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[mportant Information for

Department of Heslth Care Servic

Persons Requesting Medi-Cal

Privacy and Confidentiality
Notification

Sections 14011 and 14012 of the Welfare and 4,

Institutions Code allow the local social services offices
lo get certain facts from you to decide if you, or the
persons you represent, can get Medi-Cal benefits.
You must provide these facts to get Medi-Cal benefits.
The information will be used:

1. By the local social services office to establish
first time and ongoing Medi-Cat eligibility.

2. By the Administrative Vendor (AV) to process
claims and make Benefits identification Cards

(BICs). 5.

3. By the United States (U.S.) Department of

Health and Human Services to make audit and 6.

guality control reviews and verify Medicare Buy
In and Social Security Numbers {(SSNs).

Medi-Cal Applicant/Beneficiary Rights,
Responsibilities, and Understandings

| Have The Right To:

1. Ask for an interpreter to help me in applying for 5.

Medi-Cal if | have. difficulty_in_speaking.or
understanding the English language

To verify alien status with the U.S. Department
of Homeland Security (DHS) only for aliens who
claim to be lawfully admitted for permanent
residence or Permanently Residing in the U.S.
Under Color of Law (PRUCOL) or Amnesty
Aliens with a valid and current 1-688 card. The
information the DHS receives can only be used
to determine Medi-Cal eligibility, and cannot be
used for immigration enforcement unless you
are cormnmitting fraud.

By medical services providers and health
maintenance organizations to certify eligibility.

To identify health insurance coverage and take
recovery actions. '

Receive information about the rules for
retroactive-Medi-Gal-eligibility:

6. Apply for Medi-Cat and to be told in writing
2. Request a face-to-face interview with a county whaether | qualify for any Medi-Cal program.
representalive.
7. Review Medi-Ca! program rules and regulation
3. Be treated fairly and equally regardiess of my manuals if | want to question the basis on which
race, color, religion, national origin, sex, age, or my eligibility is approved or denied.
paoiitical beliefs.
8. Have all facts that | give to the local social
4, Apply as a disabled person if 1 think | am services office kept in the strictest confidence
disabled. and to look at those facts during regularly
scheduled office hours.
Page 1 of 7
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| Have The Right To: continued from page 1

9. Receive an immediate need card, when possible 18. Reduce my property reserve to within the Medi-
and eligible, if | have a medical emergency or | Cal property limit by the last day of a month for
am pregnant. which | want Medi-Cal, including the month |

apply and to be told how | may spend my excess

10. Receive Medi-Cal, as authorized, while my property.
satisfactory immigration status is being
documented and verified, if | am otherwise 19. Divide countable (nonexempt) community (MY
eligible. Aliens who are lawiully admitied for SPOUSES AND MY) property by written
permanent residence or PRUCOL or Amnesn.( agreement into equal shares of separate
Allen.s with a v.alld.and _current I-688 card are in property if either of us entered a long term care
a salisfactory immigration status. {LTC) facility before September 30, 1989.

". Rfacev.«'e mforrnatl_on about the Child Health and 20. Keep a certain amount of countable separate
Disability Prevention Program (CHDP)} and the and community property if | enter an LTC facility
Special Supplemental Food Program for

) on or after January 1, 1990. My spouse and |
Women, Infants, and Children (WIC), and to ask have the right to be told the amount
for help in receiving those services. ’

12. Receive information about the Personal Care 21. Have a state hearing if | am dissatisfied with an
Service Program (PCSP), and to ask for help in action taken {or not taken) by the local social
receiving those services. services office or the State Department of Health

Care Services, except actions relating to the

13. Receive information about the Early and Heaith insurance Premium Payment (HIPP) and
Periodic Screening, Diagnosis and Treatment Empioyer Group Health Plan (EGHP) programs.
Program (EPSDT). If | want a state hearing to appeal the decision, !

must ask for it within 90 days of the date the

14, Ask for and receive information about the Family o= D_f IR (N2 SR WL U me: i
Planning Program and be told if | am eligible for Tl FEREID C DL, U e Gt £ [T
those services within 90 days from the date | discover the

) action (or inaction) with which | am dissatisfied.
. i The date of discovery is the date | know, or

15. Speak to a social worker about other public or should have known, of the action. The best way
private services or resources that | can get. to ask for a hearing is to contact the nearest

local social services office.

16. Receive information about Medi-Cal Health Care
Plans that my family and 1 can joinlo get a
doctor and other medical care, and to choose
the option | prefer.

17. Lower my share of cost by providing past unpaid
medical bills (that | still owe).

Page 2 of 7
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| Have The Responsibility To Tell My

== County Representative Within Ten (10)
== Days Whenever:
=
= : :
= income received by me or any member of my 8. 1 have any expenses that are paid for by
family increases, decreases, starts, or stops. someone other than myself.
This includes income from the Social Security
Administration (SSA), loans, settlements, or any 9. loramember of my family gets a job, changes
other source. jobs, or no longer has a job.
| plan to change or have already changed my 10. | have a change in expenses related to my job or
place of residence or mailing address. education, {(For example: child care,
transportation, etc.)
A person, including a newborn child, whether or
not related to me or my family, moves into or out 11. | or a member of my family becomes physically
of my home. or mentally impaired (this would include a child
in the family)
An absent parent returns to the home.

12. | or a member of my family applies for disability
| or a member of my family gives birth, becomes benefits with the SSA, Veterans Administration,
pregnant, or ends a pregnancy. or Railroad Retirement.
|, my spouse, or any member of my family 13. One of my children drops out of school or
enters or leaves a nursing home or an LTC returns to school.
facility.

14. There is a change in the citizenship/immigration
| receive, transfer, give away, or sell real or status of any family member applying for or
personal property (including money), or when receiving Medi-Cal.
someone gives me or a member of my family
such things as a car, house, insurance 15. Health insurance coverage for me or a member
payments, etc. of my family changes.

. Page 3of 7
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| Have The Responsibility To:

1.  Complete and return a status report by the date
required when requested.

2. Give proof that | am a resident of California.

3. Make a declaration about my citizenship/
imrnigration status.

4.  Provide an SSN for myself and/or for any
member of my family who has an SSN and
wants Medi-Cal benefits, if | am a U.S. citizen, a
U.S. national, or an alien in a satisfactory
immigration status, | must apply for an SSN and
provide it to the counly if | do not already have
one. If | need to apply for an SSN, | can get help
from my eligibility worker, but | must work with
the SSA to clear up any questions or my Medi-
Cal will be denied or stopped. (Aliens who are
not in a satisfactory immigration status and do
not have an SSN can get restricted Medi-Cal
without applying for an SSN if they meet all the
rules.)

5.  Apply for any income that may be available to
me or any member of my family.

6. Apply for Medicare benefits if | am blind,
disabled, have End Stage Renal Disease, or am
64 years and 9 months of age or older and
eligible. | am responsible for telling my providers
that | have both Medi-Cal and Medicare
coverage.

7. Apply for and enroll in any health insurance if
that is available to me and my family at no cost. |
have lhe responsibility to remain enrolied in the
health plan when Medi-Cal approves payment of
plan premiums by the Slate of California.

8. Report to the county department, and to the
health care provider, any health care coverage/
insurance | carry or am entilled to use, including
Medicare. If | willfully fail to give this fact, |

M 219 (4/10) Englsh
Y

10.

11.

12.

13.

14.

15.

16.
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may be guilty of a criminal offense, or may be
billed by my provider.

Go to my heaith care plan (such as Kaiser,
TRICARE, or a Medicare HMO) for medical
care. (Medi-Cal will not pay for any services
covered by the plan.)

Give any insurance payments | receive lo the
State if Medi-Cal has already paid for my care.

Go to a presentation, if presentations are given,
and make a written choice, or answer if received
by mail, about how | want to get my Medi-Cal
benefits. If | do not go and make a choice, or
choose by mail, my eligible family members and
[ may be signed up in a Medi-Cal Health Care
Plan near my home.

Sign my BIC when | get it and ensure it is used
only to get necessary health care for myself or
eligible family members.

Take my BIC to my medical provider when | am
sick or have an appointment. In emergencies
when the BIC is not in hand, | must get the BIC
to the medical provider when possible.

Report to the county department when | receive
health care services because of an accident or
injury caused by another person's action or
failure to act, for which Medi-Cal has been, or
may be billed.

Cooperate with the State or county in
establishing paternity and identifying any
possible medical coverage | or my family may be
entitled to through an absent parent.

Cooperate with the State of California if my case
i1s selected for review by the quality control
review team. If | refuse to cooperate, my Medi-
Cal benefits will be stopped.
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1 Understand That:

Failure to give necessary facts or deliberately
giving false facts can result in Medi-Cal benefits
being denied or stopped. My casa may also be
investigated for suspected fraud.

The facts | give will be checked by computer
with facts given by employers, banks, SSA,
Franchise Tax Board, welfare, and other
agencies. | will have the right to give proof to
correct any facts which are found to be wrong.

Aliens who are not in a satisfactory immigration
status and do not have an SSN can get
restricted Medi-Cal without applying for an SSN
if they meet all tha rules.

Immigration status data given as part of the
Medi-Cal application is confidential.

Based on my income, | may have to pay or be
bilted for part of my medicai expenses before |
can get Medi-Cal.

If t do not report changes promptly, and because
of this, receive Medi-Cal benefits that | am not
eligible for, | may have 1o repay the State
Department of Heaith Care Services.

| or any member of my family receiving Medi-Cal
must not be receiving public assistance from
another state.

If | am receiving Medi-Cal based on disability
and | apply for disability benefits from the SSA,
and the SSA denies my disability ciaim, my
Medi-Cal may be stopped. If | appeal my SSA
denial right away, my Medi-Cal will continue until
the SSA makes a final decision. If the SSA
allows my claim, then my Medi-Cal benefits will
continue. If the SSA does not allow my claim,
then my Medi-Cal benefits wilt stop.

MC, 219 (4110) English

10.

11.

12,

13.
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As a condition of Medi-Cal eligibility, all rights to
medical support and/or payment for medical
services for myself and any eligible persons that
| have legal responsibility for, are automatically
assigned to the State.

If medical suppont is court-ardered from an
absent parent for my children, the insurance
carrier must allow me to enroli and provide
benefits to my children without the absent
parent’s consent.

If 1 don't apply for or keep no-cost health
coverage or state-paid coverage, my Medi-Cal
benefits and/or eligibility will be denied or
stopped.

When 1 apply for Medi-Cal, 1 will be evaluated for
potential eligibility under other medical
assistance programs, inctuding the HIPP and
EGHP programs.

If | ask a Medi-Cal provider for any services not
covered by my non Medi-Cal heaith insurance
plan, 1 must give the medicat provider a writien
statement from my health plan saying it does not
offer the Medi-Cal covered services.

Medi-Cal providers cannot collect insurance co-
payment, coinsurance, or deductibles from me
unless the paymentisused to mest my Medi-
Cal share aof cost and/or co-payment.

If | am admitted to a nursing facility and | have
no intention of returning to my home, the State
may impose a lien against my property.
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| Understand That: continued from page 5

16. After my death, the State has the right to seek 17. After the death of my surviving spouse or
reimbursement from my estate for all Medi-Cal registered domestic partner, the State has the
benefils | received afler age 55 unless | have a right to claim from the part of his or her estate
surviving spouse or registered domestic partner received from me, all Medi-Cal benefits |
(during his or her lifetime}, minor chitdren, blind received after age 55 up to the amount of
or permanently and totally disabled children, or it property my spouse or registered domestic
would creats a hardship for my heirs. partner received from my estate.

(Keep for your records) | hereby state that | have reviewed the information on this form with a county representative

and that | fully understand my Rights and Responsibilities to have my eligibility determined for Medi-Cal and to
maintain that eligibility,

Applicant/Representative Signature (optional) Date

. Page 6 of 7
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Eligibility Worker's Name (print) - - *”, U' 4fWorker Number

-~ i N

Eligibility Worker's Signature
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BREAST AND CERVICAL CANCER TREATMENT PROGRAM (BCCTP)

The BCCTP may provide Medi-Cal to low-income peopie that live in California and have
breast and/or cervical cancer.

If you have been denied Medi-Cal or you are no longer eligible for Medi-Cal through
your county and you have breast and/or cervical cancer, tell your county Eligibility
Worker (EW). Your EW can make a referral for you to the BCCTP.

An Eligibility Specialist (ES) from the BCCTP will call or write to you for more
information. The requested information will help us to see if you are eligible for the

program. You may be Medi-Cal eligible through the BCCTP if you are a woman and
you meet the following requirements:

 Have been screened and found in need of treatment for breast and/or cervical
cancer, follow-up care for cancer, or precancerous cervical lesions/conditions by
an Every Woman Counts (EWC) or Family Planning, Access, Care and
Treatment (FamPACT) provider; and

Are a California resident; and

Are under age 65; and

Are a United States citizen or have satisfactory immigration status; and

Have no other health insurance including full-scope no share-of-cost Medi-Cal, or
Medicare; and

» Have a monthly gross family income, at the time of screening and diagnosis, that
is at or below 200 percent of the federal poverty level.

If you have been screened for breast and/or cervical cancer by a provider that is not
with EWC or FamPACT, you can still be referred to the BCCTP. Your BCCTP worker
will help you find an EWC or FamPACT provider that can confirm your diagnosis.

Even if you do not meet all the above reguirements, you may still receive BCCTP
through the State-funded BCCTP. The State-funded BCCTP can help you for up to18

months for breast cancer or up to 24 months for cervical cancer. The State-funded
BCCTP is available to men and women, regardiess of immigration status.

For additional information or questions on the BCCTP, calt 1-800-824-0088

MC Info Notica 372 (09/09)



departmem directly. (Look in your phone
book for the toll-free telephone number, or
call the state mental health ombudsman.)

What if I don’t get the services I want

department?

You can file a grievance with the county
mental health department if the county
mental health department denies the EPSDT
services requested by your doctor or
provider. You may also file a grievance if
you think you need mental health services
and your provider or county mental health
department does not agree. Call the county
mental health department’s toll-free number
to talk to a grievance coordinator for
information and help. You may also call the
county patient’s rights advocate or the State
Mental Health Ombudsman Office.

You can ask for a state hearing at the same
time. Call 1-800-952-5253, TTY 1-800-
052-8349, send a fax to 916-229-4110, or
write to the California Department of Social
Services, State Hearings Division, P.O. Box
944243, Mail Station 19-37, Sacramento CA
04244-2430. You must ask for a hearing
within 90 days after you leam that your
request for services was denied. Protection
& Advocacy, Inc. is also available to assist
with complaints, appeals, and grievances.

Who can 1 call for more information?

For more information please contact the
following offices at the telephone numbers
below.

County Mental Health Look in your local
Department toli-free access | phone book
number

Depantment of Mental 1-800-896-4042

Health Ombudsman Office

Child Health and Disability | Look in your local
Prevention (CHDP) phone book.
Program located in your
county or city health

department.
Protection & Advocacy, 1-800-776-5746 or
Inc. wWww.pai-ca 018

TTY
1-800-719-5798

Departmeni of Heaith Care Services

MC lnformabon Notcs 003 (0607)

Medi-Cal Services
for|Children and
Young People:

Early and
Periodic
Screening,
Diagnostic
and
Treatment

Mental Health Services
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What Does CHDP Offer?

Routine m_._zmam_ Check-Ups:
¥ Growth and Development Check
All Needed Shots
Dental Screening
Vision Screening
Hearing Screening
Nutrition Check-Up
Health Education
Tobacco Education

Test for Anemia, Blood Lead, Urine,
TB, and Others as Needed

¥ WIC Referral for Children to Age 5

€< € € € € € ¢ <

Regular Dental Check-Ups and Follow
Up Care if Needed.

If further medical, dental, or menta) health
services are needed, we will help you find

them. Diagnosis and treatment will be paid
for as long as your child is on Medi-Cal.

For persons with share of cost Medi-Cal,
you may have CHDP pay for the check-up
or you may pay for the check-up and have
the cost count toward your required
payment. A co-payment is NOT charged for
CHDP services.

Bring your current Medi-Cal card and
shot record.
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u.. |d Health & Disability
_u_.m____. tion (CHDP) Program

|
ivwcdical & Dental

Yealth Check-Ups

N

FREE
For Babies, Children, and

Youth Through Age 20
With Full Scope Medi-Cal
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& You cannot get yout wheelchair inro
Examination, iNerview (DOMS OF [ESTI00NS.

8  Men ger referred to job wraining fos bemer
paying jobs than women.

@ The county does not wank you to have truning
becausc they say you are “to0 old.”

DisCRIMINATION COMPLAINTS

1§ you chink you have been discriminated against, you may

subsmit a comphaint applicarion separatdly (o he Councy

of the Saue, and the Faderal Goverunicsx. The Raleral
agency that you must omplain to depends an which
peogram your complaing is abour.

You can file a discimination comphiint with:

1. FORALL PROGRAMS ADMINISTERED BY
YOUR COUNTY WELFARE DEPARTMENT:
The County's Civil Rights Coordinatot. Ask
yous county office for the name, address and
phone number of their Civil Righes
Coordinator. He/she will independendy
investigate your comphainc.

2. Civil Rights Burcau
California Deparument of Sodal Services
744 P Screet, M5 8-16-70
Sacramento, CA 95814
(916} 654-2107
{866) 741-6241 (Toll-Free)

3. FOR THE CALFRESH PROGRAM:
United Srates Deparument of Agriculrure
Direcror, Office of Civil Rights,

Room 326-W, Whinen Bldg.
1400 Lndependena Avenue, 5.W.,
Washingron, D.C. 20250-9410
{202) 7206382 (voice and TTY)

4. FORALL OTHER PROGRAMS;
Health and Human Serviees
Office of Civil Rights
90 7ch Sureet, Suite 4-100
San Franasco, CA 94103

(415) 437-8310 (voice)
(415) 437-8311 (TDD)

Time LiviTs To TAKE ACTION

1F you suffer discriminarion, you rmust subnut your
complaine within 180 days of the acqual
disciminaion. If the discrimination also affected
the level of your benefits and services, you muss also
ask for a smie hearing wichin 90 days, A

s disriminadon investigarion cannot diange your

benefic evels or services. . .only a state hearing can
do chat.

LiMITS ON CERTAIN RIGHTS

Although you have the righe «o privacy and
confidentiality, chere are certain laws that allow
limited exceptions. You can ask the county for
the laws.

QUESTIONS

1 you have any questions about the rights lisied
here, call the Public Inquiry Unis: toll free
(800} 952-5253. The TDD toll-free telephone
number is (800) 952-8349.

PROGRAMS COVERED BY THIS PAMPHLET

@ Adoprion Assisunce Program (AAP)

®  Adult Protective Services

8 Alcohol and Drug Program

s Califomia Food Assigance Program (CFAP)

a8 Maodi-Cal

a CIWORKs

a CaWORKs Child Care

#  CalWORKs Welfarc-to-Work Program/Sesvices

@  Cash Assisance Program for Immiigrants (CAPI)

o Child Welfare Services

8 Deni-Cal

a  Eady & Periodic Sereening, Di i
Tement (EPSDD) & B -

@  CalFresh {Food Stamps)

a lFosier Care

@ In-Home Suppor Servicas 2,

a Kinship Guardian Assistance (Kin-GAP)

® Menul Heldh

®  Mulipurpose Senior Services Program (MSSP)
s Personal Care Services Program (PCSP)

8 Refugre Cash Assisance

® Social Services

STATE OF CALIFORNIA

HEALTH AND HUMAN
SERVICES AGENCY

DEPARTMENT OF
SOCIAL SERVICES

This pamphiet is avallable from your Local
County Welfare Office and ar www.cdss.ca.gov in
the following Lunguages:

* Arabic * Japanese  « Russian
eAmenian  * Koran  * Spanish

« Cambodian *Lao ¢ Spanish Large Prine
eChinsse  *Mien o Tagalog

* Farsi * Portugese * Ukranian
eHnwong ¢ Punjabi ¢ Viecnamese

Also Available in large print, Brille, and Audio CD

PUB 13 81110

YOUR
RIGHTS

' UNDER CALIFORNIA
| WELFARE PROGRAMS

... for people applying for
or receiving public aid in

California

@ Tell us if you need help
because of a disability

D) Ask for a free interpreter



YOUR RIGHTS
All people and organizations providing public
assistanae must respect your righes. .:._nwﬂarn_n
you understand and apply for rn_..nmn and serviczs.
»  Youhave the right toan interpreter free of
charge.
m UM diene derecho 2 un intérpecic gratis
s [3b1 1IMeeTe Opany Ha YCNIYTH
Nepcronunka
s HIHBANHRER
= May karaparan kang nuagkamon ng g ugiay
na walang bayad.
8 Quy vjcs quyén duge mot thong
dich vién mign phi
» Koj inuaj xoj cais yuav v ib 1us necgodhais lus

Lb.bv.__ o ro.v.__ elea)

5 touf whifimp pmpgduish
ppuouhif mEEE:

®  ynwafi§yguaaygnunligmanga
uhwismoublgoaniu

s of2j{e Fa §9 Akl

g dert Adwvch
a ! Ulo —hun 1 ﬁ*-ﬁ. Srps ileg Lfmnm_h.

. PO .hb...-n

" §:=k.n.?:.!n:§ 1
Staoywuntlsmo
gog faw e @ npnerew e mifoara
Bu sarre npaso ne Gewotoanoro nepaciansia
Vocé tem o direito a um/a intesprere gratuito/a!
LA REROAROBHEALT L,
Meih manih leiz haih duqv dauh faan waac
micnh tengx meih maiv zuge bun nyaanh.

You Have A RIGHT TO...
1. Understand what is happening with your
application and aid.

2. Get written and oral explanations about your
application and aid.

3. Get a reczipt for any documents you turn in.

4. See your case rocord.

5. See suate and county laws and regulations.

6. Ask a judge to review any county dedision about
your eligibility, benefits, or services.

7. Not face discrimination in receiving program
benefits or services.

8. File a comphaint about disarimination.

9. Ger extra help from counry saaff to make sure
you get your bencfits if you have a disability or
impairment that makes ic hard to understand
the program rules.

10. Have your information kept confidential.

11. Be treated with courtesy and respect.

IF You ARE HAVING PROBLEMS WITH YOUR AID

OR SERVICES:

1. Keep records of all your information,
documents, and contace with the county.

2. Gera reacips when you tum anything in.

3. You can beipg someone with you 1o a mecting
with your worker.

4. Complain, There are 4 ways o do this:

®  Informal: You can ask t speak to a supervisor to
aalk abour problems with a worker or to go
over the rules and the proposed acion on your
aid or services,

®  State Hearing: Ask for a stare hearing if there is a
problem with your aid or services. You must
ask for a hearing within 90 days of the county's
action. You may be able o file after 90 days if
you have a good reason, like illnes or a
disabiliry.

a g&%—mfﬁmﬂ_gﬂ_ﬁ

county has discriminated against an
make a discrimination Bz__w_psﬂqnw_._&ﬁo:
County’s Civil Righes Coordinator or to the
State Civil Rights Burcau, and 1o the Federal
Government. You must do this within 180 days
of the discriminarion, For more on this; sce the
secxion beginning "Prohibited Discrimination.”

If the discrimination also affects your benefits or
servioes, you must also ask for a state hearing if
you wish to challenge the county’s decision on
your bencfirs or services.

8 Grievance: You can fle 2 comphaint with the
county if they have a gricvance procedure. This
does not protect your benefits in the way that
asking for a state hearing does.

STATE HEARINGS
®  You can ask for a state hearing any time you
disagree with a county’s action on your benefits
or serviers.
& You can also ask for a state hearing if the county
is not giving you benefits or services which you
think you should ger.
8 A sate haring is heard by a sare Administrative
Law Judge. The county will have someone at
the hearing to explain why they took their
action.
® A state hearing is not 2 count hearing. You do
have the right to have a representative wath you.
There are free legal services in every county. They
are listed on the back of your councy notices.
You can bring winesses. You have the right o a
mﬂﬁﬁﬂ.ﬂﬂ;&ngqgamﬂoaﬂ
* Ifyour problem is with General Assisance
or general relief, you must ask for a county
hearing,

¢+ [Fyour problem is with Sodial Security
benefis, you must contacy the Social
Security Administadon.

CONTINUING YOUR AID OR SERVICES PENDING

A STATE HEARING

The county must give you a notice at least 10 days

before any action to change your aid or sarvices takes

place. If you ask for a hearing before the action akes
place, you can gee "zid paid pending” your hearing,

“This means your aid stays the same until you geta

hearing decision.

You MUST ask for a hearing on any new
notice you get, if you disagree.

How 1o REQUEST A STATE HEARING

1. Phone: Ask for a Sare Hearing by conuaing
the CA Deparmment of Sodial Services at
(B0O) 743-B525 or (B0O) 952-5253

2. Fill ouc the back of your Notice of Acion
(INOA) or send z written request ta;

CDSS, Siate Hearing Division
744 D Sereet MLS. 09-17-37
Sacramento, CA 95814

PROHIBITED DISCRIMINATION

Under Sate law, welfare agendes may not provide

you aid, benefiss or services thar is different from aid

provided o others on the basis of
Race, Color, National Origin (including
Language), Eifmic Group Idensification, Age,
Disabilicy Religion, Sex, Sexual Orientarion,
Political Afftliasion, Marital Seatus, or
Domertic Partnership

Federal laws also prohibit discriminarion on several,

although not all, of the bases listed above.

Federal Law also prohibics :

1. Deaying or denying the placement of a child for
gﬂﬁﬂ?ﬂﬂﬂugmﬂgomaﬂ
color or national arigin of the adoptive or foster
parents, or the child;

2. Denying to any individual the opportunity ro
become a foster or adopdive parent on the basis
of race, color or national origin of the individual
or child involved.

EXAMPLES OF DISCRIMINATION

® The County doss not give you a free inteepreter.

8 A worker wlls a cermin edhnic group about mare

peograms and serviaes than people of other
cthnicities.

8 The County won't help you get audio tapes of a
program orientagon t help you with a
disabiliry hat makes it hard for you to read.

8 A worker learns of your religion or politics and
then trears you differendy.

® You can’t gex to appoinomenc because the
county building does not have an devaror.



STATE OF CALIFORNIA = HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

Notice of Language Services

If you do not understand this information or notification, call your county worker. You have the right to
interpretar services provided by the county at no cost to you.
{English)

8! no entiende la informacién o notificacion, péngase en contacto con el trabajador social de su condado.
El condado debe proporcionarie el servicio de interpretacion en forma gratuita.
{Spanish) '

Saealls iy o gashy pa e e n dguandd o Gagy wTYD S gay i) hilad JlalYS 50 b e gladdt a3n g ol 13)
(Arabic)

Ept wyu htdnpdwgpuls 3Ep hwuljuitindad hwdkgtp ljwugp]t) dkp qujuinh wupinnlywhle
hpunijmup mbEp wnubg Jlwplub pupguwishsh Swnampubg, np dtq Yupth qujwnh Ynndhg
(Armenian)

[méamiynGameinme grigaiiisg:o gugrdmsimirmimEmmunaiuagn + gnnadd

girmragstunl phirgrinhm e fho Safngfymdo
{Cambodian)

RS A TR IE 0m N ETHE: WRABROTEARRR, AR ANIRKHR
BOmAQMREs.

(Chinese)
i ey 46 dan 5 oo 3 30 Ga Lalilad 3 iy e 35 iy 0 1S U dpagisal | 4 by e X oS

gl dba 8 dgine aaY )8 i) Ja 5
(Farsi)

Yog koj tsis to taub cov ntaub ntawv lossis daim ntawv no, hu rau koj tus kws khiav ntaub ntawv nyob
koj cheeb tsam. Koj muaj cai siv kev pab txhais lus pub dawb uas los ntawm cheeh tsam kgoj nyob ko.
(Hmong)

cORBOBALENBETELLRISIZ. DO T17—I—ITTER/TSW. HET:
KIEH2TANLBRY—EXEZBRRLTHL LS EHANBY . HEMRATT,

{Japanese)

071 4 Y E=STAA UISE & Ol ZotAIN, FHRE &S MM P& oA HIRLICH SN2
N2FI2EFAH X MHASE RS2 23 AAS R USLIML
{Korean)

o [ 3 It (% e ot - (%3 '
manownausEalizpundlorveowl Intastunmeinguatoh (county) 2ejmu.

N o« «r - =2 . ‘4‘ 0 -n ~ .
audSafreSutSnaunamariiiolntasdavatat (county) Yaemaud) Syer.
(Lao)

GEN 1365(MULTILINGUAL) 3/08) Page 10of 2



STATE OF CALIFORNIA « HEALTH AND HUMAN SERVICES AGENCY CALIFORNWA DEPARTMENT OF SOCIAL SERVICES

Se gomgv meih maiv bieqc hnyouv naaiv deix mbuox mengh fienx fai mbuox hiuv fienx nor, heuc lorz

meih nyei Nquenc zaangc nyei goux sou-gom mienh, Meih maaih leiz duqv Nquenc zaangc baeqc bun tih
waac mienh tengx meih nyei oc

{Mien)

#ag gAt femr et w gost 3 ot miwR, 3t »viud I JeaT g T T@) oy IS e
yows didt W adt gt o Rewt dx o da & st faR dvg 2
{Punjabi)

Ecnu Bbl H8 NOHUMABTE 3TY WHDOPMALIMIO UNK YBEAOMNEHWS, NO2BOHWUTE CBOBMY OKPYXKHOMY paboTHUKY. B nmeeTte
npaso Ha YCNyr NepeBoaMnKka, KOTOPLIE OKPYr OxaxeT Bam GecnnaTHo.
(Russian) -

Kung hindi ninyo na-iintidihan ang information (kabatiran) o notification (patalastas), tawagan ang county worker
(manggawa) ninyo. May karapatan kayo sa serbisyo ng translator (tagasalin) na ilalaan ng county na wala kayong
babayaran.

(Tagalog)

FAkwo 8wu He poamieTe wo iHgopmayito abo noeinoMneHHA, saTeneoHyYHTe CBOMY OKPY)XHOMY NpauisHuky. Bu macrte
Npaso Ha NOCNYM Nepexnanaqa, AKi oKpyr HaJZacTe Bam Ge3akoWwToBHO.
(Ukrainian)

Néu quy vi khdng hiéu thdng tin hoac thdng bao nay, xin vui Iéng goi cho nhan vién quan. Quy vi cb quyén sir dung cac
dich vy thong dich mién phi cia quan
{Vietnamess)

GEN 1385(MULTILINGUAL)(3/08) Page 2 of 2



Shafter
PO BOX 511
BAKERSFIELD, CA 93302-0511

County of Kern - Eligibility Services
Phone: (861) 746-8300

Worker Name:l

Worker ID:-

Worker Phone Number:(661)
Date: 07/31/2014

Case Name:

Case Number:

On the back of this sh i
addres rre i ur pa



FIRST-CLASS MAIL PERMIT NO. 1531 BAKERSFIELD CA
POSTAGE WILL BE PAID BY ADDRESSEE

JI LT TP TR SR UL T R
Kern County Dept of Human Services

PO BOX 511

BAKERSFIELD CA 93302-9985

Plaass fold and ensure tha County address information displays in the snvelope window.
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Important news about how to keep your Medi-Cal!

Beginning this year, Medi-Cal eligibility will be determined for most people using income tax rules and personal filing

information. Medi-Cal will count the size of your household and your income based on your tax information. If you do not
file taxes, you can still get Medi-Cal.

== Because you have Medi-Cal now, we already know a lot about you. What we do not know is your lax household

g information. To get this information, we need you to fill out the farms that are enclosed with this letter.

g
We will use the inforration on these forms, along with the information we already know about you, to see if you still
qualify for Medi-Cal. Please complete the forms for yourself and the family members either living with you or claimed on
your tax return. Only the head of household (the person who files taxes) must complete the "Request for Tax Household
information {(RFTHI) Supplemental Form" and sign the forms. You only have to fill out these forms this year as we move
you from the current Medi-Cal rules to the new Medi-Cal rules. In the future, we will try to re-determine your eligibility each
year based on the information we have without asking for anything more from you.

Since we will now use your tax information to determine Medi-Cal eligibility, we may be able to electronically check the
information you give us to see if you are still eligible for Madi-Cal. If we are able to do so, we may not need any additional
paper documents other than the enclosed forms. If we cannot check your information electronically, we will ask you for
paper documents. You will only ba asked to send paper documents for the information we couid not check electronically.

If you are not eligible for Medi-Cal based on the new rules, you may still qualify for the other Medi-Cal programs, but we
must first check your eligibility based on tax information to see what type of Medi-Cal you are eligible for.

in order to seas if you still qualify for Medi-Cal, you must give us the information on the RFTHI Supplemental Form. You
must give us this informalion for yoursalf and each person living with you or claimed on your tax return.

You must give us this information by __ 08/27/2014

There are three ways you can give us this information:
By mail:
You can give us this information by completing the forms sent with this letier. You must complete one RFTHI form for

yourself and each person living with you or claimed on your tax return and one RFTH! Supplemental for your household.
Please use the postage paid envelops to return the form.

By phone:

You can give us this information aver the phone by calling us at {661) 746-8300 . When you call, you should
have your most recent federal tax return available, if you file laxes.

In person:

You can give us information by visiting us at:

Shafter
115 CENTRAL VALLEY HWY
SHAFTER, CA 93263-2001

Remember, you must give us this information by ___08/27/2014  or you may lose your Medi-Cal benefits.

Page 1 0of 9



Request for Tax Household Information (RFTHI)

How to complets this form: 1. Answer all of the questions on the form. Use ink and print your answers, If you
need more space attach a separate sheet to this form.

2. Read the information about you and each member of your household, including

tax dependents. Add any missing information. If any information has changed,
writa in the comrect infformation,

3. Sign and date the form on page 6.
4. Return this form by 08/27/2014 . Use the postage paid envelope to retum

the form. If you do not raturn the form by this deadline, you will lose your Medi-
Cal coverage.

What we need: Wse need information about each person living in your household or listed on your
tax retumn, including:

¢ Those who get Medi-Cal now
® Thosae who do not have Medi-Cal now but would like 1o apply, and
e Those who live in the household and do not have Madi-Cal but do not want to

apply
if you do not qualify for If you do not qualify for Medi-Cal, we will check to see if you qualify for other kinds
Medi-Cal: of health coverage. We may send your information to another program so they can

see if you qualify.

Need Help?: Call your Medi-Cal Agency at (661) 746-8300
TTY: (800) 952-8349

HCR AFTHI - Request for Tex Housshold Information Page 20of 9
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You must fill out one of these forms for each person in your household and
return it to the County

Case Number (optional) SSN or ATIN/ITIN

Individual's Nams Birth Date (mm/dd/yyyy)

Current street address, apartment number City Zip cade
SHAFTER 93263-1855

Mailing address, if different from above City Zip code

1. Is this person: {_] Employed [] Self-Employed

2. If this person is currently employed, list ail of the information about ail types of income received including:

Employer Name: Employer Address:
Employer Phone Number: Average Hours Worked Each Week:
Wages/Tips (before taxes): [JHourly [] Twice a Month [_]Semi Monthly ["]Monthly []Yearly

3. If this person is self-employed, answer the following question:
Type of Work:

How much net income {profit once business expenses are paid) will you receive from this self-employment this month?

4, For this person, do you plan to file a federal income tax return NEXT YEAR? [] Yes, compiete a - ¢ [_] No, skiptoc

a. Wilt you file jointly with a spouse? [INo {T] Yes, name of spouse:
b. Will you claim any dependents? ] No ] Yes, name of dependents:
c. Will you be claimed as a dependent on someone's tax return? I No []Yes
If yes, list the name of the tax filer: How is this person related to the tax filer?

5. Please answer tha following questions only if this person is under the age of 21 and a full time student:

Did this person have health insurance through a job and lost it within_the last 12 months? [C]Yes [Z] No
6. Were you or anyone eise in your family who is age 26 or younger in foster care at age 187 [ Yes (] No
7. Has this person's immigration or citizenship status changed in the past 12 months? ] Yes (] No

If yes, please explain what changed:

8. s this person: [ ] Hispanic [ ] Latino (] Spanish  [[] American Indian or Alaskan Native [] White
[ Black or African American [ ] Filipino [] Chinese [] Japanese [] Cambodian [[] Korean [] Vietnamese
[ Asian Indian [] Lactian ] Other Asian, specify: [] Native Hawaiian

[J Guamanian or Chamorro  [] Samoan  [] Other or Mixed Race

HCR RFTHI - Request ke Tax Housshold Information Pana 4 nf 0



You must fill out one of these forms for each person in your household and
return it to the County

Case Number {optional) SSN or ATIN/ITIN

Individual's Name Birth Date (mm/dd/yyyy)

Current strest address, apartment number City Zip coda
Mailing address, if different from above City Zip code

1. Is this person: (] Employed [] Self-Empioyed

2. If this person is currently employed, list all of the information about all types of income received including:

Employer Name: Employer Address:
Employer Phone Number: Average Hours Worked Each Week:
Wages/Tips (before taxes): [OJHourly [] Twice a Month [_] Semi Monthly []Monthly [T]Yearly

3. if this person is self-employed, answer the following questions:
Type of Work:

How much net income (profit once business expenses are paid) will you receive from this self-employment this month?

4. For this person, do you plan to file a federal income tax return NEXT YEAR? [] Yes, complete a - ¢ [_] No, skipto c

a. Will you file jointly with a spouse? [CINo [ Yes, name of spouse:
b. Will you claim any dependants? ] No [C] Yes, name of dapendents:
c. Will you be claimed as a dependent on someone's tax return? O No [J Yes
If yes, list the name of the tax filer: How is this person related to the tax filer?

5. Please answer the foliowing question only if this person is under the age of 21 and a full time student:

Did this person have health insurance through a job and lost it within the last 12 months? [ Yes [JNo
6. Were you or anyone else in your family who is age 26 or younger in foster care at age 187 [ Yes ] No
7. Has this person's immigration or citizenship status changed in the past 12 months? (] Yes [JNo

If yes, please explain what changed:

8.Isthis person: [ ] Hispanic [ Latino [C] Spanish ] American indian or Alaskan Native [} White
[[1 Black or African American [] Filipino [] Chinese [] Japanese [] Cambodian [] Korean [] Vietnamese
[l Asianindian []Lactian  [] Other Asian, specify: [[] Native Hawaiian

(] Guamanian or Chamorro [ Samoan  [] Other or Mixed Raca

HCR RFTHI - Request for Tan Household Information
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You must fill out one of these forms for each person in your household and
return it to the County

Case Number {optional) SSN or ATIN/ITIN

Individual's Name Birth Date {(mm/dd/yyyy)

Current strest address, apartment numbsr City Zip code
Mailing address, if. different from above City Zip code

1. Is this person: [[] Employed [] Self-Employed

2. If this person is currently employed, list all of the information about all types of income received including:

Employer Name: Employer Address:
Employer Phone Number: Averaga Hours Worked Each Week:
Wages/Tips (before taxes): [JHourly [J Twice a Month ] Semi Monthly []Monthly []Yearly

3. If this person is self-employed, answer the following question:
Type of Work:

How much net income (profit once business expenses are paid) will you receive from this self-employment this month?

4. For this person, do you plan to file a federal income tax return NEXT YEAR? (] Yes, completea - ¢ [] No, skiptoc

a. Will you file jointly with a spouse? (INo [ Yes, name of spouse:
b. Will you claim any dependents? ] No (] Yes, name of dependents:
c. Will you be claimed as a dependent on someone's tax return? [JNo {1 Yes
if yes, list the name of the tax filer: How is this person related to the tax filer?

5. Please answer the following questions only if this person is under the age of 21 and a full time student:

Did this parson have health insurance through a job and lost it within the last 12 months?  [[] Yes ] Ne
6. Were you or anyone else in your family who is age 26 or younger in foster care at age 187 ] Yes [ No
7. Has. this person's immigration or citizenship status changed in the past 12 months? [] Yes CNo

If yes, please explain what changed:

8.!sthis person:  [] Hispanic [] Latino {J Spanish (] American Indian or Alaskan Native [] White
(] Black or African American (] Filipino [] Chinese {T] Japanese [] Cambadian (7] Korean [] Vietnamese
[] Asian Indian ("] Laotian  [] Other Asian, specify: [] Native Hawaiian

{] Guamanian or Chamorro  [_] Samoan  [_] Other or Mixed Race

HCR AFTHI - R for Tax H hoid Information Page 50of 9




9. Renewal of coverage in future years:

make any changes, and | may opt out at any time.

[] 4 years
[ 3 years
[ 2 years
{1 year

To make it easier to determine my. eligibility for help applying for health coverage in future years, | agree to allow the
Marketplace to use income data, including information from tax returns. The Marketplace will send me a notice, let me

[0 5 years (the maximum number of years allowed), or for a shorter number of years

[] Don't use information from tax returns to review my coverage.

**Note: The income/tax filing information is required for all household members. If additional family members are
employed or self-employed, questions 1-4 should be answered for these individuals as well.

Your Rights and Responsibilities

e | am signing this renewal form under penalty of
perjury. That means that | have provided true
answers to all the questions on this form to the best
of my knowledge, and | know that | may be subject to
penalties under federal law if | provide false or untrue
information.

o | know that | must tell Covered California if anything
changes and is different from what | wrote on this
form. | understand that a change in my information
might affect whether someone in my household
qualifies for coverage.

» | know that under federal law, discrimination is not
permitted on the basis of race, color, national origin,
sex, age, sexuai orientation, gender identity, or
disability. | can file a complaint of discrimination by
visiling bhs.goviocr/office/file,

If | think Covered California has made a mistake, |
can appeal its decision. To appeal means to tell
someone at Covered California that | think the action
is wrong, and ask for a fair review of the action,
Someone from Covered California will explain
anything about this application to me if | need that.

) understand that if | do not qualify for other kinds of
health coverage, Covered California may send my
information to another program so they can see if |
gualify.

frue and correct.

| declare, under penaity of perjury, under the laws of the State of California that all information provided on this form is

Signature

Date

HCR RFTHI - Requaest ior Tax Household inkarmation
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Request For Tax Household Information (RFTHI) Supplemental Form

Complete thls form for your household
Pleaso copy lhls fonn it you need additional space.

=S poes anyone in the household have incoma thatis not, from a job'L Do not includa child support payments, veteran's
== payments, or Supplemental Sacun!y Incomer{SSI)*See Page.3 for addm'ana! lnformat:on

T T ot ik gt T Y NPT

=== Does anyone in the household have income that is not from a job?{] Yas ifyes, who?
——| If yes, answer the questions below. ] No if no, go to "Does anvone in your household have deductigns” on this page.
= Where does this income come from? | How often does this person get this income? (check one} How much?
(0] Houry: How many hours per waek? [ Every two weeks
[O Daily: How many days per week? [J Twice a month $
O weekly (] Monthly[] One-time payment

Does anyone in the housshold have income that is not from a job? [] Yes If yes, who?

If yes, answer the queastions below. [CJ No I no, go to “Doaes anyone in your household have deductions” on this page.
Where does this incoma come from? | How often does this person get this income? (check one) How much?
[0 Houry: How many hours per week? O Every two weeks
{7 Daily: How many days per weak? O Twice a month $

D WeekIyD Monthlyl:l One-time payment

Doas anyona in your household have deductions? If you pay for certain things that can be deducted on a lederal income tax
return, telling us about them may lower the cost of health insurance. Do not include self-employment expenses, See Page 3 for

additional information,

Does anyone in your household have deductions? [} Yes If yes, who?

If yes, answer the questions below. [ No fno, go to "Additional information we need” on this page.

Type of deduction How oftan does this person get this deduction? (check one) How much?
] alimony paid O Hourly: How many hours per week? [J Every two weeks

O Student loan interest [ Daily: How many days per week? ] Twice a month $

] other [0 weekly ] Monthly["] Quarterly[] One-time payment [] Yearly

Does anyona in your household have deductions? (] Yes /f yes, who?

If yes, answer the questions below. ] No fno, go lo "Additional information we peed” on this page.

Type of deduction How often does this person get this deduction? (check ons} How much?
O Atimony paid (0 Hourly: How many hours per week? (0 Every \wo weeks

(] Student.loan interest {3 Daily: How many days per week? [ Twice a month $

] other [ weekly [] Monthly (] Quarterly((] One-time payment [] Yearly

Additional information we need. Pleasa answer the questions below that apply o you or anyone in your household.

Is anyone in your househaold 19 to 20 years old and a full-time student? O Yes [ No
If yes, wha?

Does anyone in your household have a physical, mental, emaotional, or developmental disability? [] Yes [JMNo

If yes, who?

Does anyane in your household need help with long-term care or home and community-based services? ] Yes {JNo

If yes, who?

Is anyone in your household pregnant? O ves l:l No i yes, who?

If yes, what is their expected due date? How many babies are expected?
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Has anyone maved into or oul of the home in the past 12 monihs? {71 yes  [] Ne

ifyes, who?

What is your relationship to this person?

What janguage should we writa you in?

What language do you want us lo speak to you in?

Itanyone in your household has changed their citizenship/immigration status in the past 12 months, list the name(s) below:

Name of Person (include first and last nama)

New Immigratlon or Citizenship Status

Examples of income not from a job

Use this list for "Does anyone have income that is not from a job?*

¢ Unemployment benefits

« Social Security benefits

» Retirement or pension income
+ Rent or royalty income

+ Alimony received

* Investment income

« Capital gains

e Farming or fishing income

+ Canceled debts

s Court awards

= Jury duty pay

» Otherincome not from a job

Deductions

Usa this list for "Does anyone in the household have deductions?*

» Certain self-employment expanses

»  Student ioan interest deduction

» Tuition and fees

s Educator expenses

« IRA contribution

s Moving expenses

» Penally on early withdraw of savings

* Heallh savings account deduction

« Alimony paid

+ Domestic production activilies deduction

+ Certain business expenses of reservists, performing artists, and fee-based government officials
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If you are not registered to vote where you live now, would you like to apply to register to vote here today?
{Check One)

(] Already registered. | am registered to vote at my current residence address.
O ves. I would like to register to vote. {Please fill out the attached voter registration form.)

(J No. | do not want to register to vote.

NOTE: IF YOU DO NOT CHECK A BOX, YOU WILL BE CONSIDERED TO HAVE DECIDED
NOT TO REGISTER TO VOTE AT THIS TIME. YOU MAY TAKE THE ATTACHED VOTER
REGISTRATION FORM TO REGISTER AT YOUR CONVENIENCE.

Applicant Name Date

Important Notices

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

2. Ifyou would like help in filling out the voter registration form, wa will help you. The decision whether to seek or
accept help is yours. You may fill out the voter registration form in private.

3. 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, or your right to choose your own palitical
party preference or other political preference, you may file a complaint with the Secretary of State by calling toll-
free (B00) 345-VOTE (8683) or you may write to: Secretary of State, 1500 - 11" Street, Sacramento, CA, 95814.
For more information on elections and voting, please visil the Secretary of State's website at www.505.¢a.90v.

-———
MC 200 (01/13) NVRA Voter Preference Form
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[nformacion Importante Para

= Personas Que Solicitan Medi-Cal

=

g Notificacion de Privacidad y

= Confidencialidad
Las secciones 14011 y 14012 del Cédigo de primas de Medicare (Buy-In) y los ndmeros de
Bienestar s Instituciones permite que las oficinas Seguro Social (Social Security Numbers-SSNs),

locales de asistencia publica de los condados
obtengan cierta informacidn de usted, para decidir si

usted, o las personas que usted representa, pueden 4. Para verificar la situacion de extranjeros con el

obtener beneficios de Medi-Cal. Usted tiene que Dapa.rtalxmenlc? deléSegu:wdad l;lazlo?al Bl
proporcionar estos datos para obtener beneficios de sus 5'9 as ening - Qi) .e e os. \
Medi-Cal. La informacién se utilizara: extranjeros que dicen haber sido admitidos

legalmente con residencia permanente, o que
residen permanentemente en los Estados

1. Por la oficina local de asistencia publica del Unidos bajo el amparo de la ley PRUCOL, o de
condado, para establecer la elegibilidad inicial y extranjeros que recibieron amnistia con una
continua de Medi-Cal. tarjeta 1-688 valida y vigente. La informacion que

el DHS recibe puede utilizarse solamente para
determinar la elegibilidad de Medi-Cal, y nola
pueden utilizar las autoridades de inmigracion, a
menos que usted esté cometiendo fraude.

2. Por ¢l Distribuidor Administrativo (Administrative
\fendor-AV) para tramitar reclamos y hacer
Tarjetas de ldentificacion de Beneficios
{Benefits Identification Cards-BICs).

5. Por proveedores de servicios médicos y
organizaciones para el mantenimiento de la

3. Por el Departamento de Servicios Humanos
: Y salud para certificar la elegibilidad.

de Salud de los Estados Unidos para llevar a
cabo auditorias y evaluaciones de control de

calidad, y verificar los numeros que el Estado 6. Para identificar ta cobertura de seguro médico y
asigna a los beneficiarios a quienes paga las llevar a cabo medidas de recuperacion.

Derechos, Responsabilidades y Acuerdos
del Solicitante/Beneficiaro de Medi-Cal

Tengo derecho a:

1.  Pedir que un intérprete me ayude a solicitar 3,
Medi-Cal, si tengo dificultades para hablar o
entender el idioma inglés.

Que se me frate justamente y con igualdad,
independientemente de mi raza, color, religion,
origen nacional, género, edad o creencias

politicas.
2. Solicitar una entrevista en persona con un

representante del condado. 4.  Solicitar beneficios como persona incapacitada,
si creo estarlo.

Pagina 1de?7
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Tengo derecho a:

5. Recibir informacion sobre las reglas para
elegibilidad retroacliva de Medi-Cal.

6. Solicitar Medi-Cal, y a que se me informe por
escrito si s que cumplo con los requisitos para
algan programa de Medi-Cal.

7. Repasar los manuales de reglas y regulaciones
del programa de Medi-Cal, si deseo cueslionar
las bases bajo las cuales se aprobd o negd mi
elegibilidad.

8. Que todos los datos que le dé a la oficina local
de asistencia publica del candado se
mantengan en la mas estricta confidencialidad,
y a ver esos datos durante las horas habiles
regulares.

g, Recibir una tarjeta de necesidad inmediata,
cuando esto sea posible y retina los requisitos,
si tengo una emergencia médica o si estoy
embarazada.

10. Recibir Medi-Cal, segin se autorice, mientras mi

situacion migratoria satisfactoria se esté
documentando y verificando, si de otra forma
retino los requisitos. Los extranjeros que son
admitidos legalmente con residencia
permanente, los que residen permanentemente
en los Estados Unidos bajo el amparo de la ley
PRUCOL o los gue recibieron amnistia con una
tarjeta |-688 valida y vigente que estan en una
situacidon migratoria satisfactoria.

11, Recibir informacion sobre el Programa Salud y
Prevencion de Discapacidades en los Nifios y
Adolescentes {Child Health and Disability
Prevention Program —-CHDP) y sobre el
Programa de Nutricion Suplemental Especial
para Mujeres, Bebés y Nifios (Special
Supplemental Food Program for Women,
Infants, and Children --WIC), y a pedir ayuda
para recibir esos servicios.

MC 215 {4/10) Spanish
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12

13.

14.

15.

16.

17.

18.

19.

Pagina2de?
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Recibir informacion saobre el Programa de
Servicio de Cuidado Persanal {Personal Care
Service Program --PCSP), y a pedir ayuda para
recibir esos servicios.

Recibir informacion sobre el Programa de
Evaluacién Temprana y Periddica, Diagnosis y
Tratamiento (Early and Periodic Screening,
Diagnosis, and Treatment Program --EPSDT).

Pedir y recibir informacién sobre el Programa de
Planificacion Familiar, y a que se me informe si
reuno los requisitos para esos servicios.

Hablar con un trabajador social sobre otros
servicios o recursos publicos o privados que
puedo obtener.

Recibir informacion sobre los Planes de
Atencidon Médica de Medi-Cal a los que mi
familia y yo podemos subscribirmos, para
seleccionar a un médico y obtener otra atencion
medica, y a elegir la opcion que yo prefiera.

Reducir mi parte del costo proporcionando
facturas médicas pasadas sin pagar {que yo aun
deba).

Reducir mi reserva de bienes para que estén
dentro del limite de bienes de Medi-Cal, a mas
tardar el vitimo dia del mes durante el cual
quiero Medi-Cal, incluyendo el mes en que
solicite, y a que se me informe como puedo
gastar mi exceso de bienes.

Dividir los bienes comunes contables (no
exentos), (MIOS Y DE MI CONYUGE) por
medio de un acuerdo escrito, en partes iguales
de bienes por separado, si cualquiera de
nosotros ingresa a un establecimiento de
atencion a largo plazo (Long Term Care-LTC),
antes del 30 de septiembre de 1989.
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Tengo derecho a:

Department of Healih Cars Services

20. Conservar una ciesta cantidad de bienes por
separado y comunes conlablas, si ingreso a un
establecimiento de LTC el o0 después del 1° de
enero de 1990. Mi conyuge y yo tenemos el
derecho a que se nos diga la cantidad.

21. Tener una audiencia estatal, si no estoy
satisfecho con una medida que tomé (o no
tomd) la oficina local de asistencia pablica del

condado o el Deparlamento Estatal de Servicics

de Cuidado de la Salud, excepto medidas
relacionadas con los programas del Pago de
Primas de Seguro Médico {(Health Insurance
Premium Payment —HIPP} y del Plan Médico
Colectivo del Empleador

{Employer Group Health Plan —EGHP). Si yo
deseo una audiencia estatai para apelar la
decision, tengo que solicitarla en un plazo de 80
dias a partir de la fecha en que se me envié por
correo la Naotificacién de Accidn (Notice of
Action —~NOA). Si no recibo una NOA, tengo que
solicitar una audiencia an un plazo de 90 dias a
partir de la fecha en que descubra la medida (o
no medida) con la que no estoy satisfecho. La
fecha de descubrimiento es la fecha en que yo
sepa o debiera haber sabido sobre la medida.
La mejor manera de solicitar una audiencia es
comunicarse a la oficina local de asistencia
publica del condade mas cercana.

Tengo la Responsabilidad de Informarle a mi Representante del

Condado en un Plazo de Diez Dias {10) Cuando:

1. Los ingresos recibidos por mi, o por cualquier
miembro de mi familia aumenten, disminuyan,
comiencen o paren. Esto incluye ingresos de la
Administracion del Seguro Social (Social
Security Administration --SSAY}, préstamos,
arreglos o cualquier otra fuente.

2. Yo planee cambiar, o ya he cambiado mi lugar
de residencia o direccién postal.

3. Una persona, inclusive un bebé recién nacido,
independientementa de que esté relacionado
conmigo o con mi familia, se mude a o fuera de
mi casa.

4. Unode los padres ausentes regrese a casa.

5. Yo, o un miembro de mi familia, tenga un bebé,
se embarace o termine un embarazo.

6. Yo, mi conyuge o cualquier miembro de mi
familia, ingrese o salga de un centro de
convalecencia o de un sstablecimiento de LTC.

MC 219 {(4118) Spanish
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7. Yoreciba, transfiera, regale o venda bienes
raices o personales (incluyendo dinero), o
cuando alguien me regale a mi 0 a un miembro
de mi familia cosas como un automavil, una
casa, pagos de seguro, etc.

8. Yo tenga cualesquier gastos que alguien aparte
de mi pague.

9. Yo, o un miembro de mi familia, consiga un
trabajo, cambie de trabajo ¢ ya no tenga un
trabajo.

10. Yo tenga un cambio de gastos relacionados con
mi trabajo o educacion. (Por ejemplo: cuidado
de nifos, transporie, etc.)

11. Yo, o un miembro de mi familia, nos
incapacitemos fisica o mentalmente (esto
incluiria a un nifio en la familia).

12. Yo, o un miembro de mi familia, solicite
beneficios por incapacidad de la SSA,
Administracion para Veteranos o Pensidn para
Ferrocarrileros,
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Depantment of Heallh Case Sarvices

Tengo La Responsabilidad De informarie A Mi Representante Del

Condado En Un Plazo De Diez Dias Cuando:

13. Uno de mis hijos se saiga de la escuela o 15.
regrese a la escuela.

14. Haya un cambio en la ciudadania o situacién
migratoria de cualquier miembro de mi familia
que solicite o reciba Medi-Cal.

Tengo la Responsabilidad de:

1. Completar y regresar un reporte sobre la 6.
situacion, a mas tardar en la fecha que se
requiera, cuando se solicite.

2. Dar prueba de que soy residente de California.

4. Hacer una declaracion sobre mi ciudadania o
situacion migratoria.

4, Proporcionar un numero de Seguro Social
(SSN) para mi, o para cualquier miembro de mi
familia que tenga un SSN, y que desee recibir
beneficios de Medi-Cal. Si yo soy ciudadano de
los Estados Unidos, nacional de los Estados
Unidos o exiranjero con una situacion migratoria
satisfactoria, tengo que solicitar un SSN, y
proporcionarselo al condado, si todavia no 8.
tengo uno. Si necesito soficitar un SSN, puedo
obtener ayuda de mi trabajador de elegibilidad,
pero tengo que colaborar con la Adminisiracién
del Seguro Social {SSA) para aclarar cualquier
pregunta, o mi Medi-Cal se negara o
interrumpira. (Los extranjeros que no tienen una
situacion migratoria satisfactoria, y que no
tienen un SSN, pueden obtener Medi-Cal
limitado, sin solicitar un SSN, si ellos cumplen 9.
con todas las reglas.)

5. Solicitar cualesquier ingresos que posiblemente
estén a mi disposicién, o a la disposicién de

cualguier miembro de mi familia.
10.
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La cobertura de seguro médico para mi, o para
un miembro de mi familia, cambie.

Solicitar beneficios de Medicara si estoy ciego,
incapacitado, padezco de una Enfermedad
Renal en su Etapa Final (End Stage Renal
Disease) o tengo 64 afios y 9 meses o mas y
reuno los requisiios. Soy responsable de
informarie a mis proveedores que tengo
cobertura tanto de Medi-Cal, como de Medicare.

Sdlicitar e inscribirme en cualquier seguro
medico, si éste esta a mi disposicién, o a la
disposicion de mi familia, sin costo alguno.
Tengo la responsabilidad de permanecer
inscrito en el plan médico, cuando Medi-Cal
apruebe el pago de las primas del plan por el
Estado de California. '

Reportar al departamento del condado, y al
proveedor de atencidn médica, cualkquier
cobertura o seguro de ailencidn médica que
tenga, o a la que tenga derecho a usar,
incluyendo Medicare. Si yo, intencionalmente,
no doy esta informacion, es posible que sea
culpable de una ofensa criminal, o que mi
proveedor me cobre.

Ir a mi plan de atencion médica {como por
ejemplo Kaiser, TRICARE o una HMO de
Medicare ) para recibir atencién médica. (Medi-
Cal no pagara por ningin servicio cubierto por el
plan.)

Dar cualesquier pagos de seguro que reciba al
Estado, si Medi-Cal ya ha pagado mi atencién
méadica.
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Tengo la Responsabilidad de:

11,

12

13.

Ir a una presentacidn, si se dan presentaciones,

y hacer ung elécciomn por escrito, o contastar, si
sa recibe por correo, acerca de como deseo
obtener beneficios da Medi-Cal. Si no vay y
hago una eleccién, o elijo por correo, es posible
que a mi, y los miembros de mi familia que
reunen fos requisitos, se nos inscriba en un Plan
de Atencién Médica de Medi-Cal cercano a mi
hogar.

Firmar mi BIC, cuando la reciba, y asegurarme
de que se utilice solamente para cbtener
atencién médica necesaria para mi, o para los
miembros de mi familia que rednen los
requisitos.

Llevar mi BIC a mi provesdor médico cuando
me enferme o tenga una cita. En emergencias,
cuando la BIC no esta a la mano, tengo que
llevar la BIC al praveedor médico en cuanto me
sea posible,

Entiendo Que:

1.

El no dar los datos necesarics, o dar datos
falsos deliberadamente, puede resuitar en que
se me nieguen o interrumpan los beneficios de
Medi-Cal. Ademas, es posible que mi caso sea
investigado por sospechas de fraude,

Los datos que doy se verificaran por medio de
computadora con los datos proporcionades por
empleadores, bancos, la SSA, el Departamento
de Impuestos del Estado (Franchise Tax Board),
la agencia de asistencia plblica y otras
agencias. Tendré el derecho a dar pruebas para
corregir cualesquier datos que se encuentren
que son emrdneos.

Los extranjeraos que no tienen situacion
migratoria satisfactoria, y que no tienen un SSN,
pueden recibir Medi-Cal limitado, sin solicitar un
S8N, si ellos cumplen con todas las reglas.

RAS I M aboad

14,

185.

16.
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Reportar al departamento del condado cuando
reciba servicios de afencion madica a causa de
un accidente o lesion causado por los actos de
oira persona o por no acluar ésta, por los cuales
a Medi-Cal se le ha cobrado o se le podria
cobrar.

Colaborar con el Estada o el condado para
establecer la paternidad e identificar cualquier
cobertura médica posible a la que yo, o mi
familia, podriamos tener derecho, a través de
uno de los padres ausentes.

Colaborar con el Estado de California, si mi
caso se selecciona para que lo evalGe el equipo
de evaluacion del control de calidad. Si me
niego a colaborar, se me interrumpiran mis
beneficios de Medi-Cal.

Los datos sobre la situacién migratoria
proporcionados como parte de la solicitud de
Medi-Cal son confidenciales.

En base a mis ingresos, es posible que yo
pague, o se me cobre, parte de mis gastos
médicos, antes de que pueda recibir Medi-Cal.

Si no reporto cambios con prontitud, y debido a
esto, recibo beneficios de Medi-Cal por los
cualas no reuno los requisitos, es posible que
tenga que pagar al Departamento de Servicios
de Cuidado de Ia Salud.

Yo o algin miembro de mi familia reciblendo
Medi-Cal no estamos recibiendo asistencia
publica de otro estado.

Si recibo Medi-Cal, en base a una incapacidad,
y soficito beneficios por incapacidad de la SSA,
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Entiendo Que:

y la SSA rechaza mi reclamo por incapacidad,
es posible que mi Medi-Cal se interrumpa. Si
apelo mi rechazo de la SSA inmediatamente, mi
Medi-Cal continuara hasta que la SSA tome una
decision final. Si la SSA aprueba mi reclamo,
entonces mis beneficios de Medi-Cal
continuaran. Si la SSA no aprueba mi reclamo,
entonces mis beneficios de Medi-Cal se
intarrumpiran.

9. Como una condicién de elegibilidad de Medi-
Cal, todos los derechos a apoyo médico o a
pago por servicics médicos para mi, y para
cualesquier parsonas gue rednan los requisitos,
por las cuales yo tengo la responsabilidad legal,
se asignan automaticamente al Estado.

10. Sij un tribunal ordena el apoyo médico de uno de
los padres ausentes para mis hijos, la compaiila
de seguros liene que permitirme inscribirme y
proporcionar beneficios a mis hijos, sin el
consentimiento del padre ausente.

11. Si no solicito o mantengo cobertura médica sin
coslo alguna, o cobertura pagada por el estado,
mis beneficios y/o elegibilidad de Medi-Cal se
negaran o interrumpiran.

12. Cuando solicite Medi-Cal, se me evaluara para
la posible elegibilidad bajo oiros programas de
asistencia médica, incluyendo los programas de
HIPP y EGHP.

13. Si yo solicito a un proveedor médico cualesquier
servicios que no cubra mi plan de seguro
médico que no es Medi-Cal, tengo que dar al
proveedor médico una declaracion por escrito
de mi plan médico en donde se indique que no
brinda los servicios cubiertos por Medi-Cal.

14.

15.

16.

17.

Oepartment of Healh Care Services

Los proveedores de Medi-Cal no pueden
cobrarme copagos, coseguro o cantidades
deducibles de seguro, a menos que el pago se
utilice para cumplir con mi parte del costo y/o
copago de Medi-Cal.

Si se me ingresa a un centro de convalecencia,
¥ no tengo intenciones de regresar a mi casa, es
posible que el Estado imponga un gravamen
sobra mi propiedad.

Después de mi muerte, el Estado tiene derecho
a buscar reembolso de mi patrimonio sucesorio
por todos los bensficios de Medi-Cal qua recibi
después de los 55 afios, a menos que mae
sobrevivan mi cdnyuge o mi pareja doméstica
registrada (durante su vida), hijos menores de
edad, hijos ciegos o permanentemente y
totalmenta incapacitados, o si esto crearia
dificultades para mis herederos.

Después de que muera mi cdnyuge o mi pareja
doméstica registrada que me sobrevivio, sl
Estado tiene derecho a reclamar de la parte de
su patrimonio sucesorio que recibié de mi, todos
los beneficios de Medi-Cal que recibi después
de los 55 arios, hasta la cantidad maxima de
bienes que mi cényuge 0 mi pareja doméslica
registrada recibid de mi patrimonio sucesorio.
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Departrment of Healh Cave Services

Al s SRy (kU nd Fhaman Sorvces Agency
= .
= Conserve para sus archivos:
=3  Por este medio, declaro que he repasado la informacién en este formulario con el representante del condado, y que
= g
= entiendo completamente mis Derechos y Responsabilidades para que mi elegibilidad de Medi-Cal se determine, y
g para mantener esa elegibilidad.

Firma del Solicitante/Representante {opcional) Fecha

Bh Ll ""‘i 'U;?V m-'. :

1‘! m -. i—‘wb;“ &
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Ller 1l Cabtorma - Health and Human Services Agency {h:partment of Heallh Care Services

Programa de Tratamiento del Cancer de Seno y de la Cerviz (BCCTP)

El Programa BCCTP podria proporcionar Medi-Cal a residentes de California de bajos recursos que
sufren cancer de seno o de la cerviz.

Si se le ha negado Medi-Cal 0 ya no es elegible para recibir Medi-Cal en su condado y tiene cancer
de seno o de la cerviz, informe a su trabajador(a} de elegibilidad (Eligibility Worker - EW) de su
condado. Su EW puede referirla al programa BCCTP.

Un Especialista de Elegibilidad (Eligibility Specialist - £S) del BCCTP la contactara por teléfono

o por escrito para solicitarle mas informacion. La informacion solicitada nos ayudara a saber si
usted es elegible para el programa. Podria ser elegible para Medi-Cal a través del BCCTP si usted
es mujer y cumple con los requisitos siguientes:

- Un proveedor de Every Woman Counts (EWC) o de Family Planning, Access, Care and
Treatment (FamPACT) le ha realizado pruebas y se encontré que necesita tratamiento
para el cancer de seno o de la cerviz, control médico de seguimiento para el cancero
lesiones/enfermedad cervical precancerosa; y

- Esresidente de California; y

+ Es menorde 65 anos;y

. Esciudadana de Estados Unidos o tiene una condicion migratoria satisfactoria; y

. No tiene otro sequro médico, incluyendo Medi-Cal de cobertura completa sin pago de
parte del costo, o Medicare ; y

. Tiene uningreso familiar mensual, al momento de las pruebas y diagnostico, que sea
igual o menor a 200 por ciento del indice de pobreza a nivel federal.

Si un proveedor que no sea EWC o FamPACT le ha realizado pruebas de cancer de senoo dela
cerviz, puede también ser referida al BCCTP. Su trabajador(a) de BCCTP le ayudara a encontrar
a un proveedor de EWC o FamPACT que pueda confirmar su diagnastico.

Adn si usted no cumple con todos los requisitos mencionados arriba, podria recibir el BCCTP

a través de un BCCTP financiado por el estado. El BCCTP financiado por el estado puede
ayudarle hasta 18 meses para el cancer de seno y hasta 24 meses para el cancer de la cerviz. El
BCCTP financiado por el estado esta disponible para hombres y mujeres, independientemente
de su estatus migratorio.

Para mas informacién o preguntas acerca del BCCTP, llame al 1-800-824-0088
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Esta notificacion es para nifios y
jovenes que reinen los requisitos
para los servicios de EPSDT de
Medi-Cal por ser menores de 21
aios de edad. Ademais, esta
notificacién es para los tutores
legales o personas encargadas del
cuidado de nifios y jovenes que
reinen los requisitos para los
servicios de EPSDT.

ué son lus servicios de Deteccion
Diagnéstico y Tratamiento Oportunus v
Periddicos (EPSDT)?

Los servicios de Deteccion, Diagndstico y
Tratamiento Oportunos y Periddicos (Early und
Periodic Screening, Diugnosis and Treatment—
EPSDT) son servicios adicionales de Medi-Cal.
Usted puede obtenerlos, adicionalmenie a otros
servicios de Medi-Cal. Para obtener estos
servicios, usted tiene que ser menor de 21
afios de edad y tener Medi-Cal con beneficios
completos. Los servicios de EPSDT corrigen 0
mejoran problemas médicos que su medico u
otro proveedor de atencion medica detecta,
aunque ¢l problema médico no desaparezca del
todo.

s Cémo puedo recibir servicios de EPSDT
ara mi nifio/u, o para mi mismo/a, si yo soy
menor de 21 afios de edad?

Pregintele a su médico o clinica sobre los
servicios de EPSDT. Es posible que reciba estos
servicios si usted y su médico, u otro proveedor
de atencion médica, clinica [como por gjemplo
el Programa de Salud Infantil y de Prevencion
de Incapacidades (Child Health and Disability
Prevention Program-CHDP}), o ¢l departamento
de salud mental del condado estan de acuerdo en
que usted los necesita.

ué son los servicios de EPSDT de salud
mental?

Los servicios de EPSDT de salud mental son
servicios de Medi-Cal que corrigen o mejoran
los problemas de salud mental. Es posible que
estos problemas consistan en tristeza, nerviosismo
o enojo que le dificulia la vida a usted.

Algunos de los servicios que usted puede recibir
del departamento de salud mental de su condado
son:

Terapia individual

Terapia en grupo

Terapia familiar

Consejos en caso de crisis

Administracion de casos

Programas especiales durante el dia
Medicamentos para su salud mental
Servicios de EPSDT de salud mental para
tratar  problemas de alcoholismo y
drogadiccion que usted podria tener que
afectan su salud mental.

Ademas, usted puede pedir consejos y terapia
tan frecuentemente como una vez a la semana o
mas dias, si cree que los necesita. Es posible que
usted pueda obtener estos servicios en su hogar
o en la comunidad.

En la mayoria de los casos, ¢l departamento de
salud mental de su condado, usted y su médico 0
proveedor decidiran si los servicios que usted
pide son necesarios desde el punio de vista
médico. Los departamentos de salud mental del
condado tienen que aprobar sus servicios de
EPSDT. Cada departamento de salud mental del
condado tiene un nimero de teléfono gratuito, al
que usted puede llamar para obtener mas
informacién, y para solicitar servicios de EPSDT
de salud mental.

- Oué son los Servicios Terapéuticos de
Conducta (TBS) de EPSDT?

Los Servicios Terapéuticos de Conducia
(Therapewtic Behavioral Services-TBS) es un
servicio de EPSDT de salud mental. Los 78S
ayudan a los niftos y a los jovenes que:

o Tienen problemas emocionales graves

» Viven en un establecimiento de salud mental
o estan en riesgo de ingresar a uno, o

e Han sido hospitalizados recieniemente pot
problemas de salud mental.

Si usted recibe otros servicios de salud mental y
sigue sintiéndose muy Iriste, nervioso/a o
enojado/a, es posible que a usted le pueda
ayudar una persona capacitada en salud menial.
Esta persona podria ayudarle cuando tiene
problemas que podrian causarle que se enoje,
altere o entristezca. Esta persona vendria a su
hogar, hogar colectivo o iria con usted a
excursiones y actividades en la comunidad.

E! departamento de salud mental de su condado
puede decirle como pedir una evaluacion para
ver si necesita servicios de salud mental.
incluyendo TBS.

-Con quién puedo hablar sebre los servicivs
de EPSDT de salud mental?

e e ——T

Usted puede hablar con su doctor a, psicoloygo <.
consejero/a o trabajadorra social sobre los
servicios de EPSDT de salud memtal. Para nifios
y jovenes en un hogar colectivo o establecimiento
residencial, puede hablar con ¢l personal sobre
como obtener servicios adicionales de EPSDT.

Para los nifios en cuidado de crianza temporal.
también puede preguntar al/a la abogado.a
designado/a por el tribunal. Ademds, usted
puede Hamar directamente al departamento de
salud mental de su condado. (Busque el nimero
de teléfono gratito en su guia telefonica, o
llame al protector de los derechos de las
personas del departamento de salud mental del
estado.)
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¢;Que servicios ofrece CHDP?

Examenes fisicos de rutina:

¥ Examen del crecimiento y
el desarrollo

Todas las vacunas necesanas
Examen de los dientes
Examen de la vista

Examen del oido

Examen de nutricion
Instruccion sobre la salud

Instruccién sobre el tabaco

< €< ¢ ¢ <€ < ¢ <

Pruebas de anemia, plomo en la
sangre, orina, tuberculosis y otras
segun sea necesario

¥ Remision al WIC para nifios de hasta
5 anos de edad

Examenes dentales con regularidad y
atencion adicional, si fuera necesario.

Si necesita mds servicios médicos, dentales o
de salud meatal, le ayudaremos a encontrarlos.
No tiene que pagar el diagnéstico ni el
tratamiento mientras su hijo reciba Medi-Cal.

Si usted tiene Medi-Cal con costo compartido
puede hacer que CHDP pague el examen o,
usted puede pagar el examen, y hacer que el
costo cuente hacia el pago que le corresponde.
Los servicios de CHDFP NO tienen ningtn
copago.

Lleve su tarjeta Medi-Cal vigente y el
comprobante de vacunacion.

Infarmacion:

Para mas informacién, o ayuda para obtener
una cita y transporte, pdngase en contacto con
la oficina local de CHDP. El teléfono estd en
la seccion de gobiemo del directorio
telefonico. Busque bajo Child Health and
Disability Prevention o bajo Health
Department.

O, puede encontrar la direccion de su
oficina CHDP local en:
www.dhs.ca.gov/chdp

Si necesita ayuda para oblener servicios de
salud mental, llame al departamento de salud
mental de su condado. Ellos le pueden dar
informacion sobre otros servicios para nifios y
jovenes con problemas emocionales serios
que tienen Medi-Cal completo.

Amold Schwarzencgper
Gobemador del Estado de Califormia

PUB 184 (Spanish 1i04)

Programa de Salud y
Prevencion de Discapacidades
de Nifios (CHDP)

Examenes médicos
y dentales

Mieran

GRATUITOS
Para bebés, nifios y jovenes

de hasta 20 aiios
con Medi-Cal complelo {Fu!l Scope)
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# Presentar una quep sobre cualquier discnminucion.

W Ubrencr svuds adiensnal del personat ded Condado
Para ascpusanc de que reciba sus beneficos s tenc
una incapacudad s discapacidad o un impedimenen
yue le hace dificil entender fas reples del programa.

it Manrencr s informacion Je ans mancra cvniidencnd

1. Ser eratudy con corresia v resprta,

S1 TIENE PROBLEMAS CON 5U ASISTENCIA O

5US5 SERVICIOS:
I X

T e e

\ ¢ dv toda su mlormaciun,
todus sus documentos, v cualyuier contacto con
ol Candadu que hava temdu

para cads ducumente gue ontrogs

kN EDEBEEEE cuzndo oene una
ata con su mabajadoe

4 Prescnte una gueta, Hay 4 mancras de hacer este:

B {fmpa mprmal Puede pedic habilae con un supetvisar
subre problemas gue tene cun un wabajador o pars
renisar Las repdas o Lo acaion gue of Condado propone
tmat en relioon 3 $us servICID: O 38T

B lalewta von of Estade: Pida una audienaa con ol
EFsrader st hay un problema con su ansencia n
sus servicius. Tiene que pedir una audiencia
antes de que pasen 90 dias a partir de la
accién del Condado, ks posible yue pueda
pedir una audiencia despues de los % dias si oo
un monve |jusoficade comu una cafermedad o
una incapacidad /discapacidad.

W Cnope ok discremanansn: $1 eree yue of Condado ba
discnminado conura usied, pucde presentir una
yuuga de discaminacion - al coonlinador de
tkerechus civiles del Condadu o 2 1a Uiicina de
Derechos Civales ded Estada, v o Gubicrnu Federal.
Tiene que hacer esto antes de yue pasen 18U dias 2
pactic de la discrumunacion. Para mids miurmacion
sobre csto, vea I3 secisn quue cumicnea con
“Prohibids b discomunacion™. Si la disenminacion
tambicn atecta sus beactioos v servicios, también
tiene que pedic una audiencia con ! Estado

st deses disputar s ducrsion ded Condadiien
relacion 2 sus boneficns o servicios.

B Prowdietents paru preseaitar gucnei: Pucde prescntae
una gueis af Condado 51 venen un prcedimicnts
para presentar yucias. Esto no protege sus
beneficios de [a misma maners gue lo hace o
pedir una sudicncia con cb ksudo.

AUDIENCIA CON EL ESTADO
8 Puede padie una avdiencia con ef Fstadio st e
esti de acuerdo con una acoiin dod Condadir cn
relacton 2 sus beneficius o tervicios
8  También puede pedic una sudienoa con ol
Estadu si | Condada nu le da los beneticns o
servicios yue usted cree yue debe recibur,
®  Unjuer debeses adnumusirmas del bstado st a
cargo de |1 audien<ia cun o Esude Ua reprosentanic
del Cundado esuara presente tambeen en la audiencu
pata exphicar por qué tomui su aceon ol Condade
8 Una sudiencu con ¢l Fstades mo es ung audicnscis
de 1a corte. Usted vene ¢l derechu Je Devar un
represencante 1 13 audiencia. Hay servictus legales
gratwios n cads condado los cuales se indican
en La sepunda payana de las nouticaciones del
Cundado. Puede llevar tesapos. Tiene ¢l derechu
de rener un imerprewe grans, Pregunice al Condad:
coma haccrls
*  5i genc un prablema con <l Programa Je
Asiseencs General/ Avuda General, tone yue
pedir una audicncia con ol Condado.
*  5iveac un problema con sus bencficos du
Segure Socwd, acne yue comuanicarse con 1y
Admmistraoen del Scpuru Suctl.

CONTINUACION DE SU ASISTENCIA O SUS
SERVICIOS MIENTRAS QUE ESPERA UNA
AUDIENCIA CON EL ESTADC
El Condado tiene que dare una aoaficacnn pot l
menos 1U dias antes de gue entre en vigur cualyuer
accion que cambie su A5SLENCLL o sus Sorvatos S prde
un3 audiencia ames de yue entre ¢n vigor b accion,
puede contnuar recibienda sistenc hasta gue se
lleve a cabo la sudiencia [“und purd pending ). Esiu
significa gue su asistencia yuedard sgual hasia que sc
cmita una decision sobre 1 audiencia.
USTED TIENE QUE pedir una audiencia cada
vez que reciba una notificacion sobre cualquicr
accidn con fa cual vsted no esta de acuerdo.

COMO PLEDIR UNA AUDIENCIA CON LL LSTADO

1. Porelétoni: Pida uns audicncis con ¢l Fstades,
cumunicindise con ¢l Departamionio de Scevicios
siales do Calinerne iCDSY. o (5108 7435325
{oan); 32-3233,

2 Complete la svgunda pigng de su sogficaoun J
sccion INWLLY, o envic uma peticion por esenie al
CTI55 4 b siguienie dirceenn:

C1255, State Feanng Divsion

T4 P Soreet MLS18-17-37

Sactamunto, CA Y3614

PROKIBIDA LA DISCRIMINACION
Bao las leves Jdel kseadu, fas oficss oo peoparcionan
astencia publics no pueden propotensaans bun fics
U SIVICOS Yo seft diferentos 26 dnsteneia qu
PrOporconan 4 utray persunas basindose en su
Rzt Cuor. 130 Nuctortal tithiaienidy it intes o
Grure Fint L, Drapanadit Dainiiin:
Resigionr, Vean, Onpencagon Voxtai, Dtiaaoinni o2
Litude Coret, v Redirieri Dosn sina

1as W fedorales wmbien nooksber, B dbermzicin vnds

A 24, Jengue M todas, e 1r0nes anicy menceenide

Las eves tederales tambien peolibun:

I kidemorar o negar b coiogaciun dv unt oo para
su adopenn o sw zgress onun fiegar de cwdad-
de cnunes wmpordd bassding en s raea, colar, v
ungen macionai do lor padees adopovis de cnanes
wmpnrdl v dek o,

2 Elncgarle 3 cvalyuter persona b oporudad G
hacerse padre. madec adopuve o du cransa
weniporal basanduse on b raza, color, v ungen
naownal du b persing o del o invetucrade.

EJEMPLOS DE DISCRIMINACION

®  El Condado no le propurciona un ineerprete pribs

€& 1o trabaador les habla a peesonas du art
gruper éuucy subre Mas Programas v seracus
AJUC 3 PUTSINE: CNL UL CTU[MS CINKCDS.

Bt Condado o ke 22 ada 3 obener cotar Je peabuce
twitzs Laperr de L vncataciun pacs un pregrama pas
audarde eon usts ncapacudad. dircapaondad gou ke bac
ditsel beer.

®  Un mbapder ke rraw de una mancna difcrone al
darse cucnta de su rlynna o saatihacion poahioca

8 Nopuede Hegar asus ettas porque of cditiens Jod
Condado ae tene un aseensor,



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF S0CIAL SERVICES

Notice of Language Services

If you do not understand this information or natification, call your county worker. You have the right to
interpreter services provided by the county at no cost to you,
(English)

Si no entiende |a infarmacién o natificacion, pongase en contacto con el trabajador social de su condado.
El condado debe proporcionarie el servicio de interpretacion en forma gratuita.
{Spanish)

Sl ,_.h\'iclltf..i._.f.‘_i.. Slaad o Jpeand) 5 ey _ﬁﬂ‘]h—'ﬁsﬁ WO T T PY I PR T TN ,h;n!.a,l-..ll FATY ."5"':'?'.‘ 13
{Arabic)

Lipk wu pipnpdwgjub s6p hwuljwlined hwskgbp Guyyty Atp qudwn wwanabjpuhb,
briwdnclip mubig wewlig ddwpdnh pupguwbhsh Swowymppuly. np dkq humjh qugweh Linnuhyy
(Armenian)

ipsintiynitmedam ymgadinene gugrdm@meumininicitaniudgm 1 yrnadd

rigemaxmniipine giuhm s uhe Sefinigiyadgio 1
{Cambodian)

MR T M ka0 A TIRAR, TR AR T IEA ARG 54 R STt &
&n dg)\a"&;‘go
{Chinese)

e ey aS daa pualaad by 1o Sa Ugli ek ,-'._l‘ug._tguma,i.jé._l.\hjfbh‘;_lq.ij.dl_;&,ﬁlhlbcl'&nhl;\gi A
D a2 g S g pA B iy Jan g
{Farsi)

Yog koj tsis to taub cov ntaub ntawv lossis daim ntawv no, hu rau koj tus kws khiav ntaub ntawv nycb
koj cheeb tsam. Koj muaj cai siv kev pab txhais lus pub dawb uas los ntawm cheeb tsam koj nyob ko,
(Hmong) :

CORBOEAGENBRTELRVRICIE. AP TF+7—H—I2ZIBTEW, Bt
LAV TAHNOERT—EAEZR/#LTLS 5B HY. HRIMETT,
{Japanese)

CEN A A= SAMY RS 5 Ol Bt AWM, JFRE| S A1 208H D120 GEA N HEBELIGE SHM R
WRFIZRAH 59 MHIAS 23223 2015 20 UL
(Korean)

* ’ o % o [ - R g T - - 3 ’
anaamuiEalvipundlucineoauil lalnstummsiingauaaod (county) 2aqmay.
" rars s e o lae ! M I * & as "
AMILROIFESUOGIMUTTHAmRtET O Tmiasa et (county) Tasmudd 8.
{Lao)

GEN 1365(MULTILINGUAL){3/08) Page 10f2



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORMIA DEPARTMENT OF SOCIAL SERVICES

Se gorngv meih maiv bieqc hnyouv naaiv deix mbuox mengh fienx fal mbuox hiuv fienx nor, heuc lorz
meih nyei Nquenc zaangc nyei goux sou-gom mienh. Meih maaih leiz dugv Nquenc zaangc baegc bun tin
waac mienh tengx meih nyei oG

(Mien)

mwhmﬁ#mﬁwmﬁé.?m@w&%msmﬁlmaﬁﬂw
qe-z;afhﬁaraiﬂgsmiaﬂnwazetéaaﬁﬁiﬁﬁma|
(Punjabi)

Ecu 8bl HE NOHUMEBTe 3TY MHAOPMELIWIO Uik yBefomrieHne, NOIBCHUTE CBOEMY OKpYWHOMY paboTHnKy. Bul nMeeTe
NPaBo Ha yCNyrv nepenoauvka, KOTOPbLIe OKPYr CKaXeT BaM HecnnatHo.
(Russian)

Kung hindi ninyo na-iintidihan ang information (kabatiran) o notification (patalastas), tawagan ang county worker
(manggawa) ninyo. May karapatan kayo sa serbisyo ng transiator (tagasalin) na ilalaan ng county na wala kayong
babayaran.

(Tagalog)

FKWO BY He PpO3MIETe Lo inpopmauiio abo NORINOMANBHKRA, aarenedOHyTe CEBOMY OKPYXHOMY npauiexHvky. Bu maeTe
npaso Ha nocnyrk nepexknana.a, i OKPYT HaJACcTL BaM Ge3XoLITOBHO.
(Ukrainian)

Néu quy vj khdng hidu thdng tin hodc thong bao nay, xin vui léng gei cho nhan vién quan. Quy vjcd quyén sir dung céc
dich vy thang dich mién phi cia quan
{Vietnamese)

C mmis m i A vam VAL Pana 2 nf 2
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Kinship

Condado de Kern - Eligibility Services
~Telefono: (877) 410-8812
Nombre del Trabajador:Processing Team Eight
|dentificacion del Trabajador: sw——————=
Teléfono del Trabajador:(877) 410-8812
% Fecha:-08/06/2014———— ——rmsmc—omm -

POBOX 511 o
BAKERSFIELD, CA 93302-0511

|

LA/ I Naaliad

Nombre del Caso: smmmesSm=—=—
Namero del Caso: seses=——

Pagina 1 de 2
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BAKERSFIELD CA 93302-9985

Por favor doble la pagina y asegure que la direccidn dal condado se vea en la ventanilla del sobra,
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iNoticias importante sobre co6mo mantener su Medi-Cal!

— A partir de este afo, 1a elegibilidad de Medi-Cal se determinara para la mayoria de la gente utilizando las reglas de
; impuestos sobre el ingreso e informacién de declaracion personal. Medi-Cal contard el tamafio de su hogar y sus
=

wlgaeisgslbasados*an swrinformaciémde impuestos: Siorpresenta detlaracidn de impUestos; Usted AV puede recibir
edi-Cal.

- Debido a que usted tiene Medi-Cal ahora, ya sabemos mucho acerca de usted. Lo que no sabemos es su informacién
a fiscal relacionado con los miembros del hogar. Para obtener esta informacién, necesitamos que usted liene los
== formularios que se adjuntan a esta carta.

Vamos a utilizar ta informacion en estos formularios, junto con la informacién que ya sabemos acerca de usted, para ver
si todavia califica para Medi-Cal. Por favor complets los formularios para usted mismo y los miembros de la familia que
viven con usted o se rectaman en su declaracion de impuestos. S6lo el jefe de familia ‘a persona que presenta
declaracién de imeuestos) debe completar el "Formulario Suplementario para la Solicitud de Informacién Fiscal de
Hofares (RFTHI)" y firmar los formularios. Sélo tiene que llenar estos formularios este afio cuando lo movemos de las
reglas actual de Medi-Cal a las reglas nuevas de Medi-Cal. En el futuro, vamos a tratar de volver a determinar su
elegibilidad cada ario basado en la informacién que tenemos sin pedir nada més de usted.

Ya que usaremos ahora su informacién de impuestos para determinar la elegibilidad de Medi-Cal, pueda ser que
podamos comprobar electrénicamente la informacién que usted nos da para ver si todavia es elegible para Medi-Cal. Si
somos en condiciones de hacerlo, s posible que no necesitemos ningunos documentos de papel adicionales distintas de
los formularios incluidos. Si no podemos comprobar su informacion electrénicamente, le pediremos los documentos de

plapc?:.é Uisted sélo sera pedido de enviar documentos en papel de la informacién que no pudimos comprobar por medios
electrénicos.

Si no es elegible para Medi-Cal basado en las nuevas reglas, usted todavia puede calificar para otros programas de
Medi-Cal, pero debemos comprobar primero su elegibilidad basada en informaci6n de impuestos para ver qué tipo de
Medi-Cal usted es elegible a recibir.

Con el fin de ver si usted todavia es elegible para Medi-Cal, debe damos la informacién en el Formulario Suplementario

RFTHL. Usted debe darnos esta informacion para usted mismo y cada persona que vive con usted o se reclama en su
declaracién de impuestos.

Nos tiene que dar esta informacién por  09/02/2014

Hay tres maneras en que nos pueds dar esta informacion:
Por correo:

Usted puede damos esta informacion completando los formularios enviados con esta carta. Debe completar un formulario
RFTHI para usted mismo y cada persona que vive con usted o se reclama en su declaracién de impuestos y un RFTHI
Suplementario para su hogar. Por favor use el sobre con franqueo pagado para devolver el formulario.

Por teléfono;

Usted nos puede dar esta informacién por teléfono llamandonos al {877) 410-8812 . Cuando llame, usted
debe tener su mas reciente declaracién de impuestos federales disponible, si usied declara impuestos.

£n persona:

Usted puede darnos esta informacién visitdndonos al

Kinship
100 E CALIFORNIA AVE
BAKERSFIELD, CA 93307-1031

Recuerde, usted de darnos esta informacién por  09/02/2014 o puede perder los beneficios de Medi-Cal.

Péagina 1de 9
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Solicitud de Informacion Fiscal de Hogares(RFTHI)

Como completar esta formulario:

Lo que necesitamos:

Si no califica para Medi-Cal:

¢ Necesita ayuda?

1. Conteste todas las preguntas en este formulario. Use tinta y letra de molde en
sus respuestas. Si necesita mas espacio, adjunte papel adicional a este
formulario.

2. Lea fa informacion acerca de usted y cada miembro de su hogar, incluyendo
dependientes fiscales. Agregué cualquier informacion que falte. Si alguna
informacion ha cambiado, edifigue con la informacidn correcta.

3. Firme y escriba la fecha en el formulario en la pagina 6.
4. Regrese este formulario antes del 09/02/2014 . Use el sobre con

franqueo pagado para devoiver el formulario. Si no devuelve este formuiario
antes de esta fecha, usted perdera su cobertura de Medi-Cal.

Necesitamos informacion acerca de cada persona que vive en su hogar o que
aparece en su dectaracidn de impuestos, incluyendo:

e Las personas que reciben Medi-Cal ahora
e Las personas que no tienen Medi-Cal pero desean aplicar, y

e Las personas que viven en el hogar y no reciben Medi-Cal pero no desean
solicitarlo

Si usted no califica para Medi-Cal, revisaremos si califica para otros tipos de
cobertura de salud. Tal vez enviaremos su informacion a otra programa para que
puedan determinar si usted califica.

LIame a su Agencia de Medi-Cal al (877) 410-8812
TTY: (800) 952-8349

HCR RFTHI {SP) - Requesi for Tax Housshoki informalion

MC RE Packet
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Debe completar uno de estos formularios para cada persona en su hogar y
devolverlo al condado

Nimero del caso (opcional) SSN or ATIN/ITIN®

Nombre del Individuo Fecha de nacimiento {mm/dd/aaaa)
Direccion actual, nimero de apartimento Ciudad Codigo postal
Direccién postal, si es diferents de la anterior Ciudad Cédigo postal

1. Esta persona estd: [ ] Empleado(a) (] Trabajando por cuenta propia

2. Si esta persona estd empleado{a) actualmente, incluya una lista de toda la informacion acerca de todos los tipos de
ingresos recibidos incluyendo:

Nombre del Direccién del

empleador: empleador:

Nimero de teléfono Promedio de horas trabajadas por

del ernpleador: semana:

Salarios/Propinas (antes

de impuestos): [CJPorhora [ ]Dosveces aimes []Bimensual [ |Mensual []Anual
3. Si esta persona trabaja por cuenta propia, conteste las siguientes preguntas:

Tipo de Trabajo:

¢ Cuanto ingreso neto (ganancias después de gastos del negocio) recibira este mes del trabajo por su cuenta?

4. ¢ Para esta persona, piensa presentar una declaracién de im
federales sobre los ingresos el PROXIMO ANO?
a. /Va a presentar en forma conjunta con su cényuge?

[JNo [ Si, nombre de su esposo(a)

b. ¢ Va a reclamar dependientes? [ ] No [] Si, nombre de dependientes
¢. ¢ Va a ser reclamado como dependiente en la declaracion de impuestos de otra persona? [ JNo [] SI

Si la respuesta es si, apunte el ¢ Relacion de esta persona al declarante de impuestos?
nombre del declarante de impuestos:

puestos ] gy, complete a-¢ D No, pase al ¢

5. Favor de contestar la siguiente pregunta solamente si esta persona es menor de 21 afios de edad y es estudiante
de tiempo completo:

¢ Tenia esta persona seguro de salud a través de un trabajo y lo perdi6 en los ultimos 12 meses? [ ] SI [CJ No
6. ¢ Fueron usted o cualquier otra persona en su familia que es de 26 aiios de edad o menos en ]si [] No
¢l cuidado de crianza temporal a ta edad de 18 afios?

7. ¢ Ha cambiado el estado migratoria o ciudadania de esta persona en 10s (ltimos 12 meses? O si [ONo

Si la respuesta es si, favor de
explicar el cambi6:

8. Es esta persona: [_] Hispano [] Latino [] Espaiiol [] Indio (indigena de los EE.UU. de América) 0 Nativo de Alaska
(] Blanco {] Negro o Afroamericano [] Filipino [JChino [] Japonés [] Camboyano [] Coreano
(] Vietnamita  [] Indio Asidtico ] Laosiano [_] Otro grupo Asiatico, especifique:
(] Hawaiano Native [[] Guamefio or Chamorro [ ] Samoano [ ] Otra o Raza Mixta

*Ntmero de Seguro Sodial (SSN) o Numero de Identificacién del

contribuyente para adopcion {ATIN, por sus siglas en inglés) Nimero

do identificacion del contribuyente (ITIN, por sus siglas en inglés)
EBYE Pégina3de 9
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Debe completar uno de estos formularios para cada persona en su hogar y
devolverlo al condada

Nurnero del caso (opcianal) SSN or ATINATIN®

Nombre del Individuo Fecha de nacimiento (mm/dd/aaaa)
Direcclién aclual, nimero de apartmento Ciudad Cadigo postal
Direccion postal, si es diferente de la anterior Ciudad Cdodigo postal

1. Esta persona esta: [ ] Empleado(a) [] Trabajando por cuenta propia

2. Si esta persona esta empleado(a) actualmente, incluya una lista de toda la informacién acerca de todos los tipos de
ingresos recibidos incluyendo:

Nombre del Direccidn del

empleador: empleador:

Namero de teléfono Promedio de haras trabajadas por

del empleador: semana:

Salarios/Propinas (antes

de impuestos): [JPorhora [JDosveces aimes [ ]Bimensual [ |Mensust [ ] Anual
3. Si esta persona trabaja por cuenta propia, conteste las siguientes preguntas:

Tipo de Trabajo:

¢ Cudnto ingreso neto (ganancias después de gastos del negocio) recibird este mes del trabajo por su cuenta?

4. ;Para esta persona, piensa presentar una declaracion de impuestos
federales sobre los ingresos el PROXIMO ANO?
a, s Va a presentar en forma conjunta con su conyuge?

[(JNe [] Si, nombre de su esposo(a)

b. ¢ Va a reclamar dependientes? [ ] No [] SI, nombre de dependientes
c. 4 Va a ser reclamado como dependiente en {a declaracion de impuestos de otra persona? [JNo [ Si

Si la respuesta es si, apunte el ¢ Relacion de esta persona al declarante de impuestos?
nombre del daclarante de impusestos:

[ si,complete a-¢ ] No, pase al¢

5. Favor de contestar la siguiente pregunta solamente si esta persona es menor de 21 aiios de edad y es astudiante
de tiempo completo:

¢ Tenia esta persona seguro de salud a través de un trabajo y lo perdié en los dltimos 12 meses? []si [ No
6. ¢ Fueron usted o cualquier otra persona en su familia que es de 26 aios de edad o menos en s [] No
el cuidado de crianza temporal a la edad de 18 aiios?

7. ¢ Ha cambiado el estado migratoria o ciudadania de esta persona en los ultimos 12 meses? [ si [JNo

Si la respuesta es si, favor de
explicar el cambi6:

8. Es esta parsona: [_] Hispano (] Latino [] Espafiol [] Indio (indigena de los EE.UU. de América) 0 Nativo de Alaska
] Blanco [] Negro o Afroamericano [] Filipine []JChino []Japonés [JCamboyano [ Coreano
[] Vietnamita  [] Indio Asiatico [] Laosiano [] Otro grupo Asidtico, especifique:
[[] Hawaiano Natvo [ ] Guamefio or Chamorra [] Samoano [] Otra o Raza Mixta

“Nimero de Seguro Social (SSN) o Nimero de identificacion del

contribuyente para adopcion (ATIN, por sus siglas an inglés) NOmeno
de identificacién det contribuyents {ITIN, por sus siglas en inglés)

HCR RFTHI (SP) - Requast for Tax Household information Pagina4 de 9

MC RE Packet




Debe completar uno de estos formularios para cada persona en su hogar y
devolverio al condado

Numera del caso (opcional) SSN or ATINAITIN®

Nombre del Individuo Fecha de nacimiento {mm/dd/aaaa)
Direccion actual, numero de apartmento Ciudad Codigo postal
Direccion postal, si es diferente de ia anterior Ciudad Cadigo postal

1. Esta persona esta: [[] Empleado(a) [] Trabajando por cuenta propia

2. Si esta persona esta empleado{a) actualmente, incluya una lista de toda la informacion acerca de todos los tipos de
ingresos recibidos inciuyendo:

Nombre del Direccion del

empleador: empleador:

Numero de teléfono Promedio de horas trabajadas por

del empleador: semana:

Salarios/Propinas (antes

de impuestos): [CJPorhora [T]Dos vaces al mes [ Bimensual [Mensual  [JAnual
3. Si esta persona trabaja por cuenta propia, conteste las siguientes preguntas:

Tipc de Trabajo:

¢ Cuanto ingreso neto (ganancias después de gastos del negocio) recibira este mes del trabajo per su cuenta?

4. ¢ Para ssta persona, piensa presentar una declaracién de im
federales sobre los ingresos el PROXIMO ANO?
a. ¢ Va a presentar en forma conjunta con su conyuge?

[JNe [] Si, nombre de su esposo{a)

b. (Va a reclamar dependientes? [_] No [ Si, nombre de dependientes
c. ¢ Va a ser reclamado como dependiente en la declaracién de impuestos de otra persona? (ONo [Jsi

Si la respuesta es si, apunta el ¢ Relacion de esta persona al declarante de impuestos?
nombre del declarante de impuestos:

puestos [] si, complete a-<c ] No, pase alc

5. Favor de contestar la siguiente pregunta solamente si esta persona es menor de 21 ahos de edad y es estudiante
de tiempo completo:

¢ Tenia esla persona seguro de salud a través de un {rabajo y lo perdié en los uitimos 12 meses? [C}-si ] No
6. ¢ Fueron usted o cualquier otra persona en su familia que es de 26 afos de edad o menos en Clsi [J No
el cuidado de crianza temporal a la edad de 18 afics?

7. ¢Ha cambiado ei estado migratoria o ciudadania de esta persona en los uitimos 12 meses? Jsi [INo

Si la respuesta es si, favor de
explicar el cambig:

8. Es esta persona: [] Hispano [] Latino [[] Espafiol [] Indio (indigena de los EE.UU. de América) 0 Nativo de Alaska
[ Blanco [] Negro o Afroamericano [ Filipino [JChino [JJaponés [ Camboyano [ ] Coreano
[[] Vietnamita  [] Indio Asidtico [ Laosiano [] Otro grupo Asiético, especifique:
[] Hawaiano Nativo [] Guamefio or Chamomro [[] Samoano [ | Otra o Raza Mixia

*Numero de Seguro Social {SSN) o Numero de identificacion del
contribuyente para adopcion (ATIN, por sus siglas en inglés) Nimero
de identificacion del contribuyents (ITIN, por sus siglas en inglés)

HCR RFTHI {SP) - Requesi for Tax Housahold Informaton Pégina 5 de 9
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9. Renovacion de cobertura en los proximos afos:

Para que sea mas facil determinar mi elegibilidad para obtener ayuda para solicitar la cobertura de salud en los
proximos afos, estoy de acuerdo en permitir que el Mercado use datos sobre los ingresos, incluyendo informacion de
las declaraciones de impuestos. El Mercado me enviara una notificacién, me permitira hacer algun cambio, y puedo
optar por no en cualguier momento.

[] 5 afios (la maxima cantida de anos permitidos), 0 por menos afios
[} 4 afos

[] 3 afios

] 2 afios

[11afo

(] No use la informacién de las declaraciones de impuestos para renovar mi cobertura.

*»aviso: La informacion de ingresos/declaracion de impuestos es requerido para todos los miembros del hogae. Si
otros miembros en la familia estan empleados o trabajan por cuenta propia, ellos también necesitan completar las
preguntas 1 - 4.

Sus derechos y rasponsabilidades

e Estoy firmando este formulario de renovacion bajo pena @ Si pienso que Covered California ha cometido un

de perjurio. Esto quiere decir que he proporcionado error, puedo apelar la decision. Una apelacion
respuestas verdaderas a todas las preguntas en este significa decirle a alguien en Cavered California
formulario a lo mejor de mi conocimiento, y sé que que pienso gue la accion es equivacada, y pedir
puedo ser sujeto de sanciones segun la ley federal si una revisian imparcial de la accioh. Si es
declaro informacian falsa o inexacta. necesario, alguien de Covered California me

explicara cualquier cosa acerca de esta solicitud.
e Sé que tengo que avisar a Covered California si algo

cambia v si es diferente de lo que escribi en este e Entiendo que si no califico para otros tipos de
formulario. Entiendo que un cambio en mi informacion cobertura de salud, Covered California puede
podria afectar si alguien en mi hogar califica para la enviar mi informacién a ofro programa para que
cobertura. puedan ver si califico.

e Sa que bajo la ley federal, no se permite la
discriminacion por motivos de raza, color, origen
nacional, sexo, edad, orientacion sexual, identidad de
género, o por discapacidad. Puedo presentar una queja
de discriminacion visitando al hhs.gov/ocr/officeffile.

Declaro, bajo pena de perjurio, conforme a las leyes del Estado de California que toda la informacion proporcionada
en este formulario es verdadera y correcta.

Firma Fecha
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Formulario Suplementario para la Solicitud de Informacién Fiscal de 'Hogares (RFTHI)
Complete este formulario para su hogar
Por favor copie este formulario sl necesita mas espaclo.

== 1 Alguien en el hogar tiene ingresos que no es da un trabéljo? Otro ingreso es el dinero que recibe de otra cosa que no sea
£= su trabajo. No Incluyen pagos de mantenimiento de hijos; pagos para veteranos, o Ingresos Supleméntales de Seguridad (SSI). Vea la
== pdgina 3 para informacién adicional, ;

== , Alguien en el hogar tiene ingresos que no es de un trabajo? [_] SI  Sila respuesta es s/, (quién?

g Sfla repuasta es si, contesie las preguntas abajo. [ No Sila repuesta es no, vaya a “Alguien en su hogar tiene deducciones”
= en esla pagina.
¢De dénde viene este ingreso? £ Gon qué frecuencia recibe esta persona este ingreso? (marque uno) LCudnto?
[} Por hora: ¢ Cuantas haras por semana? [] Cada dos semanas
(] Diario: ¢ Cuantas dlas por semana? [] Dos veces al mes $

[J semanaimente[[] Mensualmente [ ] Pago por Gnica vez

JAlguien en el hogar liene ingresos que no es de un trabajo? (] Si Siiarespuesta es si, yquién?

Si la repuesta es si, conleste las pregunias abajo. [] No Sila repuesta es no, vaya a "Alguien en su hogar tiene deducciones”
en esta pagina.
;De dénde viene este ingreso? £Con qué frecuencia recibe esta persona este ingreso? {marque uno) ¢Cuanto?
[C] Porhora: 4Cuéntas horas por semana? [[] Cada dos semanas
[ Diario: ¢ Cuantas dlas por semana? [] Dos veces al mes $

[0 semanalmente(] Mensualimenta [} Pago por Unica vez

(Alguien en su hogar tiene deducciones? Si usted paga para clertas cosas que se pueden deducir en la declaracién de
impuestos faderales sobre los ingresos, diciéndonos sobre ellos puede rediicir ef costo del seguro de salud.

trabajo por cuenta propia. Vea la pagina 3 para informacién adicional.

LAlguien en su hogar tiene deducciones? [0 st Silarespuesta es s, Jquién?

Sila repuesta es si, conteste las preguntas abajo. [0 No Siia repuesta es no, vaya a "Informacion adicional gue necesilamos” en
esta pagina.

Tipo de deduccion LCon qué frecuencia racibe la persona asta deduccién? {marque uno) ¢Cuédnto?

[ Pensién alimenticia pagada [C] Por hora: 4 Cuéntas horas por semana? [] Cada dos semanas

[ Interés de préstamo estudiantii |[[] Diario: ;Cuantas dias por semana? [ Dos veces al mes $

[ Otro [0 Semanalmente[ ] Mensualmente [[] Trimestral [ ] Pago por tnica vez {_] Anual

(Alguien en su hogar tiene deducciones? (0 si  Silarespuesta es si, 2quién?

§fla repuesta es si, conteste las preguntas abajo. [[] No Sila repuesta es no, vaya a "Informacién adicional que necesitamos” en
esta pagina.

Tipo de deduccién 4 Con qué frecuencia recibe la persona esta deduccién? (marque uno) ¢Cuanto?

[ Pension alimenticia pagada [] Porhora: 4Cuantas horas por semana? [} Cada dos semanas

[] Interés de préstamo estudiantil [[] Diario: ¢ Cuéntas dias por semana? [ Dos veces al mes $

(J otro [0 Semanalmente[ ] Mensualmente (] Trimestral (] Pago por tnica vez [ ] Anua!

Informacion adiclonal que necesitainos. Por favor conteste las slguianfes preguntas que se -aplican a usted o alguien en su hogar.

4 Alguien en su hogar tiene 19 a 20 afios de edad y estudiante de tiempo completo? [JSi [ No

Sila respuesta es sf, Jquién?

JAlguien en su hogar tiena una discapacidad fisica, mental, emocionat, o del desarmolio? E] Si ﬁ No
Sila respuesta as sf, ;quién?

¢Alguien en su hogar necesita ayuda con cuidado a largo plazo o servicios en el hogar y en la comunidad? [ ] Si [ No
Si Ia respuesta es si, Jquién?

sAlguien en su hogar esta embarazada? [} SI [(JNo S/ larespuesta es si, jquién?

51 Ia respuesta es si, jcual es la fecha de vencimiento? ¢ Cuantos bebés se esperan?
Pagina7de 9
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¢Alguien se ha movido en o de la casa en los ullimos 12 meses? [ ] S [J No

Sl su respuesta es sf, Lquién?

¢ Cudl es su relacidn a esta persona?

LEn qué idioma le debariamos escribir? LEn qué idioma desea que nosotros te hablemos?

Si alguien en su hogar ha cambiado su estado de ciudadania/inmigracion en los Gltimos 12 meses, indique el nombre(s) a continuacién:

Nombre de la Parsona (incluya primer nombre y apellido)

Nueva situacién migratoria o de cludadania

Ejemplos de ingresos que no es de un trabajo

Use esta lista para "g Alguien en el hogar tiene ingresos que no es de un trabajo?”

+ Beneficios de desempleo

e Beneficios de Seguro Social

« Ingresos de jubilacién o pensién

¢ Ingresos de alquileres o regallas

e Pension alimenticia recibida

» Ingresos porinversiones

e Ganancias de capital

= Ingresos de agriculiura o de la pesca
» Deudas canceladas

e Cantidad ordenada por la corte

= Pago por la obligacion de servir en un jurado

e« Oftros ingresos no de un trabajo

Deducciones

Use esta lista para "; Alguien en su hogar tiene deducciones?*

¢ Ciertos gastos del trabajo por cuenta propia

¢ Deduccion de intereses de préstamos estudiantiles
e Coasto de matricula y cuotas

* (Gastos de educadar

= Contribucién de cuenta individual de jubilacién (IRA)
+« Gastos de mudanza

« Pena en el retiro anticipado de los ahormos

*  Deduccitn de una cuenta de ahorros para la salud
s Pension alimenticia pagada

+ Las actividades de produccién doméstica deduccién

= Ciertos gastos de negocios de reservistas, los artistas intérpretes y funcionarios de gobieme basado an honorarios

MC RE Packet
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5i no esta inscrito para votar donde vive ahora, squiere solicitar su inscripcion para votar hoy aqui?
(Marque uno)

[(] Ya estoy inscrito. Estoy inscrila para votar en mi direccién residencial actual.
] si Me quiero inscribir para votar. (Llene la tarjeta adjunta de inscripcion para votar.)
[0 No. No me quiero inscribir para votar.

NOTA: S| NO MARCA UNA CASILLA, SE CONSIDERARA QUE HA DECIDIDO NO
INSCRIBIRSE PARA VOTAR EN ESTE MOMENTO. PUEDE LLEVAR EL
FORMULARIO DE SOLICITUD DE INSCRIPCION PARA VOTAR ADJUNTO E
INSCRIBIRSE CUANDO LE SEA CONVENIENTE.

Nombre del solicitante Fecha

Avisos importantaes

1. Sisolicita su inscripcion para votar, o decide no hacerlo, ello no afectara la cantidad de ayuda provista por esla
agencia.

2. Sinecesita ayuda para ltenar el formulario de solicitud de inscripcion para votar, lo ayudaremos a hacerlo. La
decision de solicitar o aceptar ayuda es sdlo suya. Puede llenar el formulario de solicitud en privado.

3. Sicree que alguien interfirié con su derecho a inscribirse para votar, o a no inscribirse, su derecho a privacidad
para decidir si se inscribe o solicita inscribirse para votar, o su derecho a elegir et partido politico u otra
preferencia politica, puede presentar una queja ante el Secretario de Estado llamando sin cargo at (800) 232-
VOTA (8682), o escribiendo a: Secretary of State, 1500 - 11" Street, Sacramento, CA, 95814. Para obtensr mas
informacion sobre las elecciones y la votacion, visite el sitio web del Secretario de Estado en WWW,50S.C8.gov.

MC 200 (01/13) NVRA Voler Prelerancs Form - Spanish
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Notes for Nancy:

HOUSEHOLD PRIMARY CONTACT

| attest that | have visually verified this person'’s o A
identity * Yes™ No
If you choose to continue with your application online, please keep in mind a few things listed
below.

Be sure that you entered your legal name, current home address, main phone number, date of
birth, and email address correctly.

Experian will use information from other agencies to help check your identity. Only you can see
the information from the report. This information will never be presented to outside parties. This
information will not affect your credit score. The report will be called "CMS Proofing Services"
and will be taken off your Experian consumer report after 25 months.

If you choose to continue now, you will see a Terms and Conditions statement that explains how
your personal information is used to make sure you are who you say you are. To go to this step,
click Next. For more information and other options for this process_click here

| have the consumer’s consent to access their
identity information through the Federal Data
Services Hub Remote ID Proofing Service *






COVERED

August 1, 2014

To: Certified Enroliment Entities
From: Sarah Soto-Taylor, Deputy Director, Community Relations

RE: Letter of Instruction (LOI} 14-03: Guidelines for Processing and Preserving
the Covered California Authorization for Enroliment Assistance Form

This LOI announces the Covered California Authorization for Enroliment Assistance
Form (Authorization) that Certified Enroliment Entities (CEE) and/or Certified
Enrollment Counselors (CEC) shall provide to and obtain from every consumer
effective August 1, 2014, prior to providing enroliment assistance services.

In order to fulfill the enroliment assistance duties as described in California Code of
Regulations Title 10, Chapter 12, Article 8, section 6664, CEEs and/or CECs shall:

1. Obtain the completed, signed Authorization Form from the consumer consenting

to the release of his or her Personally identifiable Information to the CEE and/or
CEC;

2. Maintain for six (6) years a record of the Authorization provided in accordance
with the privacy and security standards established by the California Health
Benefit Exchange (Exchange) pursuant to 45 C.F.R. §155.260. Please do not
mail the Authorization Form to Covered California.

The Authorization Form is attached and available on line at www.CoveredCA com and

at hitps://assisters.ccgrantsandassisters.org/. A Spanish version of the form will be
made available in August 2014.

If you have any questions about this LOI, please contact the In-Person Assistance
Program Manager Willie Walton at Willie.Walton@Covered.CA.Gov

COVERED CALIFORNIA™ 560 J STREET, SUITE 290 SACRAMENTO, CA 95814 WWW.COVEREDCA COM

w
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AUTHORIZATION FOR ENROLLMENT ASSISTANCE

Certified Enrollment Entity Name

Entity Address

Entity Phone Number Entity Email

Certified Enrollment Counselor Name and Certification Number

, give my permission, or

my Authorized Representative (person acting for me), gives his/her permission, to the Covered California
Certified Enrollment Entity and Enroliment Counselor (together called “Counselor’) named above to give me
and/or my Authorized Representative information about my health coverage choices. This is to help me apply
for and enroll in health coverage through a Covered California Health Insurance Plan or Medi-Cal.

| give permission for the Counselor to see or use some of my Personally Identifiable Information and to help me
enroll in health coverage. My Personally Identifiable Information may include my name, home address, email

address, phone number, date of birth, social security number, financial information, and employment
information.

In this form, the words “me” or "my" include my Authorized Representative if | have one.

| understand that:

1.

The Counselor will tell me about all coverage choices | may qualify for, including Covered California Health
Plans, Medi-Cal and AIM for Pregnant Women.

2. The Counselor cannot choose or recommend a health plan for me.

3. The Counselor will make sure my Personally Identifiable Information is private and secure. This is required

by law.

The Counselor may create, collect, give out, access, keep, store, and/or use my Personally Identifiable
Information and/or my Authorized Representative's Personally Identifiable Information only to perform the
Certified Enrollment Counselor duties. This may include giving my Personally ldentifiable Information to
Covered California, Covered California Health Plans, and the California Department of Health Care
Services, which runs Medi-Cal. The Counselor may not use my Personally Identifiable Information for any
other purposes.

Certified Enroliment Counselor duties also include:

+Giving information and services in-a fair,-correct, and impartial way.

» Giving information verbally and/or in writing about all coverage options for which | may qualify in my
language and in a way | can understand.

¢ Giving information and help in a way that persons with disabilities can access and use.

¢ Helping me choose a Covered California Health Plan or Medi-Cal or AIM for Pregnant Women. If |
consent, helping me apply for, enroll into, or renew coverage.

» Referring me to agencies for help with a grievance, complaint, or question about my health plan,
coverage, or a decision made by or about my plan or coverage.

The Counselor must also offer public education activities. The Counselor will not use my Personally
Identifiable Information for this purpose.
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AUTHORIZATION FOR ENROLLMENT ASSISTANCE

7. The Counselor must know the rules for Covered California Heaith Plans, Medi-Cal and AIM for Pregnant
Women.

8. If the information | give is wrong or incomplete, the Counselor may not be able to help me make the best
decisions. The Counselor’s help is based only on information | or my Authorized Representative give.

9. If the Counselor can't help me, he or she will refer me to another Counselor, or to the Covered California
Service Center, who can help me.

10. The Counselor will not charge me a fee. The help is free.

11. I must sign this form for the Counselor to give help. If | do not sign this form, | can still apply for and enroll
in health coverage through Covered California or Medi-Cal or AIM for Pregnant Women. The Counselor
will not be able to help me.

12. This authorization will expire when | communicate to the Counselor that | wish to cancel my
authorization. | may cancel or limit my authorization in writing at any time. | will notify the Counselor if |
choose to cancel my authorization.

13. The Counselor or Covered California must keep this form for six years.

Covered California needs your name and signature on this form to identify you. If you do not give your name
and signature on this form, a Counselor will not be able to help you. These federal reguiations give Covered
California the right to collect and keep the information on this form: 45 C.F.R. § 155.210, 45 C.F.R. § 155.215.

Covered California must give you this Privacy Statement under CA Civil Code § 1798.17. Covered
California's Notice of Privacy Practices is available at CoveredCA.com/Privacy. If you have questions about
your records, you can call or write to the Privacy Officer at (800) 889-3871 or P.O. Box 1347 Sacramento,
CA 95814.

Sign and date on the lines:
Signature Date

For Certified Enroliment Counselor:

| affirm under penalty of perjury that:

* | am a Certified Enroliment Counselor affiliated with a Certified Enrollment Entity as defined in California
Code of Regulations Title 10, Chapter 12, Article 8, section 6650.

» | gave all information in this authorization form to the applicant in a language and way he or she
understands.

» | ensured all information on this form was accessible to those with disabilities by providing disability-
related modifications or accommodations when necessary, including auxiliary aids, Braille, large print or
other tools and services.

» | explained to the consumer what information is Personally Identifiable Information and that this will only
be used to determine eligibility for heaith coverage.

* | obtained oral authorization from the consumer consenting to the release of his or her Personally
Identifiable Information to me in order to fulfill my duties as described in California Code of Regulations
Title 10, Chapter 12, Article 8, section 6664.

Signature Date

Page 2 of 2



L]

o \\FJ\L r,,

Y.

S o

LCOMAY,

3rd

4th

5th

6ih

gth

Oith

: September 2014

«/ Calendar of Events

Dignity Health Screening Qutreach —9:00 to 11:00 AM
Taft Baptist Church — 220 North St. Taft, CA

Shafter Community Outreach — 8:30 AM to 4:00 PM
Shafter Healthy Start — 331 N. Shafter Ave., Shafter, CA

ACA Education Event — 3:30 to 4:30 PM
Baker Street Housing Development — 1015 Baker Street, Bakersfield, CA

Dignity Health Screening Outreach — 8:30 to 11:30 AM
East Hills Mall — 3000 Mall View Dr, Bakersfield, CA

Buttonwillow “Crew of the Week” Outreach — 11:00 AM to 1:30 PM
Person’s Farms — Buttonwillow, CA

“Dress For Success” Power Walk Outreach Event — 10:00 AM to 1:00 PM
Valley Plaza Mall — 2701 Ming Ave, Bakersfield, CA

Dignity Health Community Qutreach Event — 2:00 to 5:00 PM
Mercado Latino - 2105 Edison Hwy, Bakersfield, CA

ACA Education Event — 4:00 to 5:00 PM
Adelante Vista Housing Development - 1104 S. Robinson St., Bakersfield, CA

ACA Education Event — 6:00 to 7:00 PM
Rueben Blunt Migrant Camp — Arvin, CA

ShafterCommunity-Outreach—8:30-AM-to-4-06-PM
Shafter Healthy Start - 331 N. Shafter Ave., Shafter, CA

Back to School Night Qutreach - 5:00 to 6:00 PM
Bessie Owens Elementary School — 815 Potomac St., Bakersfield, CA

Back to School Night Qutreach — 5:00 to 6:00 PM
Williams Elementary School - 1201 Williams St., Bakersfield, CA

Back to School Night Outreach — 5:00 to 6:00 PM
Fremont Elementary School — 607 Texas St., Bakersfield, CA

Back to School Night Qutreach — 6:00 to 7:00 PM

For more information call 661.632.5018 or visit our social media to get the latest updates!!

[ Tou s
i’a 1_3 | @CHlofKernCountv fith  @voutube.com/CHlofKernCountv QE‘CD"e“’d@



Voorhies Elementary School — 6001 Pioneer Dr., Bakersfield, CA

Back to School Night Qutreach — 6:00 to 7:00 PM
lefferson Elementary School — 1300 Baker St., Bakersfield, CA

Back to School Night Qutreach — 6:00 to 7:00 PM
McKinley Elementary School — 601 4" St., Bakersfield, CA

10 Shafter Community Qutreach — 8:30 AM to 4:00 PM
Shafter Healthy Start - 331 N. Shafter Ave., Shafter, CA

11th Back to School Night Outreach — 5:00 to 7:00 PM
Walter Stiern Middle School — 2551 Morning D., Bakersfield, CA

Back to School Night Outreach — 5:00 to 6:00 PM
Curran Middle School — 1116 Lymric Way., Bakersfield, CA

Back to School Night Outreach — 5:00 to 6:00 PM
Washington Middle School- 1101 Noble Ave., Bakersfield, CA

Back to School Night Qutreach ~ 5:00 to 6:00 PM
Compton Junior High School — 3211 Pico Ave., Bakersfield, CA

Back to School Night Qutreach — 6:00 to 7:00 PM
TBD- Bakersfield, CA

Back to School Night Outreach — 6:00 to 7:00 PM
TBD - Bakersfield, CA

Back to School Night Outreach — 6:00 to 7:00 PM
TBD — Bakersfield, CA

121 “Crew of the Week” Qutreach — 11:00 AM to 1:30 PM
TBD — Kern County, CA

Kern County Marketplace Swap Meet Outreach - 6:30 to 8:30 PM
Kern County Marketplace Swap Meet - 1000 E. Hosking 5t., Bakersfield, CA

13t Bakersfield Community Health Fair Outreach — 9:30 AM to 4:00 PM
iglesia de Dios Pentecostal Health Fair — 800 Monterey St., Bakersfield, CA

16t Wasco Community ACA Education Event — 5:00 to 6:30 PM

For more information call 661.632.5018 or visit our social media to get the latest updatesl!

! | I{
-ﬂ m S @CHlcofKernCounty @yautube.com/CHIofKernCounty g_e;goygfg‘?



17

18th

19th

Ath

25th

Homer Harrison Housing Development — 1910 Garces Hwy., Delano, CA

Bakersfield Community Qutreach — 4:30 PM to 7:00 PM
Monarca Ice Cream — 1719 Wilson Rd., Bakersfield, CA

Shafter Community Qutreach — 8:30 AM to 4:00 PM
Shafter Healthy Start - 331 N. Shafter Ave., Shafter, CA

Dignity Health Screening Outreach — 2:00 to 4:00 PM
Villa Hermosa Apartments Community Room - 1500 Poplar Ave, Wasco, CA

Greenfield Community ACA Education Event — 5:00 to 6:30 PM
Greenfield Homes Housing Development — 403 Boomerang Dr., Bakersfield, CA

Bakersfield Community Outreach - 3:00 to 5:00 PM
Dollar Tree — 2505 S. H St., Bakersfield, CA

Bakersfield Community Outreach — 5:00 to 7:00 PM
Wateria — 2070 White Ln., Bakersfield, CA

“Crew of the Week” Qutreach — 11:00 AM to 1:30 PM
TBD — Kern County

ACA Enrollment Event — 4:30 to 6:30 PM
Homer Harrison Housing Developiment — 1910 Garces Hwy., Delano, CA

ACA Enroliment Event ~ 4:30 to 6G:30 PM
Greenfield Homes Housing Development — 103 Boomerang Dr., Bakersfield, CA

Dignity Health Screening Outreach — 2:30 to 4:30 PM
Lost Hills Paramount Park (Blue Center) — 17001 Lost Hills Rd., Lost Hills, CA

_26h  “Crew of the Week” Qutreach — 11:00 AM to 1:30 PM

30

TBD — Kern County

Kern County Marketplace Swap Meet Outreach — 6:30 to 8:30 PM
Kern County Marketplace Swap Meet — 1000 E. Hosking St., Bakersfield, CA

Bakersfield Community Outreach — 4:30 PM to 7:00 PM
ivionarca lce Cream — 1719 Wilson Rd., Bakersfield, CA

For more information call 661.632.5018 or visit our social media to get the latest updates!!

B i 2
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Total SAS New Enroliments and Renewals by Zip Code
FY 2014, through June 2014

County Reaion

North Central 93215|Delano 98 243 341
93216/ Delano - 2 2
93250|McFarland 1566 228 384
93263| Shafter 11 40 51
93280|Wasco 9 43 52
|North Ceniral Total 274 14% 556 15% 830 14%
West 93206 Butionwillow 8 17 25
93248!Lost Hills - - -
93249 Lost Hills 5 10 15
93252{Maricopa - - -
93268 Taft 6 L] 11
Waest Total 19 1% 32 1% 51 1%
North East 93240|Lake |sabella 1 - 1
93205|Bodfish 1 1 2
93285|Wofford Heights - 3 3
93226 |Glennville - - -
83555| Ridgecrest - 1 1
North East Total 2 0% 5 0% 7 0%
South East 93220|Edison = - -
93501 |Mojave - - -
93505 California City - - -
93518;Caliente 1 - 1
93523|Edwards - - -
93560!Rosamond - - -
93561 Tehachapi 1 - 1
South East Total 2 0% - 0% 2 0%
South Central 93203]Arvin 330 609 948
93222 |Frazier Park 1 - 1
93224|Frazier Park - - -
93225|Frazier Park 2 - 2
93241|Lamont 212 339 551
93243|Lebec 2 14 16
South Central Total 556 28% 962 25%4 1,518 26%
[Bakersfield 93301|Bakersfield 10 20 30
93304|Bakersfield 162 284 446
93305|Bakersfield 80 123 203
93306|Bakersfield 130 277 407
93307|Bakersfield 402 835 1,237
93308|Bakersfield 35 53 88
93309|Bakersfield 103 196 299
93311!Bakersfield 33 73 106
93312|Bakersfield 27 56 a3
93313|Bakersfield 124 300 424
93314{Bakersfield 13 3 44
Bakersfield Tolal 1,119  57%} 2,248 59%| 3,367 58%
Caunty Total 1,972 100% 3,803 100% 5,775 100%

includes chikdren on applications verified through the SAS program for Invoice periods July 2013 through June 2014,

L \Special Nesds\CHASAS Rep niiment by Zip\FY 14 Chidren by 2ip. xtsx\Summary




Total SAS New Enrollments by Zip Code
FY 2014, through June 2014

North Central 93215|Delano 48
93216|Delano - - -
93250 |McFarland 62 104 166
93263|Shafter 4 9 13
93280|Wasco 4 15 19
North Central Total 118 12% 211 13% 329 13%
West 93206 Buttonwillow 4 1 5
93248 |Lost Hills - - -
93249|Lost Hills 3 5 8
93252|Maricopa - - -
93268|Taft 3 4 7
West Total 10 1% 10 1% 20 1%
North East 93240|Lake Isabella 1 - 1
93205|Bodfish 1 1 2
93285 |Wofford Heights - 2 2
93226|Glennville - - -
93555 Ridgecrest - 1 1
North East Total 2 0% 4 0% 6 0%
South East 93220|Edison . . .
93501 |Mojave - - -
93505 California City - - -
93518|Caliente 1 - 1
93523 |Edwards - - -
93560|Rosamond - - -
93561 |Tehachapi 1 - 1
South East Total 2 0% - 0% 2 0%
South Central 93203|Arvin 107 177 284
93222|Frazier Park 1 - 1
93224 |Frazier Park - - -
93225 Frazier Park 2 - 2
93241{Lamont 78 113 191
93243\l.ehec 2 14 16
South Cenfral Tofal 190 19% 304 19% 494 19%
Bakersfield 93301|Bakersfield 8 9 17
93304 |Bakersfield 101 152 253
93305|Bakersfield 45 57 102
93306 |Bakersfield 83 132 215
93307 |Bakersfield 223 403 626
93308|Bakersfield 31 36 67
93309|Bakersfield 63 96 159
93311 |Bakersfield 19 25 44
93312|Bakersfield 20 15 35
93313 |Bakersfield 63 107 170
93314{Bakersfield 9 7 16
Bakersfield Total 665 67%1 1,033 66%I1 1,704 67%
County Total 987 100% 1,568 100% 2,555 100%

Inciudes children on applications verified through the SAS program for invoice periods July 2013 through June 2014

L\sp CHASAS Repons\Enraliment by Zip\FY 14 Children by tip. xisxWew Enrclimenis



Total SAS Renewals by Zip Code
FY 2014, through June 2014

4 County Region

North Central 93215|Delano 50 160 210
93216/ Delano - 2 2
93250/ McFarland 94 124 218
93263 | Shafter 7 3 38
93280|Wasco 5 28 a3
North Central Tofal 156 16% 345 15% 501 16%
West 93206|Buttonwillow 4 16 20
93248|Lost Hilis - - -
93249|Lost Hills 2 5 7
93252|Maricopa - -
93268|Taft 3 1 4
West Tolal 9 1% 22 1% 31 1%
Morth East 93240|Lake Isabella - - -
93205|Bodfish - - -
93285|Wofford Heights - 1 1
93226|Glennville - - -
93555|Ridgecrest - - -
North East Total - 0% 1 0% 1 0%
South East 93220|Edison B s -
93501 [Mojave - - -
93505|California City - - -
93518|Caliente - - -
93523|Edwards - - -
93560|Rosamond - - -
93561{Tehachapi & - -
South East Total - 0% - 0% - 0%
South Central 93203|Arvin 232 432 664
93222 |Frazier Park - - -
93224|Frazier Park - - -
93225|Frazier Park - - -
93241 |Lamont 134 226 360
93243|Lebec - - -
South Central Total 366 37% 658 29%| 1,024 32%
Bakersfield 93301|Bakersfield 2 11 13
93304 |Bakersfield 61 132 193
93305]|Bakersfield 35 66 101
93306|Bakersfield 47 145 192
93307 |Bakersfield 179 432 611
93308Bakersfield 4 17 21
93308|Bakersfield 40 100 140
93311|Bakersfield 14 48 62
93312|Bakersfield 7 41 48
93313|Bakersfield 61 193 254
93314|Bakersfield 4 24 28
Bakersfieid Tofal 454 46%|1 1,209 54%) 1,663 52%
‘County Total 985 100% 2,235 100% 3,220 100%

Includes children on applications venfied through the SAS program for invoice periods July 2013 through June 2014,

L\Special Needs\CHINSAS Rep E t by Zip\FY 14 Children by 2ip xizs\Renswals




SAS Database Update (8/13/2014)
HTTP://SAS.KERNCHI.ORG

As you may know, the SAS database has been moved to an upgraded system and there are some issues
that have been identified and are being addressed. In the meantime we've got some workarounds that
hopefully won't be too burdensome. Our recommendations are below:

Web browser compatibility
7 Use Chrome or Firefox web browsers, Internet Explorer only version 11 (printing remains an

issue with IE-11, see below)
> Inyour web browser’s address bar type the following web address: http://sas.kernchi.org
{always use this web address for the 5AS database)

o If you have an older shortcut or a bookmark in your favorites, please update it with this
information otherwise it may direct you to the old web address and you will get an

error page
Logging in to the SAS database and logging out

> Your account name is your CAA number (or CEC number if you did not have a CAA number—if
you're not sure, just give me a call}

» When your password is reset, your temporary password is “password” all lower case

~ After logging in you will select language, agree to the confidentiality statement, and you will be
prompted to change your password. To change your password, the old password is “password”.
There are instructions to help you select a new password.

7 [IMPORTANT!! Please log out after every session, not just close your browser. This is especially
important when changing your password, logging out finalizes the passward change action,
otherwise it will not save your new password. Remember the logout button is the red up-arrow

that is located on the top right of the screen. @

Printing the SAS consent forms
»~ You may have noticed that the consent forms are now on their own separate page that must be

printed individually. Note: there are only 3 pages to print now [1-the confirmation page, 2-fax
cover page, and 3-the SAS consent form)

#~ Please use your browser’s print function to print the page before pressing the [Next] button,
Printing on Internet Explorer 11 reduces the font size to a very small size. It is still readable and
acceptable; however, we recommend that if you are able to use Chrome or Firefox browsers,
that you use those instead.

# Offline consent forms have been updated and are available at
www.insurekernkids.org/resources. Please do not use any of the older offline consent forms.

For questions or concerns, please call Rodrigo Vazquez, Program Analyst at (661)(616—5743 or email to
Rodrigo.vazquez@dignityhealth.org. -———
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TO: FROM:

Rodrigo Vazquez
COMPANY: DATE:

Community Heaith Initiative of Kern County

FAX NUMBER: SENDER'S FAX:
818-409-5392

PHONE NUMBER: SENDER'S PHONE:
661-632-5743

RE: NO. OF PAGES INCLUDING COVER:

Successful Application Stipend Program
- ———————— —————————  ——— — ——————————————————|

DOCUMENTS BEING FAXED:

SAS confirmation page
1 SAS consent form
0 Other

CONFIDENTIALITY NOTICE: This facsimile message is CONFIDENTIAL and may be of a
nature that is LEGALLY PRIVILEGED. The information contained in this facsimile message is
intended only for the use of the recipient named above. If the reader of this message is not the
intended recipient or an agent responsible for delivering it to the intended recipient, you have
received this document in error. Any further review, dissemination, distribution, or copying of
this message is strictly prohibited. If you have received this communication in error, please
notify us immediately by telephone. If you are a regular recipient of confidential or privileged
facsimiles from us and you intend to change your facsimile number, it is your responsibility to
alert us before the change. Thank you.




o SAS Database Input Offline Form

Applicant Information

First Name:

CIN {If Applicabile}):

Date of Birth:

City of Birth:

Mother’s First Name:

Additional Applicant Information

Last Name:

Middle Initial:

Email Address:

Street Address:

Apt. #:
City:
Zip Code:

Phone No.:

Language:

Ethnicity:

Is Applicant Pregnant?:

Beneficiary Information

First Name:

Last Name:

Date of Birth:

Gender:

Relationship to Applicant:




Successful Application Stipend (SAS)
Medi-Cal/Covered California Application or Renewal Assistance
Permission to Share Information

Case Name: SS#: Date:

DSH Worker: Caseload #; Phone #:

Permission to share information:

MEDI-CAL

| give pemission to the Department of Human Services to share information concerning my application or
annual eligibility renewal with Mercy Hospitals, the Certified Enrollment Counselor (CEC), the Certified
Enroliment Entity (CEE) identified, and the Kern County Department of Public Health. This permission
will end in one year. | certify that | had help completing this application/renewal by the listed CEC. This
CEC help was free of charge to me.

COVERED CA

| give permission to the Certified Enroliment Counselor (CEC) and the Certified Enrollment Entity (CEE)
identified to share information concerning my Covered California application or annual eligibility renewal
with Mercy Hospitals and Kern County Department of Public Health. This permission will end in one year.
| certify that | had help completing this application/renewal by the listed CEC. This CEC help was free of
charge to me.

Name (Please Print): DOB:

Signature: Date:

Certified Enrollment Counselor Information:

{Reimbursement is subject to budget appropriations. Reimbursement will not be issued unless this
section is completely filled out at the time this form is submitted.)

CEC#: CEE# Site:
CEC's Signature: Phone#:
Email Address: Fax#:

KCDHS 724-Gen (10/08) SAS APPLICATION ID#:




Forma-—SAS Base de Datos
Informacion Deli Solicitante
Nombre:
CIN (Si Aplica):
Fecha de Nacimiento:

Ciudad de Nacimiento:

Primer Nombre de Su Mama:

Informacion Adicional Del Solicitante
Apellido:

Inicial del Segundo Nombre:
Correo Electrénico:

Direccion:

Apt. #:

Ciudad:

Cédigo Postal:

No. de Teléfono:

idioma:

Etnicidad:

¢Esta Embarazada?: [] SI

Nombre:

Apellido:
Fecha de Nacimiento:

Sexo:
Parentesco Con El Solicitante:




Successful Application Stipend (SAS)
Verificacion de Aplicacién para Medi-Cal/Covered California o Asistencia para Renovacion
Permiso de Compartir Informacion

Nombre de Caso: SS#: Fecha:

Nombre de Trabajadora: No. de Caso: Telefono:

Permiso de Compartir Informacion:

MEDI-CAL

Yo autorizo al Departamento de Servicios Humanos de compartir informacion sobre mi aplicacion o
renovacion de elegibilidad de Medi-Cal con los Hospitales Mercy, con el Consejero de Matriculacion
Certificado (CEC, por sus siglas in Ingles), la Organizacion de Matriculacién Certificada (CEE, por sus
siglas en Ingles} identificada, y el Departamento de Salud Publica del Condado de Kern. Esta
autorizacion se terminara en un afio. Yo certifico que obtuve ayuda completando esta
aplicacionfrenovacion por el Consejero (CEC) indicado. Esta ayuda del CEC fue dispuesta
gratuitamente,

COVERED CALIFORNIA

Yo autorizo al Consejero de Matriculacién Certificado (CEC, por sus siglas in Ingles) y a la Organizacion
de Matriculacion Certificada (CEE, por sus siglas en Ingles) identificada de compartir informacion sobre
mi aplicacion o renovacion de elegibilidad de Covered California con los Hospitales Mercy y el
Departamento de Salud Publica del Condado de Kern. Esta autorizacion se terminara en un afo. Yo
certifico que obtuve ayuda completando esta aplicacién/renovacion por el CEC indicado. Esta ayuda del
CEC fue dispuesta gratuitamente.

Nombre (Letra de Molde): Fecha de Nac.:

Firma: Fecha:

Certified Enroliment Counselor Information:

(Reimbursement is subject to budget appropriations. Reimbursement will not be issued unless this
section is completely filled out at the time this form is submitted.)

CEC#: CEE# Site:
CEC's Signature; Phone#:
Email Address; Faxi#:

KCDHS 724-Gen (10/08) SAS APPLICATION ID#:




Aguilar, Edjar - MHB

From: Covered California Information [COVEREDCAINFO@MAILLIST.DHS.CA.GOV] on behalf of
Info (CoveredCA) [Info@covered.ca.gov]

Sent: Thursday, August 21, 2014 8:15 AM

To: COVEREDCAINFO@MAILLIST .DHS.CA.GOV

Subject: PRESS RELEASE: COVERED CALIFORNIA PLANS TO OFFER EXPANDED DENTAL

SERVICES FOR CHILDREN AND NEW COVERAGE FOR ADULTS

Dear Colleagues and Interested Parties:

FOR IMMEDIATE RELEASE Media Line: (916) 205-8403
Aug. 20,2014

COVERED CALIFORNIA PLANS TO OFFER EXPANDED DENTAL SERVICES FOR CHILDREN
AND NEW COVERAGE FOR ADULTS

Pediatric Dental Care Embedded in Standard Plans for 2015; Also New in 2015 Are Optional Family Dentali
Plans That Will Offer Coverage for Adults

SACRAMENTO, Calif. — Covered California is offering new family dental plans to consumers who enroll in
health insurance coverage in 2015. Additionally, all individual health insurance plans sold through the Covered
California exchange will include pediatric dental benefits for members younger than 19.

“This is great news for families and children, because all children enrclled in Covered California will have
dental coverage embedded in their comprehensive health pian,” Covered California Executive Director Peter V.
Lee said. “They will be getting better coverage and more for their money.”

Additionally, Lee said, the family dental plan will offer adults the option of receiving dental coverage outside
the general heaith plans at an additional cost. Some consumers also may be drawn to family dental plans ifa
provider they prefer for their chiid is not offered in their embedded coverage.

The optional stand-alone family dental plans, which offer coverage for adults, will not be available at the
beginning of open enrollment, which starts Nov. |5, but are planned to be added in early 2015. Covered

California will offer both dental health maintenance organization (DHMO) and dental preferred provider
organization (DPPO) plans, giving consumers a choice in the type of plan that will work best for them. There is
no financial assistance available for the optional adult dental benefits.

Lee emphasized that there is no requirement to enroll children in a family dental plan. The family dental plan is
optional and is primarily intended to offer affordable dental coverage to adults that was not available in 2014.
Families should consider that adding their children to a family dental plan will result in an extra cost for the
same dental services they already receive in their standard health insurance plan. The most likely reason to
enroll a child in the family dental plan is if a dental provider they prefer for their child is not offered through
their embedded coverage.



Covered California is notifying enrollees to explain the availability of pediatric dental benefits in its health
insurance plans, as well as to explain the newly available family dental plans that include dental benefits for
adults.

Below is a list of the pediatric dental coverage embedded with Covered California’s health insurance plans.

A clected Embecl;;g(iiait;:; II)I?;::! (I:;)::rr:f:e Plan
Anthem Blue Cross of California Anthem Blue Cross
Blue Shield of California Blue Shield of California
Chinese Community Health Plan Delta Dental of California
Health Net Dental Benefit Providers
Kaiser Permanente Delta Dental of California
L.A. Care Health Plan Liberty Dental Pian
Molina Healthcare California Dental Network
Sharp Health Plan Access Dental Plan
Valley Health Plan Liberty Dental Plan
Western Health Advantage Premier Access

Family dental plans are offered from the companies listed below.

Optional Family Dental Plans

Access Dental Plan

Anthem Blue Cross

Blue Shield of California

Delta Dental of California

Dental Health Services

Premier Access

A booklet containing more information about the new family dental plans is available online at
www.CoveredCA.com/coverane-basics/plans/,

About Covered California
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Family Dental Plan Standard Benefit Designs - DPPO | Notes on Family Dental Plan Standard Benefit Designs

Children’s dental benefit notes (only applicable to the pediatric portion of the family

ENROLLEE PAYS - DPPO
T dental plan)

1. Inacoinsurance plan, each child is responsible for the individual deductible

Diagnestic and preventive’ 0% 0% unless the family deductible has been met. Once a child's individual deductible
or the family deductible is reached, cost-sharing applies until the child's out-of-
Amalgam filling - one surface 20% 20% et i U e
2. Cost-sharing payments made by each individual child for in-network services
Root canal - molar 50% 50% accrue to the child's out-of pocket maximum. Once the child's individual out-of-
pocket maximum has been reached, the plan pays all costs for covered services
L for that child.
Gingivectomy per quad 50% 50% or that child
3. Ina plan with two or more children, cost-sharing payments made by each
Extraction - single tooth, exposed root 50% 50% individual child for in-network services contribute ta the family deductible, if
or erupted applicable, as well as the family out-of-pocket maximum.
Extraction ~ complete bony 50% 50% 4. Only enrollees in a Covered California Platinum, Gald, Sitver or Bronze health
insurance plan are eligible to purchase a standalone family dental plans.
G PEMEEI R ] ST St Adult dental benefit notes (only applicable to the family dental plan)
Medically necessary orthodontia not covered 50% 1. Each adult is responsible for an individual deductible
2. Famifies that wish to purchase a family dental plan must include at least one
adult whe has purchased a Platinum, Gold, Silver or Bronze insurance plan
) h lifornia,
Deductible waived for diagnostic and preventive} $ 50 $ 65 I eI el
_ 3. fachildis enrolled in the family dental plan, all children in the family under age
Pl BamE [ $ 1.500 none _ 19 must be enrolled in the same family dental plan.
Individual out-of-pocket maximum M/A $ 350
Family ocﬁ.o.wuo%mﬁ maximum N/A $ 700
(nwo or more children}
Office copay $0 $0
. . 6 months for
Waiting period major services™ none

* Diagnostic and preventive services include X-rays, exams, cleanings and sealants,
** Waived with proof of prior coverage.
The listed services and the associated cost-sharing amounts represent a summary of services

the plan provides. Please refer to the plars Policy or Evidence of Coverage for a complete list of
covered services provided and any exclusions and limitations on those services.

4 | Aug. 20,2014 Covered California Family Dental Plans and Rates . Covered California Family Dental Plans and Rates Aug. 20,2014 | 5
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Pricing Region 14
Kern

STAND-ALONE FAMILY DENTAL RATES

’ >nnm_wm7w%:nm_ $11.00 $14.00

>mw_wm3 $4835 $ 26.50

ma%%%a $ 20.60 $17.70

pieshed $30.10 $8.00

Delta Dental" $12.99 $ 14.49

_.. cm_ﬂm %maw_. $52.99 $29.99
_

Dental :mmyw%inmm $12.40 $12.50

v..mawﬂu wnnmmm $40.00 $28.00

‘Partial = not available in every ZIP code in the region.

38 | Aug. 20,2014 Covered California Family Dental Plans and Rates Covered California Family Dentai Plans and Rates Aug. 20,2014 | 39




|
|
LS | vlozg oz 8ny Sa1eY pue Sue|d (e1UaQ AIe BiuIofe) PaJaADD $31eH PUP SUBLd IP1UaQ AL BIUSOJNED PRISADD vIoz 0z Snv | 08

0088-20.L-./8 Buaud

v/L0E-70L-£L8 @uoyd
W0 3y a31Wd.1d M 1DUISGIM

BI/UI0D WS IUE MMM :DSGIM
"eay (eJo poos Sunowioid 01 paie|al

“JaUnsul 1ay1o Aue uey eiiogie) i siapjoylojod 3JE YAyMm JO jje ‘saiuedwod w_n_a_:E apnput 01 UmoJB sey uoneziue3io ay

210w yum Auedwsod dueINsul Lpjeay ‘S Jofew e §i sS04 3N|g Wayiuy ‘s1eah 57 ueyl 53} U '1s0D m_nﬂu_otm ue 18 3|geieae aied [eiuap Ayenb sxew
"UONEOSSY PIBIYS aNjg SS0.) an|g jo 29suad| Juspuadaput ue sy 03 102 Ue Ul 6861 Ut Isnuap Fupindesd e A papunoj sem ueld [BaUa(Q SSa20Y
:Auedwod sy) Inoqy :Auedwiod ay3 noqy

$S0J1D) anjg welpuy uejd jeyus sso20y

ssoJ)onfy

D,Qb E@ﬂﬂ—é

sauedwo) jejuaqg bunedpnied 7 sauedwo) [eyuag bunedpiied




Participating Dental Companies

blue § of california

Blue Shield of California

About the company:

As a California-based not-for-profit health plan, Biue Shield of California is
driven by a single mission: to ensure all Californians have access to high
quality care at an affordable price. We are offering a dental preferred
provider organization: {DPPQ) plan and a dental health maintenance
organization (DHMO) plan that gives Covered California custormers a choice
of high-quality dentists at an affordable price. We've been serving California
for more than 70 years and have consistently been a leader in developing
new and better ways of delivering dental care.

Website: www.yourdentalplan.corm/bsca
Phone: 800-286-7401

52 ] Aug. 20.2014 Covered California Family Dental Plans and Rates

Participating Dental Companies

O DELTA DENTAL

Delta Dental of California
About the company:

Deita Dental of California, a not-for-profit dental benefits administrator, is
headquartered in San Francisco. Along with its affiliated companies, it is the
state's and nation's largest dental health plan. We cover approximately 27
miliion people. Delta Dental of California is part of the national Delta Dental
Plans Association, whose member companies collectively cover more than
63 million people in the U.S. Delta Dental of California is committed to
advancing dental health and access through exceptional dental benefits
service, technology and professional support.

Waebsite: www.deltadentalins.com
Phone: DPPO: 800-471-0287

DMHO: 800-471-7583

Covered California Family Dental Plans and Rates Aug. 20,2014 | 53
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Out-of-Pocket Maximum

The most you pay during a policy period

fa calendar year) before your health insurance
plan begins to pay 100 percent of the cost of
covered services. This limit never includes
your premium, balance-billed charges or health
care your health insurance plan doesn’'t cover.
Some health insurance plans den’t count all
out-of -network payments toward this limit.

Cavered Cailifornia Family Dental Plans and Rates

Glossary

Actuarial Value

Aheaith insurance plan’s actuarial value is the percentage of total average
costs for benefits that a health insurance plan covers. These expenses are
usually incurred at the point of receiving health care services — when you
visit the doctor or the emergency room, for example. Dental plans come in
two actuarial value options: 85 percent, which features higher premiums but
lower average out-of-pocket costs; and a 70 percent value plan with lower
premiums and higher average out-of-packet costs. An actuarial value is the
percentage of total average costs for benefits that a dental plan will cover,

Coinsurance

Your share of the costs of a covered health care service, calculated as a
percentage (for example, 20 percent) of the allowed amount for the service,
is called coinsurance. You pay coinsurance plus any deductible you may owe.
For example, if the health insurance plan's allowed amount for an office visit
is $100, and you have met your deductible for the year, your coinsurance
payment of 20 percent would be $20. The health insurance plan pays the
rest of the allowed amount. The allowed amount is the amount the doctor or
hospital has agreed to accept for the care provided.

Copayment

A fixed amount (for example, $15) you pay for a covered health care service,
usually when you receive the service. The amount can vary by the type of
covered health care service,

Dental Preferred Provider Organization (DPPO)

A type of dental plan product that delivers dental services to members
through a network of contracted dental care providers and includes limited
coverage of out-of-network services.

Dental Health Maintenance Organization (DHMO)

A type of dental plan product that delivers dental services by requiring
assignment to a primary dental care provider who is paid a capitated fee
for providing all required dental services to the enrollee unless specialty
care is needed. DMHOs require referral to specialty dental providers. These
products do not include coverage of services provided by dental care
providers outside the dental plan.

Covered Califernia Family Dental Plans and Rates Aug. 20,2014 [ 57
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Covered California In-Person Assisters Program
Special Enroliment Matrix

May 12, 2012 -

COVERED
[

Qualifying Life
Event

Newly eligible or
ineligible for
Advance
Premium Tax
Credit/Cost-
Sharing
Reduction
(APTC/CSR)

Permanently
moves and gains
access o a new
Covered
California health
plan

American Indian
and Alaskan
Nalive

Other exceptional
circumstances

When coverage is effective

It enrolled by the 15", coverage
starts on the 1 of the followin
month. If enrolled after the 15",
coverage starts the 1% of the
subsequent month thereafter.

If enrolied by the 15", coverage
starts on the 1% of the following
month. If enrolled after the 157,
coverage starts the 1% of the
subsequent month thereafter.

If enrolled by the 15", coverage
starts on the 1% of the followin
month. If enrolted after the 15",
coverage starts the 1% of the
subsequent month thereafter,

if enrolled by the 15", coverage
starts on the 1% of the followin
month. If enrolled after the 15",
coverage staris the 1% of the
subsequent month thereafter.
Covered California may grant an
earlier effective dale based on
the specific circumsiances of
each case.

Applicable to

those not
currently
covered?

No, only those

already

enrolled in

Covered

California are

cligible.

Yes

Yes

Yes

Income increases or decreases across the
138%, 250%, or 400% Federal Poverty Level
(FPL) threshold.

An enrollee whose income drops from 400% to
240% FPL is eligible to change health plans.
Someone who currently has APTC and CSR
becomes ineligible for CSR is eligible to change
coverage,

Someone moves frem out of state with the
intention of permanently residing in California for
the benefit year.

Someone who currently has a Covered California
health plan moves to a different rating region and
gains access {o at least one new QHP that was
not available in the previous rating region is
eligible

Release from incarceration {considered a move).

Someone who is a member of a federally-
recognized Indian tribe can change plans at
feast, but no more than, once per month.

Covered California will determine on a case-by-
case basis.

Exceptional circumstances that occur on or
around plan selection deadlines could include
natural disasters, medical emergencies and
ptanned system outages.

CoveredCA.com
Selection

¢ Qther qualifying

life event

e Permenently

moved to/within
California

¢ Released from

incarceration

¢ Returned from

active duty
military service

s American

Indian / Alaskan
Native

+ Other qualifying

life event

Page 2
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Covered California
PO Box 989725
West Sacramento, CA $5798-9725

. ) .. :
1L
COVERED
Sally Smith
456 ABC Street
Apt. 300

Sacramento, CA 95833

Important news about your application for health insurance

November 9, 2013 Case Number: 912345671}

Dear Sally{3} Smith{4},

Thank you for your interest in Covered California!

Your application has been entered in the CoveredCA.com system. We have created an access code for
you so you can link your application to an online account. This will allow you to view your application
online. You will also be able to update your account information.

Your access code is: 123ABC/1

What you have to do...
You need to create an account with Covered California. To create your account, follow these seven (7)

steps:

& o

CCOE401

1. Go to www.CoveredCA.com
2
3. Then click the “Create Account” link located in the upper right corner. Click the “Continue”

Click on the “Account Login” bution.

button located in the Individual or Family box

Review the Terms and Conditions of Use and View the Notice of Privacy Practices, then check
the box next to “Check this box to show you understand and agree to the Terms and
Conditions and Notice of Privacy Practices.” Then click the “Continue” button.

Complete all of the required fields on the USER INFORMATION pages.

Be sure to select the “Yes” button when answering the question “Do you have an existing case
that you would like to link to this new account?”

Then a box will appear that asks you to “Enter your Access Code.” Enter your code here.



Starting the week of July 28, 2014
many of the consumers you helped
apply for health insurance will
receive this notice. This notice
gives the consumers an access
code. It explains how the consumer
can use the code to link their
application to an online account.
This will allow the consumer to
make changes, such as update
their address and income, to their
accounts on their own.

The consumers that you helped in
the past may ask you for help with
linking their application to an
account. This document will help
you guide them through the
process.
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9 Frequently Asked Find Help
m  Cuesilons (FACS) fear You

1. From the CoveredCA.com home page, Click on Account login:
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3. Click on the continue button located with the Individual or Family box.

LEARN | PREVIEW PLANS APPLY | Maintain l
vk
. ACCOUNT TERMS AND CONDITIONS OF USE ;
Welcome 1o the Covered Califcrnia portal.  you use this website. you ag/ee 10 the 1enns and condtions of use and our penvacy i
by M you disagme with any pat ol thasg teums and conditicns, pleasa do nol use o webaile - £

figyr t ik

¥ Check this box to show you agree to the Tesms and Conditions.

4. Check the box indicating that you agree to the Terms and Conditions of
Use. The click continue
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5. Complete all of the required fields on the USER INFORMATION pages.
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6. Be sure to select the “Yes” button when answering the question “Do you
have an existing case that you would like to link to this new
account?’

7. Then a box will appear that asks you to “Enter your Access Code.” Enter
your code here.

Once the account is created, the consumer can then access their
account. So at any time, they will be able to:

e Review and update their application information,
¢ View their notices, or
» Upload documents that we’ve requested.



Mercy & Memorial

CDG: Hospitals.

Dignity Health Members

CONSENT TO PHOTOGRAPHY, RECORDING AND/OR PUBLISHING

Official Use Only:

Use this form if the subject to be photographed or recorded is NOT a patient and the product does not involve
protected heaith information. DO NOT USE THIS FORM IF THE SUBJECT OF THE PHOTOGRAPHY OR RECORDING
IS A PATIENT. If the subject of the photography or recording is a Patient, use either Form No. PF-1 or PF-2, as
appropriate.

Print Name (person lo be photegraphedirecorded or owner of product/premises photographed)

Print Address

Telephone Email

In consideration of the engagement as 2 model or actor and for other good and valuable consideration, the receipt
of which is hereby acknowledged, | hereby permit Mercy and Memorial Hospitals hereinafter referred to as “you” or
“your” and the persons designated by you, to photograph, and/or make audio and/ or visual recordings, or create images
in the likeness of (name of subject, e.g., employee, model, aclor, product, premises, elc.) .

Description of event(s): L Date FY2014
(check one) One time event Series of events

| grant to you and/or your affiliates, successors, or other persons acting under your permission and authority, the
irrevocable, perpetual, unrestricted, royalty-free right, license and permission {o copyright in your own name, and to use,
re-use, publish, reproduce and distribute, such audio and/or visual recordings, pictures, composites, or other
reproductions thereof, distorted or modified in form or character, without restriction as to changes or alterations, whether
in conjunction with the subject's true or fictitious name or in conjunction with other photographs or printed matter, made
through any medium, including website publishing, for illustration, education, prometion, art, editorial, advertising, trade, or
any purpose whatsoever, in such manner as you deem appropriate for such purposes. | understand that if such picture or
image, or recording is published on the web, it may be downloaded by any computer user. You agree not to use the
photograph/ recording/ image in any derogatory manner.

| waive the right to inspect or approve the finished product(s) and/cr the advertising copy or other matter used in
connection with the product or the use for which it may be applied. | further waive any claims to royalties or monetary
compensation connected with such recordings, creations or photographs, or the publication or distribution thereof.

My signature below confirms that | have the iegal right to grant this license to you. | hereby release, discharge
and agree to hold you and/or your affiliates, successors, or those acting under your authority or permission, harmless from
any liability whatsoever connected with the photography, recording, or creation, or the use, re-use or publication of such
images or recordings, including any blurring, distortion, aiteration, cropping, or use in composite form, intentional or
otherwise, that may occur or be produced in the processing of such products. This consent shall be binding upon me and
the subject of this photography or recording (if different), my heirs, agents, legal representatives, and assigns.

ACCEPTED AND AGREEP TO
Signature Date
Print name Signatory's relationship to the subject (if signatory is nol the
subject)

Consent to Photograph/Audio Record and Publish
F'orm No, PF-3 Non- Patients 9.9-04



Mercy & Memorial
CDG’ Hospitals.

Dignity Health Members
Form No. PF-3 = Media Matrix

{For Non-Patients)
CONSENTIMIENTO PARA TOMAR FOTOGRAFIAS, GRABAR O PUBLICAR
Official Use Only:

Use this form if the subject to be photographed or recorded is NOT a patient and the product does not
involve protected health information. DO NOT USE THIS FORM IF THE SUBJECT OF THE PHOTOGRAPH
OR RECORDING IS A PATIENT. If the subject of the photography or recording is a Patient, use either
Form No. PF-1 or PF-2, as appropriate.

Print Name (person to be photographed/recorded or owner of product/premises photographed)

Print Address

Telephone Email

En consideracién al compromiso como modelo o actor y por otras consideraciones vélidas y efectivas, las cuales
aqui se reconocen como recibidas, por medio del presente documento acepto que (Marcy and Memorial Hospitals)
(denominado de aqui en adelante

“usted” o “su”) vy las personas que usted designe, fotografien o hagan grabaciones de sonido o visuales, o creen

imagenes a semejanza de (nombre del sujefo, por ejemplo, empleado, modelo, actor, producto, instalaciones,
eic.)

Descripcion del evento: Fecha FY2014
{marque uno) I:] Un evento Serie de eventos

Le otorgo a usted o sus afiliados, sucesores u otras personas que actien con su permiso y autoridad, permiso y
licencia irrevocable, perpetua, sin restricciones ni regalias para registrar los derechos bajo su propio nombre y para usar,
volver a usar, publicar, reproducir y distribuir, tales grabaciones de sonido o visuales, imagenes, fotomontajes y otras
reproducciones, distorsionadas o modificadas en forma y caracter, sin restriccion en cuanto a los cambios y alteraciones,
ya sea en conjunto con €! nombre verdadero o ficticio del sujeto o en conjunto con otras fotografias o impresos, por
cualquier medio, incluidos la publicacion en sitios Web, para propésitos de ilustracidén, educacién, promocién, arte,
editorial, publicidad, comercio y otros propositos, de la forma que usted considere adecuado para tales propdsitos.
Comprendo que si tales imagenes o grabaciones se publican en Intermnet, pueden ser bajadas por cualquier usuario de
una computadora. Usted acepta no hacer uso de [as fotografias, grabaciones o imagenes de ninguna forma despectiva.

Renuncio al derecho de revisar o aprobar los productos o copias de publicidad, y otros documentos impresos
terminados usados en relacion con el producto o el uso para el cual se puede aplicar. Ademas, renuncio a reclamar pago
de cualquier tipo o por derechos relacionados con tales grabaciones, creaciones o folografias, o la publicacién o
distribucion de éstos.

Mi firma a continuacién ratifica que tengo derecho legal a otorgarle esta licencia. Por medio del presente lo
eximo a usted o sus afiliados sucesores o aquellos que actien con su permiso o autoridad, de cualquier responsabilidad
relacionada con las folografias, grabaciones o creaciones o por usar y volver a usar o publicar tales imagenes o
grabaciones, incluido cualquier efecto borroso, distorsidn, alteracion, corte o uso en forma de fotomontaje, intencional o
de otra forma, que pueda producirse durante el procesamiento de tales productos. Este consentimiento sera obligatorio
para mi y el sujeto de esta folografia o grabacién (de ser diferente), mis herederos, representantes legales vy
beneficiarios.

ACEPTADO Y ACORDADO PARA

Firma Fecha

Nombre en letra de imprenta Relacion de quien firna con el sujeto (sino es el sujelo)

Consent to Photograph/Audio-Record and Publish
Form No, PF-3 - 6nov06 Page | of |
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Workshop Evaluation Sheet

CEC Quarterly Network Meeting
Mercy Hospital — September 4, 2014

1

1. Were your expectations of the session met?
2
Low

3

5
High
Why or why not?

2. Did you learn new ideas, techniques or was new information presented?
1 2 3
Low

4

5
High
3. Do you feel that this training has provided you with information and/or
methods you’ll be able to use when working with families?
1

2 3 4
Low

5]
High
4. What were the strengths of this session?

5. What topics would you like covered in future workshops?






