Department of Human Services
Office of the Chief Financial Officer
500 Summer St. NE, E-15

Salem, OR 97301

Voice: 503-945-5600

Fax: 503-581-6198

March 27, 2016

TO: Co-Chair Senator Steiner Hayward
Co-Chair Representative Rayfield
Human Services Subcommittee members

).(
Oregon Department
of Human Services

FR: Department of Human Services
RE: DHS APD Presentation Day Two Questions.

OPI1

e |sthere a way to determine if these folks would qualify under Medicaid?
e |f they end up on Medicaid, what would the fiscal impact be?

e Can you predict what percentage of people would end up on Medicaid?

According to a recent analysis, 96% of OPI consumers had income levels that
qualified them for Medicaid. We do not have a way to accurately predict what
percentage of consumers would transition to Medicaid. We do know that a certain
percentage of them would transition. For the purposes of this question, we have
provided a couple of scenarios. Scenario 1 compares the cost to our average in-
home cost per case across all options.

Scenario 1
OPI Consumers | Average Total Cost (24 Total State
transitioning to | Medicaid Cost months) General Fund
Medicaid Per Case for an cost (Approx
Hourly In-Home 31% at 24
Case Months)
400 (~20%) $2,400 $23,040,000 $7,142,400
800 (~40%) $2,400 $46,080,000 $14,284,800
1,200 (~60%) $2,400 $69,120,000 $21,427,200
1,600 (~80%) $2,400 $92,160,000 $28,569,600
2,000 (~100%) $2,400 $115,200,000 $35,712,000

“Assisting People to Become Independent, Healthy and Safe”
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Scenario 2 compares the cost of only our Medicaid in-home consumers receiving

hourly in-home services. We are providing this scenario as it might be a more
comparable comparison.

Scenario 2
OPI Consumers | Average Total Cost (24 Total State
transitioning to | Medicaid Cost months) General Fund
Medicaid Per Case for an cost (Approx
Hourly In-Home 31% at 24
Case Months)
400 (~20%) $1,900 $18,240,000 $5,654,400
800 (~40%) $1,900 $36,480,000 $11,308,800
1,200 (~60%) $1,900 $54,720,000 $16,963,200
1,600 (~80%) $1,900 $72,960,000 $22,617,600
2,000 (~100%) $1,900 $91,200,000 $28,272,000

OPI has been demonstrated to be a cost effective program. As we discussed, the
budgeting process is about making tough choices. Failing to reduce the budget in
OPI would result in reductions in other critical areas.

General Assistance
Question: What happens when General Assistance (GA) individuals’ disability
claims are denied by the Social Security Administration (SSA)?

Answer: When a GA individual is denied by SSA, GA staff members work with
the individual to help them appeal that denial. If the individual has an attorney, the
department works with the individual’s attorney to ensure an appeal is filed timely.
The Social Security Administration has three levels of administrative appeal
following an initial denial of disability benefits (i.e., Reconsideration, Hearing with
an Administrative Law Judge, and Appeals Council Review). It can take three
years or more to reach the final level of administrative appeal. An individual can
remain on GA until all administrative appeals are exhausted. At that point, the GA
consumer would become ineligible for GA, unless the consumer has a new,
different, or worsened medical or mental health condition to consider. Department
staff have developed close relationships with local community action agencies. In
the event that a housed GA consumer becomes ineligible for GA benefits,
department staff will connect the consumer with the local community action
agency to explore alternate housing solutions.
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Question: Do you recoup 100% of funds expended when GA individuals are
awarded Social Security benefits?

Answer: This answer varies on a case-by-case basis. As of Monday, March 13,
2017, 19 GA individuals have been awarded SSI benefits since the program’s
inception July 1, 2016, and the department has recouped approximately 80% of GA
benefits paid to these individuals (i.e., the department has collected over $19,000

in GA benefits paid out of almost $24,000 expended). This recovery total is less
than the 85% recovery rate we anticipated in our HB 4042 fiscal analysis, and is
the result of unanticipated challenges related to reductions is monthly SSI amounts
and ceasing GA benefits with timely notice after notification of SSI allowance
from the Social Security Administration. Our projected percentage of recovery will
be adjusted to reflect this in the future.

Question: Did you use the total amount of funds provided for the administration of
the General Assistance program?

Answer: No. To date, the department has spent less than 10% ($112,126.00) of the
$1.39 million allocated for GA consumers’ monetary assistance this biennium.

Question: Is the GA program sustainable with a one-time investment?

Answer: Unfortunately, no. The department has estimated that 80% of GA
consumers will be approved for SSI benefits, and of that 80% who are approved,
we now estimate that we will recover 80% of funds expended. The funds paid to
individuals who are not awarded SSI will not be recovered. Administrative costs,
including staffing, are not recoverable, and will require continued investments.

Question: What are the funding parameters around housing, utility, and cash
benefits?

Answer: GA recipients are provided up to $545 per month for housing, $90 per
month for utilities, and a $60 per month personal incidental fund (PIF). This
benefits structure was supported by research from Utah, Washington and New
York, which documented that providing housing to individuals with disabilities
resulted in overall cost avoidance by decreasing shelter use, medical expenditures,
and incarcerations. In addition to monetary support, recipients are offered free
assistance with the Social Security Administration application and appeals process.
Housing and utility payments and PIF expenditures are recoverable by DHS when
individuals are awarded SSI benefits.
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Applying for Long Term Services and Supports
Question: Where in the 30 page Oregon Health Plan application would you
indicate you might be interested in/qualify for these services?

Answer: Questions 5-7 on page 16 of the application or pg. 20 of the pdf.
Link: https://aix-xweb1p.state.or.us/es_xweb/DHSforms/Served/he7210.pdf

5) Is anyone legally blind?
6) Does anyone have a disability that will last more than 12 months
AND/OR does anyone need assistance with daily activities such as walking,
eating and remembering?
7) Is anyone eligible for or receiving Supplemental Security Income (SSI)?
For your assistance, we have provided a copy of the application.
Disability Determination Services

Question: Regarding the Disability Determination Services (DDS); how long does
it take to process an application on the state side?

Answer: On average it takes us 72 days to make a medical determination on a
disability claim for SSA. The national average is currently 88 days. We have
many different position classifications in DDS, but the 85 Disability Analysts we
have work closely with our staff medical consultants (both physical and psych
specialties), to make eligibility determinations according to the SSA policies. We
have other support staff, hearing officers, quality assurance, budget, management
and IT staff who all work in support of our mission to make timely and accurate
medical eligibility determinations on claims for SSDI and SSI benefits.

We hope that this answers the Committee’s questions sufficiently. If you have any
further questions, please do not hesitate to contact us. There is no current backlog
of cases and claims are being worked the same day they are received.

Respectfully submitted,

e

Eric Luther Moore
DHS, CFO
503-884-4701


https://aix-xweb1p.state.or.us/es_xweb/DHSforms/Served/he7210.pdf

IMPORTANT - REQUIRED INFORMATION
Please complete and return the following questions for
each person in your household. We asked you some of
these questions on the application, but we need more
information. Without this information, your application
will be delayed.

I Person 1

1. Legal name (first, middle, last and suffix) 2. Birthdate (MM/DD/YYYY)

3. A Social Security number (SSN) is required for everyone who is applying for health coverage and who has
one. If you are applying for coverage and did not give us your SSN on the enclosed Oregon Health Plan
(OHP) Application, please explain why:

(1 Applied for SSN

[J Newborn without SSN

[1 Refuses to obtain an SSN due to religious reasons

[1 Not eligible for an SSN based on immigration status

[J Refuses to provide an SSN OR Does not have an SSN

[J Does not have an SSN and may only be issued an SSN for a valid non-work reason

4. Will your 2016 tax filing information be the same as what you listed for 2017 in the OHP Application?
[J YES. If YES, skip to #5. [1 NO. If NO, complete a-c below.
a. What will your filing status be on your 2016 tax return?
[J Not filing [ Single [ Head of household [ Qualifying Widow(er)
Married filing: (I Jointly [J Separately

If married, spouse’s name?

b. Will you have any tax dependents on your 2016 income tax return? List all dependents regardless of
their age or address.

(I YES. If YES, who First/last name Birthdate:
J No

c. Will you be a dependent on anyone's 2016 income tax return?
(1 YES. If YES, complete A-B below. 1 NO. If NO, skip to #5.

A. List first/last name and birthdate of the tax filer:

B. How are you related to the tax filer?

5. If you are applying for coverage, were you receiving foster care in Oregon when you turned 18?
(1 YES I NO.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. 0
OHP 7213 (Rev 09/16)



REQUIRED INFORMATION, continued

I Person 2

1. Legal name (first, middle, last and suffix) 2. Birthdate (MM/DD/YYYY)

3. A Social Security number (SSN) is required for everyone who is applying for health coverage and who has
one. If Person 2 is applying for coverage and did not give us their SSN on the enclosed Oregon Health Plan
(OHP) Application, please explain why:

[J Applied for SSN

[J Newborn without SSN

[J Refuses to obtain an SSN due to religious reasons

[J Not eligible for an SSN based on immigration status

(1 Refuses to provide an SSN OR Does not have an SSN

[J Does not have an SSN and may only be issued an SSN for a valid non-work reason

4. Will Person 2's 2016 tax filing information be the same as the 2017 tax filing information you listed for them
in the OHP Application?

[J YES. If YES, skip to #5. [1 NO. If NO, complete a-c below.

a. What will Person 2's filing status be on their 2016 tax return?
I Not filing [ Single [ Head of household [ Qualifying Widow(er)
Married filing: [ Jointly [ Separately

If married, spouse’s name?

b. Will Person 2 have any tax dependents on their 2016 income tax return? List all dependents regardless
of their age or address.

I YES. If YES, who First/last name Birthdate:
1 No

c. Will Person 2 be a dependent on anyone's 2016 income tax return?
[ YES. If YES, complete A-B below. [1NO. If NO, skip to #5.
A. List first/last name and birthdate of the tax filer:

B. How is Person 2 related to the tax filer?

5. If Person 2 is applying for coverage, were they receiving foster care in Oregon when they turned 18?
(1 YES I NO.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m.
OHP 7213 (Rev 09/16)



REQUIRED INFORMATION, continued

I Person 3 I
1. Legal name (first, middle, last and suffix) 2. Birthdate (MM/DD/YYYY)

3. A Social Security number (SSN) is required for everyone who is applying for health coverage and who has
one. If Person 3 is applying for coverage and did not give us their SSN on the enclosed Oregon Health Plan
(OHP) Application, please explain why:

[J Applied for SSN

[J Newborn without SSN

[J Refuses to obtain an SSN due to religious reasons

[J Not eligible for an SSN based on immigration status

(1 Refuses to provide an SSN OR Does not have an SSN

[J Does not have an SSN and may only be issued an SSN for a valid non-work reason

4. Will Person 3's 2016 tax filing information be the same as the 2017 tax filing information you listed for them
in the OHP Application?

[J YES. If YES, skip to #5. [1 NO. If NO, complete a-c below.

a. What will Person 3's filing status be on their 2016 tax return?
(I Not filing [ Single [ Head of household [ Qualifying Widow(er)
Married filing: (1 Jointly [ Separately

If married, spouse’s name?

b. Will Person 3 have any tax dependents on their 2016 income tax return? List all dependents regardless
of their age or address.

I YES. If YES, who First/last name Birthdate:
1 No

c. Will Person 3 be a dependent on anyone's 2016 income tax return?
[ YES. If YES, complete A-B below. [1NO. If NO, skip to #5.
A. List first/last name and birthdate of the tax filer:

B. How is Person 3 related to the tax filer?

5. If Person 3 is applying for coverage, were they receiving foster care in Oregon when they turned 18?
(1 YES I NO.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. e
OHP 7213 (Rev 09/16)



REQUIRED INFORMATION, continued

I Person 4

1. Legal name (first, middle, last and suffix) 2. Birthdate (MM/DD/YYYY)

3. A Social Security number (SSN) is required for everyone who is applying for health coverage and who has
one. If Person 4 is applying for coverage and did not give us their SSN on the enclosed Oregon Health Plan
(OHP) Application, please explain why:

[J Applied for SSN

[J Newborn without SSN

[J Refuses to obtain an SSN due to religious reasons

[J Not eligible for an SSN based on immigration status

(1 Refuses to provide an SSN OR Does not have an SSN

[J Does not have an SSN and may only be issued an SSN for a valid non-work reason

4. Will Person 4's 2016 tax filing information be the same as the 2017 tax filing information you listed for them
in the OHP Application?

[J YES. If YES, skip to #5. [1 NO. If NO, complete a-c below.

a. What will Person 4's filing status be on their 2016 tax return?
I Not filing [ Single [ Head of household [ Qualifying Widow(er)
Married filing: [ Jointly [ Separately

If married, spouse’s name?

b. Will Person 4 have any tax dependents on their 2016 income tax return? List all dependents regardless
of their age or address.

I YES. If YES, who First/last name Birthdate:
1 No

c. Will Person 4 be a dependent on anyone's 2016 income tax return?
[ YES. If YES, complete A-B below. [1NO. If NO, skip to #5.
A. List first/last name and birthdate of the tax filer:

B. How is Person 4 related to the tax filer?

5. If Person 4 is applying for coverage, were they receiving foster care in Oregon when they turned 18?
(1 YES I NO.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m.
OHP 7213 (Rev 09/16)



Application for Oregon
Health Plan Coverage

Need help with this
application?

Get expert help at no cost from a certified insurance agent, community

partner or customer service representative:

o Visit www.OregonHealthCare.gov to find agents and community
partners who can help you apply.

e Call OHP Customer Service at 1-800-699-9075 to get help or to request
a list of agents and community partners in your area. You can ask for
help in a different language, too.

Information you will
need to provide on

this application:

You will need the following information for everyone in your household:

Social Security number for everyone who has one and is applying

Alien Resident number for everyone who has one and is applying (you

may qualify even if you don’t have one)

Birth dates

Income and deductions (for example, from pay stubs or W-2 forms)

Information about health insurance available to you through an

employer

AFTER COMPLETING YOUR APPLICATION MAIL OR FAX TO:

Mail:

OHP Customer Service
P.O. Box 14015

Salem, OR 97309-5032

Fax:
503-378-5628

Be sure to fill out all necessary pages and SIGN your application before sending.

OFFICIAL USE ONLY

Date of request Received

Program Branch Case no. Worker ID
Case name Route to
Prime no. SSN App status
Office use

OHA 7210 (Rev 09/16)




How do we use
your information?

First we’ll ask some basic questions about each person. Then we’ll ask about
income, current health insurance, disabilities and Tribal ancestry.

We’'ll keep all the information you provide private, as required by law.
See our privacy policy in the Application Guide for more information.

Who to include on
this application

We need you to tell us about yourself and everyone else in your household.

Your household includes the people below:

e You.

e Your legal spouse.

e Your children. Include children of all ages who you claim as dependents on
your taxes.

® Your live-in partner if you have a child together.

¢ Anyone else you include on your federal income tax return; even if they do
not live with you.

Important: Is someone living with you who is not on the list above? If they
want health coverage, they must fill out a separate application.

Please write clearly and provide as much information as possible about each
person when filling out this application.

If you are applying for more than four people, please make copies of
pages 5-6 and complete them for those people.

STEP 1 ‘ TELL US ABOUT YOURSELF You'll be our primary contact

1. Legal name (first, middle, last and suffix) 2. Maiden or other names used (first, middle, last)

3. Social Security number (SSN) — An SSN is required for everyone who is applying for health coverage and
who has one. An SSN is optional for others, but providing an SSN can speed up the application process.

[J Don’t have an SSN [ Have applied for an SSN

4. Birthdate (MM/DD/YYYY)

5. Sex: 6. Phone number 0 Home [ Work [ Cell
[0 Male [ Female ( )

7. Do you live in Oregon? Answer yes, even if you are in Oregon to look for work or because of a job.
Only answer if you are applying for health coverage for yourself. [1Yes [1No

8. Email address

9. Home address (skip to #15 if you don’t have one) 10. Apartment/Unit #

11. City

12. County 13. State 14. ZIP code

15. If you don’t have a home address, please tell us where you spend the majority of your time and then give

us a mailing address (#16). County: State: ZIP code:
16. Mailing address (only required if different from home address) 17. Apartment/Unit #
18. City 19. State 20. ZIP code

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. e

OHA 7210 (Rev 09/16)



3118 Q Primary Contact, continued

21.

In what language do you want us to speak with you?

22.

In what language do you want us to write to you?

23.

Do you need written materials in an alternate format? [JYes [ No

If yes, which? [ Braille [(J Oral presentation [ Computer disk [1 Audio tape [ Large print

24,

Are you pregnant? [J Yes [ No

25.

Is anyone else in your household pregnant? [ Yes [ No

26.

Do you, the primary contact, plan to file a 2017 federal income tax return in 2018? Answer “yes” if you
plan to file, even if you will not owe taxes or are getting a refund. You can apply for health coverage, even
if you don’t plan to file taxes.

[ YES. If yes, complete a-b below. [ NO. If no, skip to #27.

a. What will your filing status be on your 2017 tax return?
[ Single [0 Head of household [ Qualifying Widow(er) Married filing: (1 Jointly [J Separately

If married, spouse’s name?

b. Do you have any tax dependents? List all dependents regardless of their age or address. (1 Yes [1 No

First/last name and birthdate of each dependent:

Note: for each person listed as a dependent, complete Step 2.

27. Are you claimed as a dependent on anyone else’s tax return? [ Yes [1 No

If yes, list first/last name and birthdate of the tax filer:

How are you related to the tax filer?

28.

If Hispanic/Latino ethnicity — check all that apply

0 Mexican J Mexican American [J Chicano/a [0 Puerto Rican J Cuban OJ Other [ Decline to answer

29.

Race — check all that apply
[0 American Indian or Alaska Native [J Asian Indian [J Black or African American [ Chinese
I Filipino [ Guamanian or Chamorro [ Japanese [1 Korean [ Native Hawaiian [1 Other Asian

O Other Pacific Islander [0 Samoan O Vietnamese [ White [0 Decline to answer

30.

Are you applying for health coverage for yourself? You can apply even if you already have health
coverage.

J YES. If yes, go to #31. [1 NO. If no, skip to page 5 for Step 2.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. e
OHA 7210 (Rev 09/16)



{28 & Primary Contact, continued

31. Are you a U.S. citizen or national? [J YES. If yes, skip to #33. [ NO

32.

If you are not a U.S. citizen or national, do you have an eligible immigration status?
We only use this information to determine eligibility. See the Application Guide for more information
about eligible immigration statuses.

[ YES. If yes, complete a-f. [ NO. If no, skip to #33.

a. Immigration document type:

b. Document ID #:

c. Status:

d. Date status gained:

e. Have you lived in the U.S. since 19967 [1 Yes [1No

f. Are you, your spouse or a parent a veteran or an active-duty member
of the U.S. military? [ Yes [ No

33.

Are you the primary caretaker for any children under age 19 who: 1) live with you and 2) are related
to you but are not your own children? For example, a grandparent who is the primary caretaker for a
grandchild.

[JYes O No

If yes, list first/last name of child(ren). Do not include your adopted, biological or step children:

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m.
OHA 7210 (Rev 09/16)



3T FF {Q ADDITIONAL HOUSEHOLD MEMBER — PERSON 2

Complete Step 2 for everyone in your household. See page 2 for more information about who to include on
your application.

If you are listing more than four people in your household, please make copies of pages 5-6 and complete
them for those people.

1. Legal name (first, middle, last and suffix) 2. Maiden or other names used (first, middle, last)

3. Relationship to you

4. Social Security number (SSN) — An SSN is required for everyone who is applying for health coverage and
who has one. An SSN is optional for others, but providing an SSN can speed up the application process.

(1 Don’t have an SSN [1 Have applied for an SSN

5. Birthdate (MM/DD/YYYY) 6. Sex: [0 Male [ Female

7. Does Person 2 live in Oregon? Answer yes, even if you are in Oregon to look for work or because of a job.
Only answer if you are applying for health coverage for Person 2. [1Yes [ No

8. Does Person 2 live at the same address as you? [1 Yes [ No

a. If no, why not? (choose one) [J Alcohol/drug rehab facility [J Foster care [ Incarcerated
(1 Job [J Long term medical care [1 Mental health facility 1 Military [J Other facility [J School
[1 Separate residence [ Short term medical care [1 No home address

b. If no, list home address:

9. Does Person 2 plan to file a 2017 federal income tax return in 2018? Answer “yes” if Person 2 plans to
file, even if they will not owe taxes or are getting a refund. Person 2 can apply for health coverage, even
if they don’t plan to file taxes.

L YES. If yes, complete a-b below. [1 NO. If no, skip to #10.

a. What will Person 2's filing status be on their 2017 tax return?
[ Single [0 Head of household [J Qualifying Widow(er) Married filing: [ Jointly [ Separately

If married, spouse’s name?

b. Does Person 2 have any tax dependents? List all dependents regardless of their age or address.
[1Yes [1No

First/last name and birthdate of each dependent:

Note: for each person listed as a dependent, complete Step 2.

10. Is Person 2 claimed as a dependent on anyone else’s tax return? [ Yes [1 No

If yes, list first/last name and birthdate of the tax filer:

How is Person 2 related to the tax filer?

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. e
OHA 7210 (Rev 09/16)



AP L Person 2, continued

11. If Hispanic/Latino ethnicity — check all that apply
[0 Mexican J Mexican American [J Chicano/a J Puerto Rican [0 Cuban J Other [J Decline to answer

12. Race — check all that apply
[J American Indian or Alaska Native [ Asian Indian [ Black or African American [J Chinese
(I Filipino [J Guamanian or Chamorro [ Japanese [ Korean [ Native Hawaiian [J Other Asian
[J Other Pacific Islander [J Samoan [J Vietnamese [J White [ Decline to answer

13. Is Person 2 applying for health coverage? Person 2 can apply even if they already have health coverage.
[J YES. If yes, go to #14.

I NO. If no, and there is someone else you need to include on this application, skip to page 7. If there is
no one else you need to include on this application, skip to page 11 for Step 3.

14. Is Person 2 a U.S. citizen or national? [ YES. If yes, skip to #16. [1 NO

15. If Person 2 is not a U.S. citizen or national, does Person 2 have an eligible immigration status?
We only use this information to determine eligibility. See the Application Guide for more information
about eligible immigration statuses.

L1 YES. If yes, complete a-f. [1 NO. If no, skip to #16.

a. Immigration document type:

b. Document ID #:

. Status:

C
d. Date status gained:

e. Has Person 2 lived in the U.S. since 19967 [] Yes [ No

bl

Is Person 2, their spouse or a parent a veteran or an active-duty member
of the U.S. military? [ Yes [ No

16. Is Person 2 the primary caretaker for any children under age 19 who: 1) live with Person 2 and 2) are
related to Person 2 but are not Person 2's own children? For example, a grandparent who is the primary
caretaker for a grandchild.

[0 Yes OO No

If yes, list first/last name of child(ren). Do not include Person 2's adopted, biological or step children:

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. o
OHA 7210 (Rev 09/16)



3T FF {Q ADDITIONAL HOUSEHOLD MEMBER — PERSON 3

1. Legal name (first, middle, last and suffix) 2. Maiden or other names used (first, middle, last)

3. Relationship to you

4. Social Security number (SSN) — An SSN is required for everyone who is applying for health coverage and
who has one. An SSN is optional for others, but providing an SSN can speed up the application process.

[J Don’t have an SSN [ Have applied for an SSN

5. Birthdate (MM/DD/YYYY) 6. Sex: [0 Male [ Female

7. Does Person 3 live in Oregon? Answer yes, even if you are in Oregon to look for work or because of a job.
Only answer if you are applying for health coverage for Person 3. [1Yes [ No

8. Does Person 3 live at the same address as you? [ Yes 1 No

a. If no, why not? (choose one) 1 Alcohol/drug rehab facility [J Foster care [ Incarcerated
[ Job I Long term medical care L1 Mental health facility 1 Military (1 Other facility (1 School
[] Separate residence [ Short term medical care [1 No home address

b. If no, list home address:

9. Does Person 3 plan to file a 2017 federal income tax return in 2018? Answer “yes” if Person 3 plans to
file, even if they will not owe taxes or are getting a refund. Person 3 can apply for health coverage, even
if they don’t plan to file taxes.

1 YES. If yes, complete a-b below. [1 NO. If no, skip to #10.

a. What will Person 3's filing status be on their 2017 tax return?
[ Single [0 Head of household [ Qualifying Widow(er) Married filing: (1 Jointly [J Separately

If married, spouse’s name?

b. Does Person 3 have any tax dependents? List all dependents regardless of their age or address.
[1Yes [1No

First/last name and birthdate of each dependent:

Note: for each person listed as a dependent, complete Step 2.

10. Is Person 3 claimed as a dependent on anyone else’s tax return? [ Yes [1 No

If yes, list first/last name and birthdate of the tax filer:

How is Person 3 related to the tax filer?

11. If Hispanic/Latino ethnicity — check all that apply
[0 Mexican [0 Mexican American [ Chicano/a [0 Puerto Rican [0 Cuban [0 Other [ Decline to answer

12. Race — check all that apply

O American Indian or Alaska Native [0 Asian Indian O Black or African American [ Chinese
1 Filipino 1 Guamanian or Chamorro [ Japanese [ Korean [ Native Hawaiian [1 Other Asian
O Other Pacific Islander [0 Samoan O Vietnamese [0 White [ Decline to answer

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. o
OHA 7210 (Rev 09/16)



JIA: P L Person 3, continued

13. Is Person 3 applying for health coverage? Person 3 can apply even if they already have health coverage.
L1 YES. If yes, go to #14.

O NO. If no, and there is someone else you need to include on this application, skip to page 9. If there is
no one else you need to include on this application, skip to page 11 for Step 3.

14. Is Person 3 a U.S. citizen or national? [J YES. If yes, skip to #16. [J NO

15. If Person 3 is not a U.S. citizen or national, does Person 3 have an eligible immigration status?
We only use this information to determine eligibility. See the Application Guide for more information
about eligible immigration statuses.

I YES. If yes, complete a-f. [1NO. If no, skip to #16.

. Immigration document type:

o Q

. Document ID #:

. Status:

o O

. Date status gained:
. Has Person 3 lived in the U.S. since 19967 [ Yes [ No

)

f. Is Person 3, their spouse or a parent a veteran or an active-duty member
of the U.S. military? [J Yes [0 No

16. Is Person 3 the primary caretaker for any children under age 19 who: 1) live with Person 3 and 2) are
related to Person 3 but are not Person 3's own children? For example, a grandparent who is the primary
caretaker for a grandchild.

[JYes O No

If yes, list first/last name of child(ren). Do not include Person 3's adopted, biological or step children:

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. e
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313 F {9 ADDITIONAL HOUSEHOLD MEMBER — PERSON 4

1. Legal name (first, middle, last and suffix) 2. Maiden or other names used (first, middle, last)

3. Relationship to you

4. Social Security number (SSN) — An SSN is required for everyone who is applying for health coverage and
who has one. An SSN is optional for others, but providing an SSN can speed up the application process.

[J Don’t have an SSN [ Have applied for an SSN

5. Birthdate (MM/DD/YYYY) 6. Sex: [0 Male [ Female

7. Does Person 4 live in Oregon? Answer yes, even if you are in Oregon to look for work or because of a job.
Only answer if you are applying for health coverage for Person 4. [1Yes [ No

8. Does Person 4 live at the same address as you? [ Yes 1 No

a. If no, why not? (choose one) 1 Alcohol/drug rehab facility [J Foster care [ Incarcerated
[ Job I Long term medical care L1 Mental health facility 1 Military (1 Other facility (1 School
[] Separate residence [ Short term medical care [1 No home address

b. If no, list home address:

9. Does Person 4 plan to file a 2017 federal income tax return in 2018? Answer “yes” if Person 4 plans to
file, even if they will not owe taxes or are getting a refund. Person 4 can apply for health coverage, even
if they don’t plan to file taxes.

1 YES. If yes, complete a-b below. [1 NO. If no, skip to #10.

a. What will Person 4's filing status be on their 2017 tax return?
[ Single [0 Head of household [ Qualifying Widow(er) Married filing: (1 Jointly [J Separately

If married, spouse’s name?

b. Does Person 4 have any tax dependents? List all dependents regardless of their age or address.
[1Yes [1No

First/last name and birthdate of each dependent:

Note: for each person listed as a dependent, complete Step 2.

10. Is Person 4 claimed as a dependent on anyone else’s tax return? [ Yes [1 No

If yes, list first/last name and birthdate of the tax filer:

How is Person 4 related to the tax filer?

11. If Hispanic/Latino ethnicity — check all that apply
[0 Mexican [0 Mexican American [ Chicano/a [0 Puerto Rican [0 Cuban [0 Other [ Decline to answer

12. Race — check all that apply

O American Indian or Alaska Native [0 Asian Indian O Black or African American [ Chinese
1 Filipino 1 Guamanian or Chamorro [ Japanese [ Korean [ Native Hawaiian [1 Other Asian
O Other Pacific Islander [0 Samoan O Vietnamese [0 White [ Decline to answer

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. o
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JPA P L8 Person 4, continued

13. Is Person 4 applying for health coverage? Person 4 can apply even if they already have health coverage.
L1 YES. If yes, go to #14.
J NO. If no, skip to page 11 for Step 3.

14. Is Person 4 a U.S. citizen or national? [ YES. If yes, skip to #16. [1 NO

15. If Person 4 is not a U.S. citizen or national, does Person 4 have an eligible immigration status?
We only use this information to determine eligibility. See the Application Guide for more information
about eligible immigration statuses.

] YES. If yes, complete a-f. [1 NO. If no, skip to #16.

a. Immigration document type:

b. Document ID #:

c. Status:

d. Date status gained:

e. Has Person 4 lived in the U.S. since 19967 [ Yes [ No

f. Is Person 4, their spouse or a parent a veteran or an active-duty member
of the U.S. military? [ Yes [ No

16. Is Person 4 the primary caretaker for any children under age 19 who: 1) live with Person 4 and 2) are
related to Person 4 but are not Person 4's own children? For example, a grandparent who is the primary
caretaker for a grandchild.

[JYes O No

If yes, list first/last name of child(ren). Do not include Person 4's adopted, biological or step children:

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
OHA 7210 (Rev 09/16)



31328 ) INCOME AND DEDUCTIONS

Does anyone listed on your application have income and/or deductions?

[ Yes. If yes, complete Step 3 for each person. [1 No. If no, skip to page 15 for Step 4.

1. Who has income and/or deductions?

First/last name

Birthdate (MM/DD/YYYY)

2. INCOME FROM JOB(S): If employed by someone else: Tell us how much this person makes in
wages/tips (before taxes) at each job. Attach another sheet of paper if this person has more than five jobs.
If self-employed: Check the box below and then tell us how much net profit (income after all business costs
have been deducted) this person makes. Write N/A if no one gets income from a job.

This
month

Next
month

Estimated total

income this year

JOB 1

Business name and address (include city and state)

Job start date (MM/YYYY):
[ Self-employed? Type of work:

JOB 2

Business name and address (include city and state)

Job start date (MM/YYYY):
1 Self-employed? Type of work:

JOB 3

Business name and address (include city and state)

Job start date (MM/YYYY):
[ Self-employed? Type of work:

JOB 4

Business name and address (include city and state)

Job start date (MM/YYYY):
] Self-employed? Type of work:

JOB 5

Business name and address (include city and state)

Job start date (MM/YYYY):
1 Self-employed? Type of work:

s

s

s

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
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30328 ) INCOME AND DEDUCTIONS, continued

3. OTHER INCOME: Some people receive income from other sources. Tell us if this person receives income
from any of the sources listed below. Don’t include child support, veteran’s payments or Supplemental
Security Income (SSI) because they are not taxable. Write N/A if no one gets other income.

This Next Estimated total
month | month | income this year
Unemployment. Name of state or employer paying: S S S
Retirement/pension S S S
Capital gains S S S
Investments S S S
Net rental/royalty S S S
Net farming/fishing S S S
Prizes/awards/gambling S S S
Alimony received S S S
Per capita payments from casinos S S S
Taxable Tribal income S S S
Other taxable income S S S
Social Security/SSDI (include both taxable and non-taxable amounts) | S S S

4. DEDUCTIONS: Some people can deduct certain things they pay for on their federal income tax return.
Tell us about the following deductions this person claims on his/her taxes. Don’t include costs that were
already deducted from self-employment income on the previous page. Write N/A if no one had deductions.

This Next Estimated total
month | month | deductions this year

Alimony paid

Student loan interest

Educator expenses

IRA contributions

Tuition/fees
Other deductions

v unmnnmnnmnnn
v unmnnmnnmnnn
v unmnnmnnmnnmnn

IMPORTANT!

If you write down income/deduction information, make sure you write amounts
for This month, Next month and Estimated total income this year, even if it is 0.
If you leave an area blank, we may have to ask you for more information.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
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30328 ) INCOME AND DEDUCTIONS, continued

If more than two people listed on your application have income or deductions, make a copy of the front and
back of this page before filling it out and include it with your application.

1. Who has income and/or deductions?

First/last name

Birthdate (MM/DD/YYYY)

2. INCOME FROM JOB(S): If employed by someone else: Tell us how much this person makes in wages/tips

(before taxes) at each job. Attach another sheet of paper if this person has more than five jobs.
If self-employed: Check the box below and then tell us how much net profit (income after all business costs
have been deducted) this person makes. Write N/A if no one gets income from a job.

This
month

Next Estimated total

month | income this year

JOB1

Business name and address (include city and state)

Job start date (MM/YYYY):
[ Self-employed? Type of work:

JOB 2

Business name and address (include city and state)

Job start date (MM/YYYY):
] Self-employed? Type of work:

JOB3

Business name and address (include city and state)

Job start date (MM/YYYY):
1 Self-employed? Type of work:

JOB 4

Business name and address (include city and state)

Job start date (MM/YYYY):
[ Self-employed? Type of work:

JOB 5

Business name and address (include city and state)

Job start date (MM/YYYY):
] Self-employed? Type of work:

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m.

OHA 7210 (Rev 09/16)
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30328 ) INCOME AND DEDUCTIONS, continued

3. OTHER INCOME: Some people receive income from other sources. Tell us if this person receives income
from any of the sources listed below. Don’t include child support, veteran’s payments or Supplemental
Security Income (SSI) because they are not taxable. Write N/A if no one gets other income.

This Next Estimated total
month | month | income this year
Unemployment. Name of state or employer paying: S S S
Retirement/pension S S S
Capital gains S S S
Investments S S S
Net rental/royalty S S S
Net farming/fishing S S S
Prizes/awards/gambling S S S
Alimony received S S S
Per capita payments from casinos S S S
Taxable Tribal income S S S
Other taxable income S S S
Social Security/SSDI (include both taxable and non-taxable amounts) | S S S

4. DEDUCTIONS: Some people can deduct certain things they pay for on their federal income tax return.
Tell us about the following deductions this person claims on his/her taxes. Don’t include costs that were
already deducted from self-employment income on the previous page. Write N/A if no one had deductions.

This Next
month | month

Estimated total
deductions this year

Alimony paid

Student loan interest

Educator expenses

IRA contributions

Tuition/fees

Other deductions

v unmnnmnnmnnn
v unmnnmnnmnnn

v unmnnmnnmnnmnn

Continue to Step 4 if no one else has income.
YOU’RE ALMOST DONE WITH YOUR APPLICATION!

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
OHA 7210 (Rev 09/16)



2 ADDITIONAL HOUSEHOLD QUESTIONS

Please answer questions 1-2 for everyone listed on your application, whether they are applying for health
coverage or not, even if the answer is no. If you need more room, make a copy of this page before filling it
out and attach it to your application.

1. Is anyone pregnant? [1 YES. If yes, give us their information. (I NO.
For "Due date", provide your best guess, even if you have not seen a doctor yet.

Birthdate How many children are expected?
First/last name (MM/DD/YYYY) | Due date Leave blank if unknown

2. Is anyone incarcerated? [ YES. If yes, give us their information. [1 NO.

First/last name Birthdate (MM/DD/YYYY) | Expected release date

Please answer questions 3-9 only for people listed on your application who are applying for health coverage,
even if the answer is no.

3. Is anyone an enrolled member of a Federally recognized Tribe, Band, or Pueblo or a shareholder in a
regional Alaska Native Corporation or Village? (1 YES. If yes, give us their information. [ NO.

First/last name Birthdate (MM/DD/YYYY) | Tribe name

4. Does anyone have a parent or grandparent who is an enrolled member of a Federally recognized Tribe,
Band or Pueblo or a shareholder in a regional Alaska Native Corporation or Village AND/OR is anyone
receiving or eligible to receive services from Indian Health Services, Tribal Health Clinics or Urban Indian
Clinics? [ YES. If yes, give us their information. [ NO.

First/last name Birthdate (MM/DD/YYYY)

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
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STEP %9 ADDITIONAL HOUSEHOLD QUESTIONS, continued

5. Is anyone legally blind? [J YES. If yes, give us their information. [J NO.

First/last name Birthdate (MM/DD/YYYY)

6. Does anyone have a disability that will last more than 12 months AND/OR does anyone need assistance
with daily activities such as walking, eating and remembering?
1 YES. If yes, give us their information. [ NO.

First/last name Birthdate (MM/DD/YYYY)

7. Is anyone eligible for or receiving Supplemental Security Income (SSI)?
1 YES. If yes, give us their information. 1 NO.

First/last name Birthdate (MM/DD/YYYY)

8. Is anyone 18 years old and a full-time high school student? [ YES. If yes, give us their information. [ NO.

First/last name Birthdate (MM/DD/YYYY)

9. Does anyone have any unpaid medical bills from the last 3 months OR has anyone received free medical
services in the last 3 months? [ YES. If yes, give us their information. [ NO.

First/last name Birthdate (MM/DD/YYYY)

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
OHA 7210 (Rev 09/16)



298 CURRENT HEALTH INSURANCE

Is anyone covered by, offered or eligible for health insurance? Answer yes even if they decided not to enroll
due to cost, quality of coverage or another reason.

1 YES. If yes, complete 1-3 for each person. [ NO. If no, skip to page 19 for Step 6.

I First/last name: Birthdate (MM/DD/YYYY):

1. List the health insurance this person is covered by, offered or eligible for:

a. Type of insurance: [ Private (1 Employer [1 COBRA [ Medicare [1 TRICARE [ Peace Corps
[J VA health care programs [1 Retiree health plan

b. If known, expected: Start date: End date:

c. Is this person enrolled in the plan? [ YES. If yes, give the following information. [ NO

Insurance company hame: Policy ID:

Policyholder name: Policyholder birthdate:

2. Is this person covered by health insurance but unable to use their health benefits?
[J Yes, because of: [1 Safety concerns [ Distance from providers [ Other reasons
1 No

3. Is this person enrolled in Medicaid/CHIP in any state (e.g., Oregon Health Plan in Oregon)?

(1 Yes. If yes, in which state? Expected end date:
1 No
First/last name: Birthdate (MM/DD/YYYY):

1. List the health insurance this person is covered by, offered or eligible for:

a. Type of insurance: [ Private [J Employer [1 COBRA [J Medicare [ TRICARE [] Peace Corps
[J VA health care programs [] Retiree health plan

b. If known, expected: Start date: End date:

c. Is this person enrolled in the plan? [ YES. If yes, give the following information. [J NO
Insurance company name: Policy ID:

Policyholder name: Policyholder birthdate:

2. Is this person covered by health insurance but unable to use their health benefits?

[J Yes, because of: [ Safety concerns [ Distance from providers [ Other reasons
1 No

3. Is this person enrolled in Medicaid/CHIP in any state (e.g., Oregon Health Plan in Oregon)?
(1 Yes. If yes, in which state? Expected end date:
LI No

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. Q
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ARV CURRENT HEALTH INSURANCE, continued

I First/last name: Birthdate (MM/DD/YYYY):

1. List the health insurance this person is covered by, offered or eligible for:

a. Type of insurance: [ Private [J Employer [1 COBRA I Medicare [] TRICARE [] Peace Corps
1 VA health care programs [ Retiree health plan

b. If known, expected: Start date: End date:

c. Is this person enrolled in the plan? [ YES. If yes, give the following information. [ NO

Insurance company name: Policy ID:

Policyholder name: Policyholder birthdate:

2. Is this person covered by health insurance but unable to use their health benefits?
I Yes, because of: [1 Safety concerns [ Distance from providers [1 Other reasons
1 No

3. Is this person enrolled in Medicaid/CHIP in any state (e.g., Oregon Health Plan in Oregon)?

(1 Yes. If yes, in which state? Expected end date:
1 No
First/last name: Birthdate (MM/DD/YYYY):

1. List the health insurance this person is covered by, offered or eligible for:

a. Type of insurance: [ Private [J Employer [1 COBRA [J Medicare [J TRICARE [] Peace Corps
[J VA health care programs [] Retiree health plan

b. If known, expected: Start date: End date:

c. Is this person enrolled in the plan? [ YES. If yes, give the following information. [J NO
Insurance company name: Policy ID:

Policyholder name: Policyholder birthdate:

2. Is this person covered by health insurance but unable to use their health benefits?
[J Yes, because of: [ Safety concerns [ Distance from providers [J Other reasons
LI No

3. Is this person enrolled in Medicaid/CHIP in any state (e.g., Oregon Health Plan in Oregon)?
1 Yes. If yes, in which state? Expected end date:
LI No

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
OHA 7210 (Rev 09/16)



STEP 6 READ AND SIGN

I’'m signing this application under penalty of perjury, which means I've provided true answers to all the
guestions on this form to the best of my knowledge. | know | may be subject to penalties or be liable for
overpayments under federal law if | provide false and or untrue information.

| know | must tell the Oregon Health Authority (OHA) if anything changes and is different from what | wrote
on this application. | can call 1-800-699-9075 to report any changes. | understand that a change in my
information could affect the eligibility for member(s) of my household.

| know that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, sex,
age, sexual orientation, gender identity or disability. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/office/

| have read the Application Guide and agree to all sections. (You can find the Application Guide online at
www.OHP.oregon.gov.)

State law says that all individuals receiving Oregon Health Plan (OHP) automatically give OHA the right to
payments from others that were legally liable to pay some or all medical expenses for those individuals. This
includes other health insurance, liability insurance or other individuals. It also includes any payments that are
due to you because another person injured you. The right to the payment will not exceed the amount paid by
OHP or your coordinated care organization.

| agree to notify OHA (or its designee) and my coordinated care organization when | am pursuing a claim
against anyone who injured me or another member of my family who receives OHP and, when requested, to
provide information that is needed to get the reimbursements.

USE OF SOCIAL SECURITY NUMBER (SSN)

These federal laws say that anyone applying for medical benefits must provide an SSN: Federal laws - 42 USC
1320b-7(a), 7 USC 2011-2036, 42 CFR 435.910, 42 CFR 435.920, 42 CFR 457.340(b). When you write your SSN
on the application it means you give permission to OHA to use it and tell others about it for these reasons:

e To help us decide if you qualify for benefits. We will use the SSNs you provide to make sure the income
and assets you listed on this application are correct. We will match information from other state and
federal records, such as the Internal Revenue Service, Department of Revenue, Medicaid, child support,
Social Security and unemployment benefits.

e To write reports about the Oregon Health Plan.
e To administer the program you apply for or receive benefits from, if necessary.
e To help us improve programs by doing quality reviews and other activities.

e To make sure we have given you the correct amount of benefits and to recover money if we have overpaid
benefits.

YOUR RIGHT TO A HEARING

If you disagree with the decisions OHA makes regarding your eligibility or you do not get a decision from
us within 45 days, you have the right to request a hearing. You also have the right to choose an authorized
representative to act on your behalf during the hearing process.

We encourage you to call us at 1-800-699-9075 to ask questions about your eligibility or the process, or
provide us with additional information about yourself and/or your household.

If you want a hearing, you must request it within 90 days of the date on the eligibility notice you will receive
(in the mail or email). Your deadline to request a hearing does not change even if you contact us.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
OHA 7210 (Rev 09/16)



STEP 6 READ AND SIGN, continued

DID AN AGENT OR COMMUNITY PARTNER HELP YOU?

If a certified insurance agent or community partner helped you with this application, please provide his/her
information.

Agent/Assister name Organization name Assister ID

Date of request (Official use only)

ACCESS TO INCOME DATA IN FUTURE YEARS

To see if you qualify for Oregon Health Plan coverage in future years, you can give the Oregon Health
Authority (OHA) ongoing permission to access your income data (including your tax returns, in some cases).
If you choose to do this, you can opt out at any time by contacting us at 1-800-699-9075. You can also
update the income information you provided on this application at any time. Would you like to allow OHA to
access your income information in future years? [ Yes [ No

NOT REGISTERED TO VOTE WHERE YOU LIVE NOW?
If you are not registered to vote where you live now, would you like to register to vote today? L1 Yes [1 No.

Applying to register, or declining to register to vote will not affect the amount of assistance you
will be provided by this agency.

SIGN THIS APPLICATION

The primary contact who completed Step 1 should sign this application. By signing this application, you
confirm that you have permission from all people on this application to both submit their information and
receive communications about their eligibility and enroliment.

If you have an authorized representative, that person may sign for you. If you are an authorized
representative you may sign here only if you and the applicant have completed and signed the Authorized
Representative form (Appendix B).

Printed name Signature Date (MM/DD/YYYY)
SUPPLEMENTAL PAGES: APPENDIX A, Band C HOW TO SEND YOUR APPLICATION
e Use Appendix A to choose a coordinated care organization Send your signed application to us by
and/or dental plan. If you do not choose a CCO now, you will be | mail or fax.
automatically enrolled into a plan in your area. Mail OHP Customer Service
e Use Appendix B to choose and tell us about your authorized P.0O. Box 14015
representative if you have one. You will need to complete Salem, OR 97309-5032

this form before your authorized representative can sign the
application and/or talk to OHA on your behalf.

e Use Appendix C to authorize a Community Partner Organization
to see and use your personal information to help you apply for
health coverage.

Fax: 503-378-5628

CONGRATULATIONS, YOU’RE DONE! WHAT HAPPENS NEXT?

We'll let you know what you and your family qualify for soon. If you don’t hear from us within 45 days,
call 1-800-699-9075.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
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APPENDIX A
CHOOSE A COORDINATED CARE ORGANIZATION (CCO)

Most OHP members are enrolled in a CCO in their area.

A CCO is a local network of all types of healthcare providers that include physical health, addictions and mental
health, and sometimes, dental care providers. These providers work together in their communities to serve
OHP members.

You can tell us your first and second choices for your CCO below. To find a list of CCOs in your area and to find
out more about them, go to www.OHP.Oregon.gov. You may want to ask your provider(s) which CCO they
accept. In addition, different CCO enrollment options apply to individuals who receive Medicare. Please see the
Application Guide for more information if you receive Medicare.

Note: Tribal information for people who qualify for OHP

Please note the following for any household member who: 1) is an enrolled Tribal member, 2) has a parent or
grandparent who is an enrolled Tribal member, and/or 3) is eligible for services at Indian Health Services, Tribal
Health Clinics and Urban Indian Clinics:

e If you qualify for OHP, you will be covered by an open card, UNLESS you choose to enroll in a CCO (if
available) by entering your choices below. If you do not want to enroll in a CCO, do not enter anything in the
boxes below.

e You can still get care through Indian Health Services, Tribal Health Clinics and Urban Indian Clinics whether
you‘re enrolled in a CCO or on an open card.

CHOOSE A CCO

Use the boxes below to tell us which CCO you prefer. You are not required to choose a CCO now. But, if
you do not make a choice now, a CCO will be selected for you based on where you live (unless the Tribal
exceptions listed above apply to you).

If your choices are not available, you may be contacted to choose a different CCO.

I CCO — 1st choice: I

I CCO - 2nd choice: I

Please refer to the Application Guide for more information about choosing a CCO.

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
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APPENDIX B

AUTHORIZED REPRESENTATIVE

You can choose an authorized representative to talk to the Oregon Health Authority. If you'd like to choose
an authorized representative, please use this form to tell us about the person you have chosen. You and your
authorized representative must sign this form. If you designated an authorized representative before, the
person listed below will replace them.

1. You can choose an individual or an organization to be your authorized representative. If your authorized
representative is an: [J Individual, complete a. [] Organization, complete b.

a. Individual: Legal name (first, middle, last and suffix)
Birthdate (MM/DD/YYYY)

b. Organization: Organization name

Organization contact name (first, middle, last and suffix)
Organization contact birthdate (MM/DD/YYYY)

2. Mailing address 3. Apartment/Unit #
4. City 5. State 6. ZIP code
7. County 8. Email address

9. What is your relationship to the authorized representative?

O Power of Attorney 0O Outside entity O Legal Guardianship O Executor O Friend O Spouse
O Statutory benefit payee O Family member O Parent of a minor O Other:

10. Print applicant name 11. Applicant birthdate

12. Applicant Signature 13. Date

AUTHORIZED REPRESENTATIVE: By signing below, | understand that | am liable for repayment of an
overpayment if | knowingly withhold or give incorrect or incomplete information. | also understand that |
must maintain the confidentiality of any information provided by the Oregon Health Authority, regarding the
applicant and anyone listed on the application.

14. Print authorized representative name

15. Authorized representative signature Date

You can return this form with your application or send it separately by:
e Fax to 503-378-5628 or
e Mail to OHP Customer Service, PO Box 14015, Salem, OR 97309-5032
OHA 0232 (11/15)

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. e
OHA 7210 (Rev 09/16)



APPENDIX C
COMMUNITY PARTNER ASSISTANCE CONSENT — OHP 6610 (04/16)

1. Community Partner Organization name 2. Application Assister name | 3. Assister ID#
4. Address 5. City 6. State 7. ZIP code

8. Name (first, middle, last) 9. Applicant date of birth | 10. Applicant phone #

11. Total # of household members: 12. # of household members over 18:

APPLICANT: | agree to let the Community Partner Organization and Application Assister listed above see and
use my personal information to help me apply for health coverage.

If applying for, enrolling in, maintaining and/or changing my health coverage through a Public Medical
Program (includes the Oregon Health Plan, CAWEM and CAWEM Plus): | agree to let the Oregon Health
Authority (OHA) share my application, enrollment details and status, plan benefits, and protected health
information with the Community Partner Organization and Application Assister listed above. The Community
Partner Organization is required to protect and keep any signed information private. | authorize OHA to add
this Community Partner Organization and the Application Assister identified above to my case file confirming
that | allow this disclosure.

| understand that the Community Partner Organization and the | understand that the Community

individual Application Assister WILL: Partner Organization and the

* Tell me about what health insurance and financial help | may qualify |individual Application Assister MAY
for; NOT:

e Help me enroll in and share my application information with a Public | ® Charge me a fee for any
Medical Program or a Qualified Health Plan (QHP); assistance provided;

e Help me in the language | prefer or refer me to other partners who e Choose or recommend a health
can help me in the language | speak and understand. insurance plan for me.

| understand that | must report accurate information on this application, and | must respond to any notice of
missing or inaccurate information, when asked.

I may cancel permission for the Community Partner Organization to help me at any time if | am enrolled in a
Public Medical Program. If | cancel this permission, | will tell OHA by calling 1-800-699-9075 or by faxing my
request to 503-378-5628.

| understand that if | cancel my permission it will not apply to information that was already shared by OHA
with the Community Partner Organization or Application Assister. | also understand that information OHA
receives may be shared with the Community Partner Organization or Application Assister as well, and that
the Community Partner Organization or Application Assister may share this same information. OHA will not
share information about mental health, HIV/AIDS, drug and alcohol treatment, or genetic testing without first
getting authorization from me to do so.

13. Signature Date

14. This authorization is valid for one year from the date of signing unless otherwise specified here:

If you have an authorized representative, that person may sign for you. If you are an authorized
representative you may sign here only if you and the applicant have completed and signed the Authorized
Representative form (Appendix B).

You can return this form with your application or send it separately by:

e Fax to 503-378-5628 or

e Mail to OHP Customer Service, PO Box 14015, Salem, OR 97309-5032

NEED HELP? Call us at 1-800-699-9075/TTY 711. Monday to Friday 7 a.m. to 6 p.m. @
OHA 7210 (Rev 09/16)
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