to pay in premiums forthatplan?$ | | [ | [ | |
b. How often? [] Weekly O Every 2 weeks [JTwice a month  [JOnce a month [] Quarterly [ Yearly
c. Date of change (mm/dd/yyyy):

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no
less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We'll get you help at no cost to you. TTY users should call 1-888-221-1590.
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& CardinalCare

A P P E N D IX B Virginia's Medicaid Program

American Indian or Alaska Native Family Member (Al/AN)

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

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

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban Indian
health programs. They also may not have to pay cost sharing and may get special monthly enroliment periods. Answer the
following questions to make sure your family gets the most help possible.

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

Al/AN PERSON 1

1. Name (First name, Middle name, Last name)

2. Member of a federally recognized tribe? Yes No If yes, tribe name

3. Has this person ever gotten a service from the Indian Health Service, a tribal health program, or urban Indian health program, or through a
referral from one of these programs? Yes No

If no, is this person eligible to get services from the Indian Health Service, tribal health programs, or urban Indian health programs, or through a
referral from one of these programs? Yes No

4. Certain money received may not be counted for Medicaid, FAMIS or Plan First. List any income (amount and how often) reported on your
application that includes money from these sources:
+ Per capita payments from a tribe that come from natural resources, usage rights, leases, or royalties
+ Payments from natural resources, farming, ranching, fishing, leases, or royalties from land designated as Indian trust land by the
Department of Interior (including reservations and former reservations)

«Money from selling things that have cultural significance

s | | | | | | Howoften?

Al/AN PERSON 2

1. Name (First name, Middle name, Last name)

2. Member of a federally recognized tribe? Yes No Ifyes, tribe name

3. Has this person ever gotten a service from the Indian Health Service, a tribal health program, or urban Indian health program, or through a
referral from one of these programs? Yes No

If no, is this person eligible to get services from the Indian Health Service, tribal health programs, or urban Indian health programs, or through a
referral from one of these programs? Yes No

4. Certain money received may not be counted for Medicaid, FAMIS or Plan First. List any income (amount and how often) reported on your
application that includes money from these sources:
+ Per capita payments from a tribe that come from natural resources, usage rights, leases, or royalties
+ Payments from natural resources, farming, ranching, fishing, leases, or royalties from land designated as Indian trust land by the
Department of Interior (including reservations and former reservations)

+ Money from selling things that have cultural significance

s | | | | | ] Howoften?

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-221-1590.
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AP P E N D IX c $CardinaICare

Virginia's Medicaid Program

Assistance with Completing this Application
You can choose an authorized representative.

You can give a trusted person permission to talk about this application with us, see your information, and act for you on matters
related to this application, including getting information about your application and signing your application on your behalf. This
person is called an “authorized representative.” If you ever need to change your authorized representative, contact the local
Department of Social Services. If you are applying for someone other than a spouse or family member, an authorized
representative form (Appendix C) must be completed. If you're a legally appointed representative for someone on this
application, submit proof with the application.

1. Name of authorized representative (First name, Middle name, Last name)

2. Address 3. Apartment or suite number

4, City 5. State 6. ZIP code

7. Phone number

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

By signing, you allow this person to sign your application, get official information about this application, and act for you on all
future matters with this agency.

10. Your signature (Person 1- Application filer) 11. Date (mm/dd/yyyy)

OR

Is there anyone else that you would like us to share your information with about your application?

1. | give permission for (name) and/or (organization name)
2. Address City State Zip code
3. Phone number 4. ID number (if applicable)

By signing, you allow this person/organization to receive eligibility and enrollment information relating to my application/case.
I also give the Department of Social Services and/or the Department of Medical Assistance Services permission to release
information about this application to this person/ organization.

5. Your signature 6. Date (mm/dd/yyyy)

For certified application counselors, navigators, agents, and brokers only.

Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for
somebody else.

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

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

3. Organization name

4. ID number (if applicable) 5. Agents/Brokers only: NPN Number

NEED HELP WITH YOUR APPLICATION? Visit coverva.dmas.virginia.gov or call us at 1-855-242-8282. Para obtener una copia de este formulario
en Espafiol, llame 1-855-242-8282. If you need help in a language other than English, call 1-855-242-8282 and tell the customer service
representative the language you need. We’ll get you help at no cost to you. TTY users should call 1-888-221-1590.
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Commonwealth of Virginia Voter Registration Agency Certification

If you are not registered to vote where you live now, would you like to apply to register to vote here?
[] Yes, I would like to apply to register to vote.
|:| No, | do not want to register to vote.

IF YOU DO NOT CHECK EITHER BOX, YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO
VOTE AT THIS TIME.

Applying to register to vote or declining to register to vote will not affect the assistance or services that
you will be provided by this agency.

-+ If you decline to register to vote, this fact will remain confidential. If you do register to vote, the office
where your application was submitted will be kept confidential, and it will be used only for voter
registration purposes.

If you would like help filling out the voter registration application form, we will help you. The decision
whether to seek or accept help is yours. You may fill out the application form in private if you desire.

If you believe that someone has interfered with your right to register or to decline to register to vote, your
right to privacy in deciding whether to register or in applying to register to vote, you may file a complaint with:

Secretary of the Virginia State Board of Elections
Washington Building

1100 Bank Street

Richmond, VA 23219-3497

804-864-8901

(for agency use only)
Voter Registration form completed: []ves [INo

Voter Registration form given to applicant for later mailing (at applicant’s request): |:|

Agency Staff Signature Date (mm/dd/yyyy)

7/22/25 Voter Registration
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	తెలుగు (Telugu) గమనించండి: మీకు ఇంగ్లీషు రాకపోతే, భాషా సహాయ సేవలు మీకు ఉచితంగా అందుబాటులో ఉంటాయి. 1-855-242-8282 (TTY:1-888-221-1590)కి కాల్ చేయండి.
	हिंदी (Hindi) नोट: यदि आप हिंदी बोलते हैं, तो भाषा समर्थन सेवाएं आपको मुफ्त में उपलब्ध हैं। कॉल 1-855-242-8282 (TTY:1-888-221-1590)।
	नेपाली (Nepali) ध्यान दिनहोस्: तपाईंले नेपाली बोल्नुहुन्न भने, तपाईंलाई निःशुल्क भाषिक सहायता सेवाहरू उपलब्ध छन्। 1-855-242-8282 (TTY:1-888-221-1590) मा कल गर्नुहोस्।
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