4 EASY Ways LaCHIP Monthly

to Apply Income Amounts
ONLINE: noveer  YeaCrirp, YACHLE
www.LaCHIP.org e ="

oi;is a Children’ s Health Insurance Program

MAIL.:

LaCHIP

P.O. Box 91278
Baton Rouge, LA
70821-9278

ONOUVT A WN =

Apply Online

www.LaCHIP.org

Income Amounts April 2011 through March 2012.

FAX: It's a fact that kids with health 1-877-2LaCHIP
1-877-523-2987 insurance live healthier lives.
(toll-free)

Apply today! Health
IN PERSON: ¢Necesita traductor de espaiiol? cove ra g e

Llame al 1-877-252-2447.
Call 1-877-252-2447 -
for the office Qui vi ¢6 cin théng dich Fo Y c h ] Id ren

closest to you.

vién ngwi Viét khong?

Néu can xin goi s6 1-877-252-2447. U nder n e 1 9

TTY Text Telephone for the Hearing g
| ired: 1-800-220-5404.

)‘( DEPARTMENT OF mpaire

HEALTH BHSF Form 1-CH
AND HOSPITALS Rev. 06/2011

Prior Issue Obsolete




PROOF YOU MAY NEED TO SEND Us

FOR ALL Send copies of health insurance cards (front and back).

APPLICANTS

FOR APPLICANTS . . -, .
WHO ARE NOT Send copies of Permanent Resident Cards or other forms from U.S. Citizenship and

U.S. CITIZENS Immigration Services.

FOR CHILDREN Send pay stubs from last month showing gross pay (before taxes) or a letter from the
AND emplﬁyer. If éelf—edmployed, sgnd hcopies of last year's. taxdreturn hand all sch;dt;)I.e
attachments. Grandparents and other non-parent caregivers do not have to send this
THEIR PARENTS information.
FOR CHILDREN Send proof of gross income (before taxes) for all money that is not from a job like
AND Veteran’s Benefits, and alimony. Proof could be award letters or 1099 tax statements.
THEIR PARENTS Grandparents and other non-parent caregivers do not have to send this information.

RIGHTS & RESPONSIBILITIES
WHAT MEDICAID HAS THE RIGHT To EXPECT OF YOU

You agree to tell Medicaid within 10 days of these changes: 1) if anyone getting Medicaid
moves out of state; 2) if anyone moves into or out of the home; 3) if there are changes in
mailing or home address; and/or 4) if there are changes in health insurance and premiums.

REPORTING
CHANGES

e e A\ B SeBIEAAN You understand Social Security numbers will only be used to get information from other
NUMBERS government agencies to make an eligibility decision.

PAYMENT OF By accepting Medicaid, you understand that the Department has the right to get money
(/|3 I (e e\ :AA received by you from other sources like insurance payments or lawsuit settlements for
A THIRD PARTY services that Medicaid has paid for you.

You understand that Medicaid will only send case information to Child Support

(o [[Hp R0 19 B Enforcement for medical support if you ask them to. We will make a referral if the parents

ENFORCEMENT get Medicaid unless Medicaid determines you have good cause not to cooperate with

Support Enforcement.

o lBI A\ IR R B If you qualify for LaHIPP, we will reimburse you for Employer Sponsored Health Insurance
INSURANCE (ESI). You must be enrolled in ESI while you are receiving payments from LaHIPP. If your
PREMIUM insurance coverage ends for any reason, you must tell LaHIPP. You will be responsible for

N (LGB paying back any money you received in error from LaHIPP program.

WHAT You HAVE THE RIGHT TO EXPECT FROM MEDICAID

NI AR oN:N TN IE You understand that you can ask for a Fair Hearing if you think any decision made on the
HEARING case is unfair, incorrect, or made too late.

You understand Medicaid cannot treat you differently because of race, color, sex, age,
disability, religion, nationality, or political belief. If you think it has, you can call the U.S.
DHHS Regional Office for Civil Rights in Dallas, TX at 1-800-368-1019 or write to Louisiana’s
Department of Health & Hospitals, Human Resources at P. O. Box 4818, Baton Rouge, LA
70821-4818.

You understand that information about WIC, KIDMED, and other Medicaid services may be
sent to the persons who are eligible for Medicaid.

NO
DISCRIMINATION

OTHER SERVICES




BHSF Form 1-CH
Rev. 06/2011
Prior Issue Obsolete

Loulsiana Children' s Health Insurance Program

%aCuip,

For Agency Use Only.
AC Rep Initials:

APPLICATION FOR HEALTH COVERAGE FOR CHILDREN UNDER AGE 19
REMEMBER: You can APPLY ONLINE at WWW.LaCHIP.org

Preferred language? U ENGLISH O SpANIsH O VIETNAMESE (O OTHER:

Where did you get this application? (LaCHIP/Medicaid Office [ Business (Store/Work) I Doctor’s Office  Friend/Relative
U Hospital O Festival/Health Fair {Pharmacy {School U Food Stamp Office I Health Unit I Other

SECTION 1

Name

Please PRINT clearly in black ink.

PARENTS OR CAREGIVERS LIVING IN THE HOME WITH THE CHILDREN

(first) (middle) (last)

(suffix: Sr., Jr., etc.)

(

)

( )

(

-
=

o . . -

w Social Security Number Date of Birth (month/day/year)
% O Male O Female

wl

2‘: Race (Optional—you may mark one or more): Latino? (Optional)
& Q White Q Black O Asian O Hispanic 0 Native Hawaiian or Pacific Islander Q Yes

E O American Indian or Alaska Native—Tribe: O Other: O No

e Home Phone Cell Phone Other Phone

= [ ) ( ) ( )

n Name (first) (middle) (last) (suffix: Sr., Jr., etc.)
&

> Social Security Number Date of Birth (month/day/year)
o U Male O Female

wl

o

5 Race (Optional—you may mark one or more): Latino? (Optional)
b O white O Black O Asian O Hispanic O Native Hawaiian or Pacific Islander Q Yes

E O American Indian or Alaska Native—Tribe: O other: O No

°<‘ Home Phone Cell Phone Other Phone

o

)

SECTION 2

MAILING
ADDRESS

HOME

ADDRESS
(IF DIFFERENT)

P.O. Box or Street Address Apt/Lot Number
City State Zip
Home Parish E-mail Address
Street Address Apt/Lot
Number
City State Zip

Questions? Call 1-877-252-2447 or visit us online at www.LaCHIP.org
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SECTION 3

If there are more than four children in the house, use a separate piece of paper.

CHILD 1 CHILD 2 CHILD 3 CHILD 4
FIRST NAME
MIDDLE INITIAL
LAST NAME,
(Suffix: Sr., Jr., etc.)
DO THEY HAVE Q Yes Q Yes Q Yes Q Yes
MEDICAID NOW? d No Qd No O No O No
DO THEY NEEDANEW | O Yes Q Yes Q Yes Q Yes
MEDICAID CARD? d No Qd No O No O No
Q Yes Q Yes Q Yes Q Yes
?
ARE THEY APPLYING? O No O No O No O No
SEX Q Male Q Mmale Q Mmale Q Mmale
Q Female O Female O Female O Female
SOCIAL SECURITY #
DATE OF BIRTH
(MONTH/DAY/YEAR)
Q White O Black 0 white O Black 0 white O Black 0 white O Black
a Asian QO Hispanic O Asian O Hispanic O Asian QO Hispanic O Asian O Hispanic
RACE

(OPTIONAL—you may
mark one or more)

O Native Hawaiian or
Pacific Islander

Q American Indian or
Alaska Native

O Native Hawaiian or
Pacific Islander

O American Indian or
Alaska Native

0 Native Hawaiian or
Pacific Islander

O American Indian or
Alaska Native

O Native Hawaiian or
Pacific Islander

O American Indian or
Alaska Native

Tribe: Tribe: Tribe: Tribe:
Q Other: QO Other: QO Other: QO Other:
LATINO? Q Yes Q Yes Q Yes Q Yes
(OPTIONAL) aQ No O No O No O No
NAME OF 1°' PARENT/ | O child Q child Q child Q child
CAREGIVER: Q Step-child Q step-child Q step-child Q step-child
Q Grandchild Q Grandchild Q Grandchild Q Grandchild
CHILD’S RELATIONSHIP | O Other: Q other: Q other: Q other:
TO THIS PERSON
NAME OF 2"° PARENT/ | Q child Q child Q child Q child
CAREGIVER: Q Step-child O Step-child O Step-child O step-child
Q Grandchild O Grandchild O Grandchild O Grandchild
CHILD’S RELATIONSHIP | O Other: Q other: Q other: Q other:

TO THIS PERSON

A disability is a physical or mental impairment that lasts for at least one year or is expected to result in death.

DOES THIS CHILD HAVE | O Yes Qa Yes Qa Yes Qa Yes
A DISABILITY? Q No O No O No O No
DOES CHILD HAVE a Yes Q Yes Q Yes Q Yes
HEALTH INSURANCE? aQ No O No O No O No
HAS HEALTH
INSURANCE ENDED IN g LZS g Lis g Lis g Lis
THE PAST 12 MONTHS?
The answers you give about immigration status are kept private.
IS THIS CHILD O Yes—Skip to section4 | 0 Yes—Skip to section 4 O Yes—Skip to section 4 O Yes—Skip to section 4
A U.S. CITIZEN? 3 No O No O No O No
IS CHILD A LAWFUL a Yes Qa Yes Qa Yes Qa Yes
PERMANENT RESIDENT? | O No O No O No O No
DATE CHILD WAS
GRANTED RESIDENCY?
ALIEN # A# A# A# A#
PERMANENT

RESIDENT CARD #

Questions? Call 1-877-252-2447 or visit us online at www.LaCHIP.org
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SECTION 4

PREGNANCY

SECTION 5

INCOME
FROM A JOB

SECTION 6

OTHER
INCOME

SECTION 7

CHILD
SUPPORT/
ALIMONY

Is anyone in the home pregnant who wants to apply for Medicaid?
O Yes—Answer the next questions 1 No—Skip to section 5.

Who is pregnant? Expected due date?

Do parents or children in the home work? 0 Yes—Fill out below [ No—Skip to section 6.
Examples: ® Cash ® Checks ® Tips Only include income of parents or children who work.

Do not include income of grandparents or other non-parent caregivers. Please list each job.

Use a separate piece of paper if room is needed for information on additional jobs.

Worker Name

Employer Name & Phone
Number
Check box if self employed.

Q Self Employed QO Self Employed Q Self Employed

How Much Is Paid?

Gross income before taxes—
including cash, checks, tips, bonuses,
commission, etc.

How Often Paid?

Weekly, every 2 weeks,
twice a month, monthly.

Is Health Insurance

Offered? O vYes O No QvYes Q No OQvYes O No

Do parents or children in the home receive income that is not from a job?

O Yes—Fill out below [ No—Skip to section 7.

Examples: # Child Support (list the child as the person who gets it) ® Social Security ® SSI

# Unemployment # Worker’s Comp # Disability # Money from Friends/Relatives # Alimony

#® Veterans’ Benefits ® Something Else Only include income of parents or children receiving the
income. Do not list income received by grandparents or other non-parent caregivers.

Who Gets It? Where is it from? How Much? How Often?
(Weekly, every 2 weeks,
twice a month, monthly)

Does any parent/caregiver in the home pay court-ordered child support or alimony?
O Yes—Fill out below [ No—Skip to section 8

Who Pays It?

How Much is Paid? How Often Paid?

Child Su pport: (Ex: Weekly, every 2 weeks, twice a month, monthly)
Alimony:

Questions? Call 1-877-252-2447 or visit us online at www.LaCHIP.org
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SECTION 8

Does anyone in the home pay daycare for a child or for care for a person with a disability?
O Yes—Fill out below [ No—Skip to section 9

Whose care is paid for? Who pays for the care?

DAYCARE/

"Nmid ) \\gg| How much is paid? How often paid?
CARE

Does anyone help pay for it? O Yes—How much? Q No

Name of daycare or caregiver: Phone Number ( )

SECTION 9

Are there any medical bills, (paid or unpaid), for any child during the last three months?
O Yes—Fill out below [ No—Skip to section 10

RECENT Who received medical services? In what months?

MEDICAL Provider name(s) and phone number(s):
EXPENSES

SECTION 10

THIS IS THE END OF THE APPLICATION. SIGN BELOW.

By signing this application | am giving my permission to the State of Louisiana SIGN HERE
and its agents to make contacts to verify the information given on this
application. Under penalty of perjury, | certify that all information contained in X
this application, including U.S. citizenship or lawful immigrant status of all
persons applying for benefits, is true and correct to the best of my knowledge.
| have read or had read to me the “Rights and Responsibilities” section of the DATE
application, including fraud penalties, as described in this application.

| SEND YOUR COMPLETED APPLICATION TO:
%aCuipr,

P.0O.B0ox 91278
BATON ROUGE, LA 70821-9278
ORFAXTo: 1-877-523-2987

Questions? Call 1-877-252-2447 or visit us online at www.LaCHIP.org
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USE THIS FORM TO: 1) register to vote 2) change your address 3) request a name change 4) change party affiliation

TO REGISTER TO VOTE AND BE ELIGIBLE TO VOTE YOU MUST: 1) be a United States citizen 2) be at least 17 years old to register but must be 18 years old to vote 3) not be under an order of
imprisonment for conviction of a felony 4) not be under a judgment of full interdiction or limited interdiction where your right to vote has been suspended 5) reside in the state and parish in which you seek
to register and vote.

INSTRUCTIONS FOR COMPLETING THIS FORM: All information except your signature should be printed clearly in ink, preferably black, or typed. Fill in all boxes that apply to you.
Box 1:Indicate whether you are a citizen of the United States of America. Indicate whether you will be 18 years of age on or before election day.
Box 2: Provide full name. Do not use initials for middle or maiden name.

Box 3: 'Residence Address' means the address where you live and are registering to vote. If you claim a homestead exemption, you must list the address of that residence. Do not use a post office box
for your 'Residence Address'. If you use a rural route and box number, draw a map in the space labeled 'Give Location.' Write in the names of the crossroads (streets) nearest to where you live. Draw an
X to show where you live. Use a dot to show any schools, churches, stores or landmarks near where you live and write the name of the landmark. Check the box provided if mail is not delivered to your
residence address by the post office. Complete 'Mailing Address' only if it is different from the 'Residence Address' or if mail is not delivered to your residence address.

Box 4: Provide your age.

Boxes 6 & 14: You must provide your Louisiana driver's license number, if issued. If not issued, you must provide at least the last four digits of your social security number, if issued. The full social
security number may be provided on a voluntary basis. If neither a social security number nor a Louisiana driver's license number has been issued, and this form is submitted by mail, and you are
registering to vote for the first time, in order to avoid additional identification requirements for first time voters, attach either a) a copy of a current and valid photo identification or b) a copy of a current
utility bill, bank statement, government check, paycheck, or other government document that shows your name and address.

Boxes 8, 12 & 13: The items 'race/ethnic origin', 'home phone' and 'daytime phone' are not required but are helpful.

Box 9: If you do not complete this item, your party affiliation will be listed as 'none’, unless you are presently registered with a party affiliation and no change is being made today. If you are not registering
with a political party, circle ‘none’. The recognized political parties are Democrat, Green, Libertarian, Reform and Republican or you may specify any other party affiliation.

Box 18: If you are using this form to request a change of name, you must print the name to be changed here.

Box 19: Date and sign the card with your signature or mark.

If returned by mail, place in an envelope and mail to the appropriate registrar of voters at the address found on the reverse side of this card. If you have not been issued a social security number or
Louisiana driver's license number, you must mail the required documentation with your application. Your application or envelope must be postmarked 30 days prior to the first election in which you seek
to vote based on the residence listed on this application.

NOTE:1. If you decline to register to vote, this fact will remain confidential and will be used only for voter registration purposes. If you register to vote, the office where your application was submitted will
remain confidential and will be used only for voter registration purposes. 2. Your social security number will also remain confidential and is intended to be used for voter registration purposes only.

QUESTIONS? Call your Parish Registrar of Voters OR call the Department of State at 1780088372805 or (225) 922-0900.
COMPLETE AND CHECK ALL APPLICABLE BOXES AND TEAR ALONG PERFORATED LINE BEFORE MAILING.

LOUISIANA MAIL VOTER REGISTRATION APPLICATION
FORM #04 OFFICIAL USE ONLY

COMP REG # Reg Type Wd/ Dist Pct In Out

1 Are you a citizen of the United States of America? YES [] NO [ Will you be 18 years of age on or before election day YES [] NO []
If you checked no in response to either of these questions, DO NOT COMPLETE THIS FORM.

2 NAME OF APPLICANT (PLEASE PRINT NAME) GIVE LOCATION
LAST First FULL MIDDLE OR MAIDEN I I

3 RESIDENCE ADDRESSS (MUST BE ADDRESS WHERE YOU CLAIM HOMESTEAD EXEMPTION, IF ANY)

HOUSE OR APT. NO. & STREET CITY OR TOWN STATE ZIP I I
IF NO mail delivery to residential address, MAILING ADDRESS IF DIFFERENT
check here:( )
4 AGE 5 DATE OF BIRTH 6 * SOCIAL SECURITY #(CIRcLE ONE) 7 SEX (CIRCLE ONE) 8 ** RACE/ ETHNIC ORIGIN (CIRcLE ONE)

MONTH DAY YEAR NO WHITE BLACK ASIAN HISPANIC

MALE FEMALE AMER. INDIAN
YES # OTHER:
9 PARTY AFFILIATION cRcLE ONE) 10 APPLICANTS'S PLACE OF BIRTH 11 MOTHERS MAIDEN NAME
DEM  GRN LBT RFM REP NONE CITY OR TOWN PARISH OR COUNTY STATE COUTNRY
OTHER (SPECIFY) _
12 ** HOME PHONE 13 ** DAYTIME PHONE 14 LA DRIVERS LICENSE / 1.D. #circLeong) 15 Will you require assistance at the polls?(creLe
ONE)
NO

( ) ( ) VES# NO YES IF YES, GIVE REASON
16 LAST RESIDENCE ADRESS 17 PLACE OF REGISTRATION 18 FOMER REGISTERED NAME, IF APPLICABLE
ADDRESS PARISH OR COUNTY STATE

AFFIRMATION : | do hereby solemnly swear or affirm that | am a United States citizen, that | am at least 17 years old, that | am not currently under an order of imprisonment for conviction of a felony,
that | am not currently under a judgment of full interdiction or limited interdiction where my right to vote has been suspended, that | am a bona fide resident of this state and parish, and that the facts
given by me on this application are true to the best of my knowledge and belief. If | have provided false information, | may be subject to a fine of not more than $1,000 ($2,500 for subsequent offense)
or imprisonment for not more than 1 year.

19 SIGN YOUR NAME IN BOX AT RIGHT

DATE: / /
20 IF YOU ARE UNABLE TO SIGN YOUR NAME, TWO WITNESSES TO YOUR MARK MUST SIGN HERE
WITNESS SIGNATURE WITNESS SIGNATURE

* Last 4 digits of the social security number required if no LA driver's license issued; social security number is intended to be used for voter registration purposes only Full # Optional ** OPTIONAL
LR-1M (REV. 111, 7/11) R.S. 18:104 FORM #04
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