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Single Streamline Application

e States must use a single application
for all insurance affordability
programs

—Medicaid, CHIP, and FFM plans

¢ CMS has issued a model streamlined
paper application which Alabama
uses, with a few modifications

Single Streamline Application

< The online version of the application
is dynamic and only asks relevant
guestions based on prior responses

* The application is sufficient without
further paperwork for most
individuals or families

Sample of Paper

Application Available
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American Indian or Alaska Native (A/AN) family member(s)
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APPENDIX B
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Compilta thic appandiv

Yo o 3 armily mamer 3o Amariean Incian o Alies Native. Subais thi i
earage & Help Fayng Costs

bal health pragra e Lriban
hariag and may pat Spasial mo nrolment parfads
L your farmily Gats S mast halp postitia

programa
Elwing SUEStians 1 make

NETR:  you have more people windude. make s cooy of thit page and anach,

Pt o, ot e,

# o ek

Step 4 — Health Coverage

Your Family's Health Coverage

e who

: : 3k coverage
1 1 anyoms serollad in haslth caverags naw from the following?
I vEs tryes, chevie

o CaPrage a0 WP the Peranis] namet e tnthe mverage they v [ NOL

Ulvegng L Emphoyerimsurance.

O e Nt of s i

- Pty e,
Usdcire oy i

DERY avarage? [

RILAFE (Dot chask i you have direct care or Line of Dety)

2 schood accsdent policrF

[ i s application efferwd bealch g frvwa s jobd Check s even
uh 3 0 perert o o
YES. 1 yaa. youll need 1o complene and indhude Appendin A5 this 3 mate employes banad
IR0, IF ne, contims o Stap 5.

ovexage & Bomm Sones

kst b,




Step 5 — Read and Si

Read & sign this application.

canion under penalry of perjury which means e provided true ancwers

n Tpp—
i l,m hibvsgurerocr ol esfile.
fed [dotanod o Jakd) If nod

Trame o persen)

‘Wi need this informat

Step 5 — Read and Sign

My right to appeal

11 think the Healih Insurance Marketplace or Med cald/Childrens Healih Insurance Program (THP has made a mistake. | can
appealits derfion. To appeal mearms io il someane  the Health imasance Marketplace o Medcaid CHIP that 1 hink the
action & wrong, and ask for a fair review of the action. | know that | can find out how o appeal by contacting the Marketplace
a 1mm—zsss | kmow that | can be repeesented In the process by someone other than myself. w=lg..lrya'd other
important informasion wil be explained to me.

Renewal of coverage in future years
To mate i easier w0 determing my eligibiiny for help paying for health coverage in future years. | agree 1 allow the Markegplace
0158 INCOmE i, InCiuing information rom G retums. The Mariecplace will serd me 3 nafice, st me make any changes,
arnd | upl ol ol g i,
oS rencw my cligbilicy outomarically for the not

5 ypears (e maximum number of years allowed), or for 2 shorer number of years:
EJ)‘::‘ls :Z'ﬁm :Ej“iﬁ O o Olbont use information from ta retums to renew my ooverage.

The perun wha fi Stip 1 shoukd vgn thivappbeation. f youre a0 Arthorined repretneative you

|r.ﬂ s |l!l‘ & long &5 you have provided the inbormalon !uule] n Append €.

Sgratioe Dt [

1/6/2014

Step 6 — Mail Completed
Application

Mail completed application.
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APPENDIX A

Health Coverage from Jobs

o BONTT need 1o answer these questions unk s someone in the
Altach o coy of this pews for eoch job thet offers coverage

Tell us about the jeb that offers coverage.

Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer

these quetions. You only need Lo inchude this page when you send in your application, mot the Employer Coverage
Tool

sehale] s ehgible for health coverage from a job

EMPLOYEE Information
1 Empiloyec name (First, Mddie, Last) 2. Employee Sochil Seous rumber
EMPLOYER Information
3. Cmpicywr neme 4. Emoiower icwreification Number (DR
5 Emcloyer sddess 5. Emgioyer phone number

2 =
7 City 8 St 13 7 code:

0. Who e e contact aboul wmplioyes bealth conrope ot L ob®

W Phone number (F differsrt from sbove) |12 Emall acdress
€ =

Health Coverage from Jobs

ke sligible for Maradd By this employes. OF elicibie ln the eavt Tmontie®
O ves ccomeue)

RS 11 3T 1 0 W O LT Y R, e Yo sl T o T

N
Lt tha namas of anyona slce whe i€ Goibia for £ovarags fram s job.

oA e e

Dlrws tstee rere na a0 1 Stee S in the accscaen)

Tell s it thie haalth sl cfferied by Whis eroprkoyes

4 Fiowe ¥ - st S e W * Oves Qe

5. For th kowen-cat: pian thet meet tha misim e ks stancde” >
 the emokoper has that if bt s
it fir ey okt tsmtion prayrms, o il pol reosve ot dicounts b o s proge.
a @ oA in i3 i §
v emarrr [lwosiay  Mevwey 2 wasin [iwes amacen Mlones seesen Dlonwssey Tmaeny

L o o empioyees o change the premiom for the lowess cm'llma.a.a:rl.rslo
[0 G 1N RS I8 P 13 ok FVGMNE (PHTAL LA FRCE ThA EDR 1 WML GO

quesrion 15
& Hew much wil the emcioves have b e in remies § wlar? §
b How cften? Clweekty DEveryZweeis DlTwice amonth [lonce amonth  [Mguarterty [ vearty

Biate of changes (e

Phn s s sonl itk s s, B "o st sacdiad” i kbt plaa's st ol he Vota] sllsusnd Bttt esks somcond by Bt
P B ) e S, 00 Pt o A R (i, WA o tha Intmral Sencams Cocte of WEG)

Authorized Representatives
APPENDIX C S

Lnmnay s

Assistance with Completing this Application
You can choose an authori zed representative.

‘¥ou can give a trusted person permission to talk sbout this application with us. see your information. and act for you on
matters related tn this Inelding getting bout your appikcation and signing your applcation
on your behalt. This person is called an “authorized representative” If you ever peed 10 change your authorized
representatios, contact the Medicaid ALL Hids or Marketplace. If vou're a legally appointed reprasentative for somecns
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By signing, you allow this person to sian your application. get officlal information about this application. and act for
you an al filturs mattant with thie agancy
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Contact Information

Paul McWhorter
Director
Policy, Training, and Operational
Readiness Division
Beneficiary Services
Alabama Medicaid Agency

334-242-5660
Paul.McWhorter@medicaid.alabama.gov
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