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. FGR WGRKERS WETH DISAB“-ITIES COUNTY BISTRICT APPLICATION REG. NO. DATE STAMP
Medical Assistance for Workers with Disabilities offers heaith
care coverage for individuals with disabilities who are employed. WORKER 1D CASELOAD REGORD NUMBER CAT
There are two groups of coverage: Worker with a Disability, and :
Worker with a Medically Improved Disability. If you apply and are NAME APPOINTMENT DATE / TIME
determined eligible for the program, you must pay a monthly

premium in order to receive the heatth care coverage.
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HOW DO | QUALIFY? | gol masket Sv., &7 Flees
1. You must be at least 16 years of age but less than 65 years of age. Philodetp Coue (245 SLO-2417
2. Your countable resources such as bank accounts, stocks, and bonds cannot exceed $10,000.  Plasvee (24%) SLo-FHZEO
3. Your countable income, after allowable deductions, must be less than 250% of the Federal Poverty Income Guidefine.
4. You must meet the definition of a disability according to the Social Security Administration.

~ To meet the definition of a disability, you must meet one of the following:

= You must be currently receiving SSDI

o You must have received SSI/SSDI within the past 12 months

» You must be determined disabled by Departmental Review. You must submit documentation of your disability from
your medical provider.

5. You must also be employed and receiving compensation fo receive coverage as a Worker with a Disability.

6. To be covered as a Worker with a Medically Improi/ed Disabiffiy, you must also meet the following
criteria;
= You were previously covered as a Worker with a Disability; and
+ You have a medically improved condition; and
= You are working at least 40 hours per month, at minimum wage or higher

HOW DO [ APPLY?

1. Complete the enclosed application. (If you need help to answer the questions, call the Helpline at
1-800-842-2020 or TOD 1-800-451-5886 for the hearing impaired.)

2. Attach proof of your income, impairment-related work expenses, resources, social security number, address, and
identification.
3. Read the “Rights and Responsibilities” section and sign the application.

4. Mail the application o your County Assistance Office. A staff member from the County Assistance Office will contact you
if additional information is needed. They will decide if you are eligible for Medicaid benefits, and will inform you of the
decision.

l If you need cash assistance or food stamps, you must complete a different application. Please call your
L County Assistance Office and they will send you the proper form,

" YOUR NAME ~ Last, First, Middle initial SOCIAL SECURITY NUMBER \

ADDRESS STATE ZIP CODE PLUS 4

TELEPHONE NUMBER SCHOOL DISTRICT TOWNSHIP
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g@E@ -@' EE (If additional space is needed, please attach a separate sheet.)

HOUSEHOLD

List all Household Members

INGOME
d For each person that you included on this application who has income, including children under 21, list the income below. List t
» Wages  Baby-sitting * Rent  Veterans Benefits

e Ro

EXPENSES

4 List any expenses necessary in order o be eligible for or continue receiving this income. Expenses include but n&
limited to » Court Costs = Transportation « Attorney Fee = impairment refated work expenses; such as: Medical devices, attendant care, or transporiation

RESOURCES
/ Does anyone have any of the following resources? \
COIYES TINO Cash-on-hand (01) {JYES [ONO Non-resident Properly I YES [ONO Stocks or Bonds (05)
CJYES {IND Savings Account (02) 3YES [TINO Burial Spaces, Reserves, of Trusts  [JYES CINO  Trust Fund (06)
[JYES [ONOC Checking Account (03) CJYES CONO 4.3, Savings Bonds (05) 3YES [INO RA, KEOGH, or other retirement plan (27)

[CJYES CINO Certificate of Deposit (26) [JYES [INO Christmas or Vacation Club (040)  [JYES LINO Other (39)
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FOR Use one of the following codes. E:sewannr?' of the following codes that apply. Yeur hener_i;s will not be atfected if you do not
CITIZENSHIP 1. US CITIZEN 3. TEMPORARY ALIEN  &. iLLEGAL RACE - BLACK 3. NORTH AMERICAN INDIAN CR ALASKAN NATIVE - 5. WHITE (NOT HISPANC)
2. PERMANENT ALIEN 4. REFUGEE ALIEN 2. HISPANIC 4. ASIAN OR PACIFIC ISLANDER 6. OTHER

he income amount before deductions (such as taxes or insurance) are taken out. Income includes but is not limited to: N\
» Sick Benefits ¢ Dividends or interest « Commissions
e U

- e s
Weekly/Bi-Weekly/Monthly/Other (Explain)

Weekly/Bi-Weekly/MonthiyfOther (Explain)

Weekiy/Bi-Weekly/Monthiy/Other (Explain}

Weekly/Bi-Weekly/Monthly{Cther (Explain)

Weekly/Bi-Weekly/Monthly/Other (Explain)

ESOURCES

Does anyone have any additional Health Insurance Policies?
T e g eSS B P DR N O SR ANCEED




There are additional benefits which may be available to pregnant women. Compfete this saction if you wish us to make
a feferrai for someche sn your famlly who is pregnant
SN A R ) e

For anyone who is disabled, please list and explain the disability, its status, and list any other Medicaid coverage. Please provide
documentatson of the d!sabtl;ty . I

7~ WHEN WILL BENEFITS BEGIN? N

Your eligibility under this program will begin on the first day of the month in which your application is received,
if you choose to pay the premium for that month. If you wish to pay that premium, check the first box below.
if you do not want eligibility to start in the month you apply, check the second box below. Your coverage would
then start on the first day of the following month.

| wish to start coverage on the first day of the | wish 1o start coverage on the first day
monih in which my application is received. of the following month.

/ Please Note: To determine your eligibility for the program, it will be necessary fo review your disability,\
Because of this, you may not receive a decision on your eligibility within 30 days. When the decision is made,

you may elect to receive coverage starting in the month your application was received. You would then be

responsible for premium payments starting with the month in which your application was received. However,

you may instead choose to start coverage in the month the decision on your disability is made. You would then

be responsible for premium payments starting from that month forward.

RETROACTIVE GCOVERAGE

if you have unpaid medical bilis for up to three months before the appiication (but not before January 1, 2002},
those bills could be covered by this program. if you are determined eligibie for retroactive coverage, you will be
responsible for premium payments for each retroactive month, Please note that your retroactive bilis wili not be
covered uniil these premiurn paymenis are received. If you think your bills might be less than the premium
payment, you may not want to apply for refroactive coverage. Complete the section below if you wish to be
considered for retroactive coverage. Please list any additional bills on a separate sheet of paper.

Please Note: You must submit verification of your income and resources for all months in which reiroactive
coverage is requested.

DATE OF AMOUNT DATE OF AMOUNY ™,
oERuICE HOSPITAL / DOCTOR  PRESCRIPTION oF BiLL SERVICE HOSPITAL / DOCTOR / PRESCRIPTION OFBILL

HOW TO PAY THE PREMIUM

To participate in this program, you musi pay a monthly premium’. The preferred method of payment is payroll
deduction. With payroll deduction, your employer will deduet the monthly premium amount direcily from your
paycheck. Please check the box below if you want payroll deduction.

YES, | want payroll deduction

if you are self-employed, do not want payroll deduction, or your employer doesn’t offer payroll deduction, you
will be sent a monthly statement. You will be responsible for mailing that statement each month with your
payment. Please check the box below if you want a monthly stafement, and do not want payroll deduction.

NO, | do not want payroil deduction

! In some cases, you may not be required to pay a premium, due to income or good cause
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STEP #2 — ATTACH PROOE

We will need proof of the information you have provided to process your application.
Examples of proof are listed below. You are not limited to these examples.

PLEASE SEND COPIES — NOT ORIGINALS

Address (One Source)  Rent Receipt, Utility Bill, Drivers License (with current address), Morigage
Bill or Receipt, Post Office Records, Tax Records, efc.

identification Drivers License, Passport, Photo ID
Social Security Number Social Security Card

Income One Month'’s Current Pay Stubs, Award Letters for Social Security or SSI,
Proof of Pension, Financial Eligibility Notice for Unemployment
Compensation, Tax Forms or other Records of Self-employment Income,
Copies of Check Stubs or Statements form the Source of Income

Expenses Bills/Receipts from Impairment - related work expenses, and other
expenses related to receiving income

Resources Bank Statements, Insurance Policies, Tax Assessment Notices

Disability Medical Documentation

If you are unable to obtain proof of the information you have provided, the County Assistance Office
will help you. Please attach a note explaining why you are unable to provide the proof.

- p
STEP #3

Read the “Rights and Responsibilities” section and sign and date your application.

OTHER INFORMATION

GOOD CAUSE/IF YOU CANNOT PAY YOUR PREMIUM

Good cause for not paying the premium can be granted for reasons such as an ongoing health problem,
loss of employment, iaycff from employment, discrimination, or other factors beyond your control. You must
also intend to return to the former position or be making a bona fide effort to seek other employment. When
good cause is considered, your premium will be waived for the good cause period.

PRE-EXISTING MEDICAL CONDITION EXCLUSION

Federal law limits when health coverage may be denied or limited for a pre-existing condition. If you enroll in
a group or individual health plan that has a pre-existing condition exclusion, you can get credit for the time
you received Medicaid. You may request a certification to verify your Medicaid coverage. To request this
certificate, contact your caseworker.
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CLIENT RIGHTS

RIGHT TO HON-DISCRIMINATION

We may not discriminate on the basis of age, sex, race, color,
ancestry, disability, religious creed, national origin, sexual
preference, life-style, union membership, politicai belief, or
because you applied for and/or received assistance before. If you
feel discriminated against by the Department or anyone providing
services for the Depantment, you may file a verbal or written
complaint with the Department or the county assistance office
which will forward the complaint to the appropriate federal or state
agency.
RIGHT YO CONFIDENTIALITY

We keep information you give confidential and use it only to
administer the programs you apply for and/or may be eligible for.

RIGHT TO CERTIFIGATE OF CREDITABLE GOVERAGE

1 understand that | have a right to a certificate coverage to verify
my meédical coverage. Federal law limits when healthcare
caverage may be denied or limited for a pre-existing condition. if

CLIENT RESPOMNSIBILITIES

\

t enroli in & group plan that allows for a pre-existing condition. I |
enroll in a group plan that allows for a pre-existing condition, | may
get credit for the time | received Medicaid.

RIGHT T3 APPEAL

You have a right to ask for a Departmeantal hearing to appeal a
decision of or a failure to act by the Departrent which affects your
benefits or that you feel is unfair or incorrect. You may file the
appeal at the County Assistance Office. At the appeal hearing, you
may represent yourself or someone else, such as a lawyer, friend
or relative, may represent you. You may have an agency
conference before the hearitig.

RIGHT TO A WRITTEN NOTICE

We will give you a written notice explaining your benefits, tf we
deny, change, suspend, or stop benefits, we will explain the
reason on the notice. You have 30 days from the date of the notice
to ask for a hearing if you disagree with the action taken and/or
the reasons given,

RESPONSIBILITY TO PROVIDE SOCIAL SECURITY RUMBERS

You must provide a Sccial Security Number (SSN) for each person for whom you are applying. If you do not have an SSN, we will help you
apply for one, Refusal or failure to provide an SSN may result in disqualification. We will also ask you to supply an 88N to verify identity and
administer our programs. We will use your SSN to prevent duplication in state and federal proegrams and to get information about income
to determine eligibility for benefits.

RESPONSIBILITY TO PROVIDE IKFORMATION
You must give true, correct, and complete information. You must cooperate to document or prove the information you give. If you cannot
provide proof, you should ask the County Assistance Office to help.

RESPONSIBILITY TO REPORT CHANGES .

You must report changes within 7 days. You must repott changes In the number of people in your household, address, income or resources,
You must report any new employment or change in empioyment. You must report any plans to leave the state. i you are not sure if you must
report a change, you should report the change. You can report to a County Assistance Office staff persen by telephone or by mail.

RESPONSIBILITY TD PAY MONTHLY PREMIUM
You are responsible for the payment of your monthly premium. If you do not pay your premium timely, you may lose your health care
coverage.

RESPONSIBILITY TO CORTACY PROVIDERS FOR REFUNDS

i you pay for any medical bills between the date of application and the determination of your eligibility, you are responsible for contactlng

the provider for a refund.

WHEN | SIGN THIS FORM 1 AGREE THAT:

= | have read this application in fufl or somecne has read it to me and
I understand the questions asked.

= | received a copy of my rights and responsibitities, have read them
or someone has read them to me, and | understand them.

= [ will provide or cooperate in getting any information needed to
prove my statements.

» [ must report any changes in my circumstances within 7 days.

* | am responsible for any fraudulent statements made on this
application even if the application is submitted by someone acting
on my behalf,

= | certify that, subject to penalties provided by law, the information
| gave is frue, correct, and complete to the best of my knowledge.

CLIENT OR REPRESENTATIVE SIGNATURE

WWHER | S1GN THIS FORM | UNDERSTAND THAT:

= If { do not report changes as required. my benefits may be reduced
or stopped. If | purposely fail o gwe correct information or report
changes, | may be fined and/for put in jail.

* The State operates a fraud control program under M‘nch local,
state, and federal officials may verify the information | have given.

« The State may obtain informalion about my circumstances from
other persons or organizations, inciuding computer matches and
Immigration and Naturalization. -

= My Social Security Number will be used o obtain information 1o
verify my circumstances and eligibility.

Signature Date Signature “ - Date
ADDRESS OF REPRESENTATIVE - STREET, CITY, STATE
_SECOND WITNESS IF AN (X) SIGNED ABOVE ADDRRESS OF WITNESS TELEPHONE DATE

STEP #4 — MAIL YOUR APPLICATION AKD ATTACHED INFORMATION

o oot

PA 00WD 1/02




