District Direct

Case Records Management Unit
441 4" Street, NW, Suite 1C-15,
Washington, DC 20001

*Beneficiary Name

*Beneficiary Street Address
Washington, DC 20011

*Available language options

e This Notice has Important Information. This notice has important information about your application or
coverage through District Direct. Look for key dates in this notice. You may need to take action by
certain deadlines to keep your health coverage or help with costs. You have the right to get this
information and help in your language at no cost. Call 1-202-727-5355.

e Este aviso contiene informacién importante acerca de su solicitud o su seguro con District Direct.
Preste atencion a las fechas que aparecen en este aviso, puesto que podria ser necesaria alguna accién
por su parte antes de determinada fecha a fin de mantener su seguro médico con nosotros o sus ayudas
con el coste. Usted tiene derecho a recibir esta informacion y soporte en su idioma sin coste adicional.
Llame al 1-202-727-5355.
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e Cet avis contient des informations importantes. Cet avis contient des informations importantes au sujet
de votre demande ou de la couverture par District Direct. Cherchez les dates clés dans cet avis. Vous
devrez peut-étre prendre des mesures en respectant certaines echéances afin de maintenir votre
couverture de santé ou d'assumer des colts. Vous avez le droit d'obtenir ces informations et d'étre aidé
dans votre langue sans frais. Appelez le 1-202-727-5355.

e May Importanteng Impormasyon ang abisong ito. May Importanteng Impormasyon ang abisong ito
tungkol sa aplikasyon mo o proteksiyon mo sa District Direct. Tingnan ang mga importanteng petsa na
nasa abisong ito. Maaaring may mga kailangan kang gawin bago sumapit ang ilang deadline para
mapanatili ang proteksiyon mo sa kalusugan o para makatulong sa mga gastusin. Karapatan mong
makuha ang impormasyon na ito at makakuha ng tulong na nasa wika mo nang walang gastos.
Tumawag sa 1-202-727-5355.
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e B HacrosmeMm yBEIOMIICHUH COJACPKUTCS BakHass WHpopMamus. B 3TOM yBeIOMIICHHH COIEPKHUTCS
BakHass MHGOpMAIKS O BalleM 3asBJICHHM HJIM CTPAXOBOM MOKpBITHH mocpeactBom District Direct.
[TocMoTpHTE Ha KITFOUEBBIC TATHl B HACTOSIIEM yBEIOMJICHHU. BaM, BO3MOXKHO, MOTpeOyeTcsi MPUHATH
MepBI K ONpeIeIeHHBIM MPEACIbHBIM CPOKaM /ISl COXPAaHEHUs CTPAXOBOTO MOKPBITHS WM TIOMOIIH C
pacxogamu. Bwl mMeere mpaBo Ha OecrlaTHOE MOMy4YeHHE ITOW MH(GOpPMAIMKA W TIOMOIIM Ha BalleM
A3bIKe. 3BOHMTE 1O Tenedony 1-202-727-5355.

e Este aviso contém informacGes importantes. Este aviso contém informagdes importantes sobre o seu
pedido ou cobertura através da District Direct. Procure as datas chave neste aviso. Podera necessitar de
tomar providéncias dentro de certos prazos para manter a sua cobertura de salde ou para obter ajuda
com custos. Tem o direito de obter estas informacdes e ajuda no seu idioma sem qualquer custo. Ligue
1-202-727-5355.

e Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso District Direct.
Cerca le date chiave in questo avviso. Potrebbe essere necessario un tuo intervento entro una scadenza
determinata per consentirti di mantenere la tua copertura 0 una sovvenzione. Hai il diritto di ottenere
queste informazioni e assistenza nella tua lingua gratuitamente. Chiama 1-202-727-5355.

e Thdng bao nay c6 Thong tin Quan trong. Thdng bao nay cé thdng tin quan trong vé don hoic hop ddng
bao hiém cua ban qua District Direct. Xin xem nhirng ngay quan trong trong théng bao nay. Quy vi c6
thé phai thuc hién theo dung thdi han dé duy tri bao hiém sic khoe hodc gitip d& chi phi. Quy vi cé
quyén duoc biét théng tin nay va dwoc trg gilp bang ngén ngir cia minh mién phi. Xin goi sé 1-202-
727-5355.

e Libihne lini li gwe banga bi niigana. Libihne lini li gwe banga bi niigana kolbaha ni ndjombi yon tole
ma teeda mor lon ni District Direct. Yen ma kel ma tobo tobo munu libihne lini. Bebeg le u ga bana
nguim mam 1 bor) nwaa le guim di loo di kola i nyu I teda mateda tole nsaa u mboo wor. U gwee
kundei kosna biniguene bini ni mahola ni hop wong ngui nsaa wogui wo. Sebel | nsinga ini 1-202-727-
5355.

e |he Nkwuputa a were ozi di mkpa banyere ya. lhe Nkwuputa a were ozi di mkpa banyere ya gbasara
maka aririo gi ma obu ogwugwo site na District Direct. Lee anya maka ubochi di-kariri mkpa na ihe
nkwuputa a. | were ike icho ime ihe na ufodu oge mgwucha ka idebe ogwugwo ahu ike gi ma obu
enyemaka na ikwu ugwo. Inwere ikike inweta ozi a na enyemaka na asusu gi n’efu. Kpoo 1-202-727-
5355.

e Akiyesi yii ni Ifitonileti Pataki Ninu. Akiyesi yii ni ifitonileti pataki nipa leta-isébéére tabi idojutofo re
nipa District Direct ninu. Se awari awon ojo pataki ti n be ninu akiyesi yii. O le ni lati gbe awon igbese
ni ibAmu pelu awon ojo t6 gbeyin kan ni patd lati le pa iddjatofo ilera re tabi iseranwo fun o0 mo pelu
sisanwo. O ni eto lati ri iranwo ati ifitoniléti yii gba ni edé re laisanwo. Pé sori 1-202-727-5355.
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Die Nachricht enthédlt wichtige Informationen bezlglich Ihres Antrags bei oder Ihres
Versicherungsschutzes durch District Direct. Suchen Sie nach Schlisseldaten in dieser Nachricht. Sie
mussen eventuell vor einer bestimmten Frist reagieren, um lhren Versicherungsschutz
aufrechtzuerhalten oder um Hilfe bezuglich der Kosten zu erhalten. Sie haben das Recht, diese
Information und Hilfe kostenfrei in Ihrer Sprache zu erhalten. Wahlen Sie hierfur 1-202-727-5355.
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*Conversion Renewal Sample Notice*

GOVERNMENT OF THE DISTRICT OF COLUMBIA

DHCF

Department of Health Care Finance

Notice Date: 04/01/2023 _ _ Account ID:*8-didgit Account/Case Number
*Date agency mailed notice.

*Beneficiary Name
*Beneficary Address
Washington, DC 20011

Subject: Important Message About Your Medical Assistance

Dear *Beneficiary Name

Due to eligibility system updates, we need additional information to determine if you are still eligible for
medical assistance coverage under current eligibility rules. You must complete and return the attached
Conversion Renewal Form by *pe Date After we receive your completed form and determine if you are
still eligible for medical assistance coverage, you will be informed of the decision in a separate notice.

How Soon We Need Your Documents
We need your completed form by *Dye Date in order to make a decision about your eligibility for

Medicaid. If you do not provide the form, your Medicaid will end. You will receive a separate
termination in the mail.

How to Submit Your Documents

You can send the necessary documents either through fax, U.S. Postal mail, online or in-person. Please refer
to the attached information sheet.

Questions? Call District Direct Customer Service at 1-202-727-5355 or go online to
www.districtdirect.dc.gov.



*Conversion Renewal Sample Notice*





GOVERNMENT OF THE DISTRICT OF COLUMBIA

DHCF'

Department of Health Care Finance

Creating and Accessing Your Online Account

*How to access and create an account for District Direct. Mobile

Your Secure User Account 55, and online applications are available.

District Direct is a place where important information about your account is stored
www.districtdirect.dc.gov or download the District Direct Mobile Application from the Google Play or
Apple App Stores). You can also submit documents and report changes through District Direct.

e Ifyou do not have an account, you can create one at www.districtdirect.dc.gov or through the
District Direct Mobile Application (available on the Google Play or Apple App Stores). On the
main page, click on “Login” and then click “Create Account”. On the next page, enter the
information required to create your account (e.g., username, password). Once complete, click
“Create Account”. Once your account is created, you must connect your account by clicking
“Connect Your Account” on the homepage and entering the required information to connect your
account. Once your account is connected, navigate back to the homepage to see your information.

How to Submit Your Documents *These are ways to submit verification documents.
You can submit documents either through online, fax, U.S. Postal mail, or in-person.

e Online: Log into District Direct at www.districtdirect.dc.gov or through the Mobile Application
and view outstanding verifications. You can upload scanned copies of documents.

e Fax your change form and all supporting documents to: 202-698-6405

e U.S. Postal Mail:
District Direct
DC Department of Human Services
P.O. Box 91560
Washington, DC 20090

Be sure to write your account number (25909333) on your submission.

e In-Person: Take the document(s) to any Economic Security Administration Office (see insert for
list of service center locations).



Page 2 of 54

How to Report Changes *These are methods in which to report changes to a case.

You can report changes either through online, fax, U.S. Postal mail, phone, or in-person. A Medicaid
Change Report Form is attached for you to complete and submit when reporting changes in your
household.

e Online: Log in to District Direct at www.districtdirect.dc.gov or through the Mobile Application
and submit a change report. You can upload scanned copies of supporting documents.

e Fax your change form and all supporting documents to: 202-698-6405

e U.S. Postal Mail:
District Direct
DC Department of Human Services
P.O. Box 91560
Washington, DC 20090

Be sure to write your account number (25909333) on your submission.

e Phone: Call District Direct at 1-202-727-5355

e In-Person: Go to any Economic Security Administration Office (see insert for list of service
center locations).



Department of Human Services (DHS) *

I DISTRICT OF COLUMBIA Economic Security Administration (ESA)

Conversion Renewal Form

This is a supplemental form for medical assistance. A friend, relative, or anyone that you wish, may

help you complete this application.

Medical
(Doctors, hospitals, prescriptions, labs, and x-rays)
e free or low-cost insurance from Medicaid
e free or low-cost insurance from the D.C. Healthcare
*Included services. Alliance or Immigrant Children’s Program
e affordable, private health insurance plans through the
Marketplace
e atax credit that can immediately help pay your premiums
for health coverage.

i Service Center Locations Monday — Friday | 7:30am — 4:45pm
Anacostia Service Center Taylor Street Service Center H Street Service Center
2100 Martin Luther King Jr. Ave., SE 1207 Taylor St., NW 645 H St., NE
Washington, DC 20020 Washington, DC 20011 Washington, DC 20002
Fax: (202) 727-3527 Fax: (202) 576-8740 Fax: (202) 724-8964
Congress Heights Service Center Fort Davis Service Center % Customers may call the ESA
4049 South Capitol St., SW 3851 Alabama Ave., SE Call Center at (202) 727-
Washington, DC 20032 Washington, DC 20020 5355 to learn which Service
Fax: (202) 645-4524 Fax: (202) 645-6205 Center serves their address

— NEW MOBILE APPLICATION:

You can now apply for Medical assistance programs online by downloading the DC First app from
. the Apple App Store or the Google Play Store on your smartphone. Check the App for more
information about the scope of Medical program applications available.

Date Disposed: Case Number:

Application Type

] Renewal
n




Language Access Support

If you speak another language, you have the right to free language assistance services. Call (202) 727-5355 or TTY/TDD 711
(855) 532-5465. District law requires that agencies provide you with information and assistance in your language for free. If
you do not receive help in your language, please call the DC Office of Human Rights at (202) 727-4559 and press 0.

ATENCION: si habla espaiiol, tiene a su disposicion Dé de nia ke dyédé gbo: O jii ké m [Basdd-wudu-po-ny3] ju

servicios gratuitos de asistencia lingiiistica. Llame al (202) ni, nii, & wudu ka ko do po-pod 6¢in m gbo kpaa. D4 (202)

727-5355 (TTY/TDD 711 (855) 532-5465). 727-5355 (TTY/TDD 711 (855) 532-5465).

TS0 0715141 LI ATICE MU STFCHIP ACAT SCEPTE Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na

(12 ALTHPT FHIEHPA: DL “LtAd- 2TC 20+ (202) call (202) 727-5355 (TTY/TDD 711 (855) 532-5465).

727-5355 (eeqit AtasFo- TTY/TDD 711 (855) 532-

5465). AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede
wa fun yin o. E pe ero ibanisoro yi (202) 727-5355

TR R M DB ESE SR (TTY/TDD 711 (855) 532-5465).

BhART - 555088 (202) 727-5355 (TTY/TDD 711 (855)

532-5465 Y Fpel: [0 A IREAT, F IS &, SR

AT O] RO AT ST AR (BT FF 5-

ATTENTION : Si vous parlez frangais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le (202) 727-5355 (TTY/TDD 711 (855) 532-5465)|

(202) 727-5355 (ATS : TTY/TDD 711 (855) 532-5465). o o
EREHE: BRFEZRAINLSSGE. BHOSHEXEE

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari CHIAWEEITES, (202) 727-5355 (TTY/TDD 711
kang gumamit ng mga serbisyo ng tulong sa wika nang (855) 532-5465)
walang bayad. Tumawag sa (202) 727-5355 (TTY/TDD
11 (855) 532-5465). =T, PEFICTITERIEZEL,

FO:et=HE MEGtAlE 82, A0 XI& AMHIAE
BHUMAHUE: Ecau Bb TOBOpUTE HA PYCCKOM SI3BIKE, TO 222 0|26t & ULLICH (202) 727-5355

BaM JIOCTYITHBI OCCIUIATHBIC YCIYTH MEPEeBOIa. 3BOHUTE .
(202) 727-5355 (TTY/TDD 711 (855) 532-5465). (TTY/TDD 711 (855) 532-5465)H 2 =2 M3loll =& AIL.

ATENCAO: Se fala portugués, encontram-se disponiveis Fou: SamannIneguannsalfizmssremiemanmn1dns Tns (202)
M b

servigos linguisticos, gratis. Ligue para (202) 727-5355 727-5355 (TTY/TDD 711 (855) 532-5465).

(TTY/TDD 711 (855) 532-5465).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen

ATTENZIONE: In caso la lingua parlata sia I'italiano, kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
sono disponibili servizi di assistenza linguistica gratuiti. Rufnummer: (202) 727-5355 (TTY/TDD 711 (855) 532-
Chiamare il numero (202) 727-5355 (TTY/TDD 711 (855) 5465).

532-5465).

CHU Y: Néu~ban n6i Tiéng Viét, co céc dich vu hé tro
ngo6n nglt mién phi danh cho ban. Goi s0 (202) 727-5355
(TTY/TDD 711 (855) 532-5465).

What is the Language M | ] 1 1 | | | |

that you need to read? English | Spanish | Vietnamese |French |Korean | Amharic | Chinese Chinese | Other
(Mandarin) | (Cantonese)

What Language do you M O ] ] | | ] ] |

“es‘i;l to speal;to get English | Spanish | Vietnamese |French |Korean | Amharic | Chinese Chinese | Other

ESA services? (Mandarin) | (Cantonese)

If you need an m D |:| |:| |:| D ] D D

interpreter, what English | Spanish | Vietnamese | French |Korean | Amharic | (phinese Chinese | Other

!anguage do you need (Mandarin) (Cantonese)

interpreted?

*Please complete the above section with the appropriate language needed.



*Check "Yes" if a language interpreter is needed. If
Do you want free language interpretation? nOtv check "No" and SIgn below.

] Yes (a case worker will assist you) KI No (complete and sign waiver below)

I, Beneficiary Full Name , acknowledge that The Department of Human Services (DHS) has notified me of my right to a
professional and trained interpreter as required by the D.C. Language Access Act of 2004 at no cost to me. By signing below,
I agree that I have refused this service and opted to rely on interpreter assistance by someone I have identified. I am aware
that this individual was not identified by or vetted through DHS and that DHS is neither responsible for the provision of these
services nor does DHS incur any liability that may result from these services. I am also aware that this waiver only applies
to this one instance. If I require interpreter assistance from DHS in the future, I will notify the agency directly to request this

service.

Sign here Date
Signatu re TOday'S Date

Applicant or Representative Signature

@ﬁhis sNt Gt tranmUthé o
B , who is a language line interpreter, professional

i interpreter, or ilincual DHS employee becausg a written translation was not ayailable in thatdanguage or the
For-+ranslator Only
| |




*Complete this document entirely, to the best of your ability.

STEP 1 Tell us about the person completing this application.

What type of assistance is your household applying for? (check all that apply) M Medical
First Name Last Name

First Name Last Name
Middle Name Suffix (Jr., I1L., etc.)

Middle Name
Residential Address (where you live) Unit

123 Street Name Apt 1
City . State VALY
Washington
g DC 200XX

Mailing Address (If different)

City State VALY

Preferred Phone (please note, only mobile phones may receive text messages) ( 000 _ ) 000 -0000

Is your Preferred Phone a mobile or landline phone? Mobile X] Landline ]

Email  Name@email.com

By checking this box, I consent to receive text messages, email messages, and pre-recorded calls related to my ESA
case(s). Consent to these terms is not a condition of the receipt of benefits or services. Message and data rates may

wply. *Check this box to recieve electronic notification regarding your case

Would you like to name people who can act on your behalf?

Yes B4 Make sure to complete Appendix C (page 38) No H




Tell us about everyone in your household, even if you are not

requesting benefits for them.

** If you have more than 5 applicants in your household, please use a separate sheet
of paper to include their information

** List everyone who will be included on your federal tax return this year (note: you
do not need to file taxes to receive assistance).

Example Household Member #1 Household Member #2
*Do not copy (YOU) *Self or primary | xAdd spouse and/or child
from this column. beneficiary
1. First Name Maya First Name Child's First Name
Last Name Johnson Last Name Child's Last Name
Suffix (Jr., Sr., IV, etc.)
2.  Which benefits is this person applying for Food, Cash,
with your household? Medical Medical Medical
(List all that apply. If none, write “N/A”)
3.a.Date of Birth 01/23/1987 00/00/0000 00/00/0000
3.b. Gender (male, female) Female Female Female
3.c. Are you Hispanic or Latino? No No No
4 Race/Ethnicity: African
(Hispanic/  Black/African  American/ American
Asian/White/ Native Hawaiian or Pacific
Islander/ American Indian or Alaskan .
Native) White White
This question is voluntary. You may list more
than one race and ethnicity. This information
will not affect your benefits. The District
collects and uses this information to monitor
and address racial and ethnic disparities in
health experiences. Please consider providing
this data to support these efforts
5. Social Security Number (you may leave 555-55-5555
this blank if the person does not have an SSN or 000-00-0000 000-00-0000

is not applying for benefits)

If this person does not have a Social Security
and is applying for benefits, has he/she applied
for a Social Security Number?

If this person has not applied for an SSN, and is
applying for benefits, why has he/she not
applied?

] Yes
1 No

Not eligible
for SSN

Yes [] No []

Yes |:| No |:|



*Add spouse and/or child


What is this person’s marital status?

(Never been married, married,
separated, divorced, widowed)

Married

Never been married

Never been married

Relationship to you

Daughter

Self

Daughter

Are you or your spouse the biologicalor
adoptive parents of this person?

Yes

N/A

Yes

Is this person a U.S. citizen or U.S.
national? (Applicants only)

Many immigrants are eligible for benefits (If
youanswer no, please complete Step 4)

Yes

Yes

Yes

a. Are you a naturalized or derived US
citizen? (Applicants only)

No

b. If you are a naturalized or derived
citizen, what are the alien and
certificate numbers on your citizenship
document? (this question is only for
persons  applying  for  medical
assistance).

Alien Number

Certificate
Number

Alien Number

Certificate Number

Alien Number

Certificate Number

10.

Is this person an American Indian or
Alaska Native?

(If yes, complete Appendix B. You may be
eligible for enhanced benefits)

No

No

If yes, what is this person’s Tribal
Identification Number? (Medical
Assistance only)

11.

Is this person in the Military or a U.S.
Veteran?

If yes, please contact the District of
Columbia’s Office of Veteran Affairs for
potential eligibility for enhanced benefits.

The District of Columbia Office of
Veteran’s Affairs contact information is:

441 4th Street, NW, Suite 870 North,
Washington DC 20001, (202) 724-5454,

ova@dc.gov.

No

No

No

12.

Does this person currently live in the
District of Columbia? (For applicants only)

Yes

Yes

Yes

If yes, do you intend to stay in the
District?

If you do not intend to stay in the
District, when do you plan to leave?




If you are not currently in the District,
are you living outside the District of
Columbia temporarily, but plan to
return when the purpose of the absence
has been accomplished?

If yes, what is the reason for your School

absence? attendance
(School attendance, looking or receiving
medical care, serving in the military, Other

(specity).

13. Are you a victim of domestic violence? No
(For sponsored immigrants applying for No No
medical assistance)

STEP 2a Further Questions about Household members: 1 and 2

** If you have more than 5 applicants in your household, please use a separate
sheet of paper to include their information)

If applying for healthcare coverage, list everyone who will be included on your
federal tax return this year (note: you do not need to file taxes to receive
assistance).

14. Is this person in this country for No
temporary purposes or under the
jurisdiction of another country? No No

(e.g., certain embassy employees and
their families).

15. Is this person staying in an institution No
like a nursing home, hospital, group
home, jail, halfway house, drug or No No
alcohol treatment center, or another
facility?
If yes, what is the name of the Lakewood
institution? Nursing Home
If yes, what is the institution’s address? 123 Main St
Were you placed in the institution by a Yes

District government agency?

If yes, which agency? Dept

Human Svcs

16. Are you in the District of Columbia Yes
voluntarily? Yes Yes




17. Are you currently experiencing Yes
homelessness in the District? No No
18. Is this person blind? No No
No
19. Is this person disabled? No
No No
20. Does this person need with daily living No
activities or living in a medical No No
institution?
21. Does this person live in foster care? No N
0 No
22. Was this person in foster care at age 18 Yes No
or older? No
23. Is the person emancipated? No No No
24. Is this person currently pregnant or has Yes
been pregnant in the last 60 days? No No
If yes, when is the baby due? (For mm/dd/yyyy
applicants, an estimated due date is accepted
and will not require verification)
If yes, how many babies are expected during 1
this pregnancy?
If this person was recently pregnant, when mm/dd/yyyy
did the pregnancy end?
Was this person enrolled in Medicaid during Yes
their pregnancy?
If yes, is this the person’s first pregnancy? No
25. Does this person want help paying for Yes
medical bills from the last 3 months? The
following questions are asked to see if we
can help pay any medical bills you had in
the 3 months before you applied for N/A N/A
coverage. If you do not need help paying
for medical bills for the past three months,
proceed to question 13
(Medical assistance only)
If yes, which months does this person Jan and Feb

have medical bills? (Medical assistance
only)



N/A

N/A


If yes, did this person live outside of the
District in the last 3 months? If you
answer yes, please complete Appendix D
(Medical assistance only)

No

If yes, did this person have a change in
U.S. citizenship or qualified immigration
status in the last 3 months? If you answer
yes, please complete Appendix D.
(Medical assistance only)

No

If yes, did this person have a change in
their tax filing status in the last 3
months? If you answer yes, please
complete Appendix D.

No

If yes, did this person’s income change
in the last 3 months? If you answer yes,
please complete Appendix D.

No

If yes, did this person have a change in
their medical coverage in the last 3
months? If you answer yes, please
complete Appendix D.

No

If yes, did this person become blind or
disabled in the last 3 months? If you
answer yes, please complete Appendix
D.

No

No

If yes, did this person’s assets change in
the last 3 months? If you answer yes,
please complete Appendix D.

No

26.

Has this person had insurance through a
job and lost it in the past 3 months?

Yes

No

No

If yes, when did the coverage end?

12/31/2020

If yes, what is reason for the coverage
ending?

Laid off

If yes, is this person a full-time student?

Yes

27.

If this person is a child, are there any
parents living outside the home?

N/A

Yes

28.

Has this person been screened for Breast
or Cervical Cancer through Project
Wish?

No

No




*Fill in the information for the remaining persons living the home.

Tell us about everyone in your household, even if you are not

requesting benefits for them - Household members: 3-5

** If you have more than 5 applicants in your household, please use a separate sheet
of paper to include their information

Household Member Household Member Household Member
#3 #4 #5
1. First Name
Middle Name
Last Name
Suffix (Jr., Sr., IV, etc.)
2.  Which benefits is this person applying
for with your household?
(List all that apply. If none, write “N/A”)
3a. Date of Birth
3b. Gender (male, female)
3c. Are you Hispanic or Latino?
4 Race/Ethnicity: ‘
(Hispanic/  Black/African  American/
Asian/White/ Native Hawaiian or Pacific
Islander/ American Indian or Alaskan
Native)
[
This question is voluntary. You may list more
than one race and ethnicity. This information
will not affect your benefits. The District
collects and uses this information to monitor
and address racial and ethnic disparities in
health experiences. Please consider providing
this data to support these efforts
5. Social Security Number (you may leave

this blank if the person does not have an SSN
or is not applying for benefits)

If this person does not have a Social Security
and is applying for benefits, has he/she applied
for a Social Security Number?

If this person has not applied for an SSN, and
is applying for benefits, why has he/she not
applied?

Yes D

Yes D No |:|

Yes D

6.

What is this person’s marital status?

(Never been married, married, separated,
divorced, widowed)




7. Relationship to you

8. Are you or your spouse the biologicalor
adoptive parents of this person?

9. Is this person a U.S. citizen or U.S.
national? (Applicants only)

Many immigrants are eligible for benefits
(If youanswer no, please complete Step 3)

a. Are you a naturalized or derived US
citizen? (Applicants only)

b. lf you are a naturalized or derived Alien Number Alien Number Alien Number
citizen, what are the alien and

certificate numbers on your
citizenship document? Certificate Number Certificate Number Certificate Number

(applicants only)

10. Is this person an American Indian or
Alaska Native?
(If yes, complete Appendix B. You may
be eligible for enhanced benefits)

If yes, what is this person’s Tribal
Identification Number? (Medical Assistance
only)

11. Is this person in the Military or a U.S.

Veteran?
If yes, please contact the District of

Columbia’s Office of Veteran Affairs for
potential eligibility for enhanced benefits.

The District of Columbia Office of

Veteran’s Affairs contact information is: e m e r S —
441 4th Street, NW,

Suite 870 North, Washington DC 20001,

(202) 724-5454, ova@dc.gov.

12. Does this person currently live in the
District of Columbia? (For applicants
only)

If yes, do you intend to stay in the
District?

If you do not intend to stay in the District,
when do you plan to leave?

If you are not currently in the District, are
you living outside the District of
Columbia temporarily, but plan to return
when the purpose of the absence has been
accomplished?




If yes, what is the reason for your
absence?

(School attendance, looking or receiving
medical care, serving in the military, Other

(specify).

13.

Are you a victim of domestic violence?
(sponsored immigrants applying for medical
assistance)

STEP 2a Further Questions about Household members: 3-5 (o

** If you have more than 5 applicants in your household, please use a separate sheet
of paper to include their information)

** If applying for healthcare coverage, list everyone who will be included on your
federal tax return this year (note: you do not need to file taxes to receive

assistance).

Household Member
#3

Household Member
#4

Household Member
#5

14.

Is this person in this country for
temporary purposes or under the
jurisdiction of another country?

(e.g., certain embassy employees and
their families).

15.

Is this person staying in an institution
like a nursing home, hospital, group
home, jail, halfway house, drug or
alcohol treatment center, or another
facility?

If yes, what is the name of the
institution?

If yes, what is the institution’s address?

Were you placed in the institution by a
District government agency?

If yes, which agency?

16.

Are you in the District of Columbia
voluntarily?

17.

Are you currently experiencing
homelessness in the District?

18.

Is this person blind?

19.

Is this person disabled?




20. Does this person need help with daily
living activities or living in a medical
institution?

21. Does this person live in foster care?

22. Was this person in foster care at age 18
or older?

23. Is the person emancipated?

24. Is this person currently pregnant or has
been pregnant in the last 60 days?

If yes, when is the baby due? (For applicants
only, an estimated due date is accepted and
will not require verification)

If yes, how many babies are expected during
this pregnancy?

If this person was recently pregnant, when
did the pregnancy end?

Was this person enrolled in Medicaid
during their pregnancy?

If yes, is this the person’s first pregnancy?

25. Does this person want help paying for
medical bills from the last 3 months?
The following questions are asked to see
if we can help pay any medical bills you
had in the 3 months before you applied for
coverage. If you do not need help paying
for medical bills for the past three months,
proceed to question 13

Members 3-5

If yes, which months does this person
have medical bills?

If yes, did this person live outside of the
District in the last 3 months? If you
answer yes, please complete Appendix
D

If yes, did this person have a change in
uU.S. citizenship or qualified
immigration status in the last 3 months?
If you answer yes, please complete
Appendix D.

If yes, did this person have a change in
their tax filing status in the last 3
months? If you answer yes, please
complete Appendix D.




If yes, did this person’s income change
in the last 3 months? If you answer yes,
please complete Appendix D.

If yes, did this person have a change in
their medical coverage in the last 3
months? If you answer yes, please
complete Appendix D.

If yes, did this person become blind or
disabled in the last 3 months? If you
answer yes, please complete Appendix
D.

If yes, did this person’s assets change in
the last 3 months? If you answer yes,
please complete Appendix D.

26.

Has this person had insurance through
a job and lost it in the past 3 months?

If yes, when did the coverage end?

If yes, what is reason for the coverage
ending?

If yes, is this person a full-time student?

27.

If this person is a child, are there any
parents living outside the home?

28.

Has this person been screened for
Breast or Cervical Cancer through
Project Wish?







*Complete Step 3 for applicants who are non-US citizens.

Are you or anyone in your household who is
seeking benefits for themselves as a non-U.S.

citizen?

B Yes — complete below.

Many immigrants are eligible for benefits.

»( No — skip to step 4

If your status is not listed, please list “other” as your status in the table below.

Ifyou are not applying for benefits for yourself, you do nothave to give details about your own immigration
status. Instead, you can just give immigration information for the household members who are seeking
benefits.

We must ask Immigration Services (USCIS) to verify the status of anyone who is seeking benefits for
themselves and is NOT listed as “OTH- ER.” This may affect your eligibility for benefits and the amount of
your benefits.

Immigration Statuses

Lawful Permanent Resident
Asylee
Refugee

Cuban/Haitian entrant

« Conditional Entrant Granted before 1980

- Victim of Trafficking and his/her Spouse, Child,

Sibling or Parent
Temporary Protected Status (TPS)
Deferred Enforce Departure (DED)

Lawful Temporary Resident

- Member of a federally recognized Indian tribe or

American Indian born in Canada

« Deferred Action Status (Exception: Deferred Action

for Childhood Arrivals (DACA) is not an eligible
immigration status for applying for health insurance)

Person granted withholding of deportation

Person granted parole by the US Department of
Homeland Security for a period of at least one
year

» Resident of American Samoa

Administrative order staying removal issues by the
Department of Homeland Security

Citizens of Micronesia, the Marshall Islands, and
Palau

- Battered spouse or child with a pending or

approved:
- Self-petition for an immigrant visa

- Immigrant visa filed for a spouse or child by
a US citizen or Lawful Permanent Resident
(LPR)

- Application for cancellation ofdeportation

« Individual with Non-immigrant Status, includes

worker visas (such as H1, H-2A, H-2B), student
visas, U-visa, T-visa, and other visas

« Other




Household Alien # Immigration
Member Status
Name

(use categories
above)

Immigration Document ID Number
Document Type

The following answers will only be used for determining Medical, Food, and Cash Assistance

Did anyone above move to the U.S. before August
22,1996?

Yes [l No [

If yes, who?

Ifyou areaLawful Permanent Resident (LPR),doyou haveasponsor?

Sponsor full name

Yes[_] No [

Sponsor address

City State ZIP

Sponsor’s employer

Sponsor’s monthly income: $

Have you, your parents, your spouse, and/or your
the U.S.?

sponsor ever worked in Yes 1 No [

How much support do you receive every month from your sponsor? $




*Complete Step 4 with the appropriate tax information.

STEP 4

Tax Filing Information

If anyone in your household files taxes, please complete this section

Tax Filer Name

Filing Status

Tax Dependents
Living with the Tax
Flier

Tax Dependents
NOT Living with the
Tax Flier

Please list each Tax Filer in your

Please tell us the Tax

Please list all tax

Please list all tax

household Filer’s status: dependents in the home | dependents that the
that the tax filer is | tax filer is claiming
. claiming. that are not living in
(Head of Household, Single, o T
Married Filing Jointly, or )
Married Filing S tel .
arried Filing Separately) *Add spouse and/or child
If filing jointly, list who
you file jointly with.
Tax Filer 1
Child's Full Name
Full Name
(Self)
Tax Filer 2

If anyone in your household is a tax dependent of someone not living in your house please list below:

Tax Dependent Name

Tax Filer Name
Claiming
Dependent

Dependent?

What is the Tax Filer’s relationship to the Tax

*Complete for all persons who are claimed by a tax
filer not living in the home.



*Add spouse and/or child


*Fill in all income information for Step 5.

STEP S Does anyone in your household (including non-
applicants) have any income?

B Yes —complete below B No — skip to step 6
Who in your [Employer’s |Employer’s Employer’s Employment | Paycheck How often?
household is |Name Address Phone Start Date Amount
employed?
(include yourself, (e?.g. daily, We?kly’
spouse, and (if self- (before taxes biweekly, semi-
dependents employed, and B
write “self- deductions)
(write full employed”) monthly, yearly,
names) one-time lump
sum payment)
Full Name | Employer |123 Work Street| (111) 111-1111)  00/00/0000 $200 Biweekly
Who in What type How often How much What business-related expenses | What is the
your of work does the does the self- | does the self-employed person | total of the
household is | does the self- employed have? monthly self-
self- self- employed person employment
employed? |employed person receive each expenses?
person do? | receive time?
pay?
v.d w1 | Anrpolirata infarmatinn fovr Al annheaante
Pl I acouul Al 1Hiivliiicauaultl 1vl ail QIJIJII\;CU || Bo
\A'If\f\ ~ M\ f\f‘.I'F raV'a'a If\\ IAA
VWIIU Al SCIITCl11 IU)’CU.




*Complete this section with all other income.

(Report these for all programs)

What types of income does your household receive? For example:

receives this?

(full name)

(before taxes & deductions)

- Unemployment/ Other taxable income - Veterans Disability - Net . o
Workers” Comp type: Farming/Fishing
: - Other VA benefit - Social Security
- Alimony recelvefi under . Net Rental/Royalty? (Non.—SSI)
agreements finalized after L : - Pensions &
. ottery/Gambling .
Dec. 31, 2018 Winnines? retirement
innings?
- Taxable Annuities Disability benefits
Income type Who in your Amount How often?
household

(weekly, biweekly, semi-
monthly, monthly, one-time
lump sum payment)

SSA Full Name

$220

Monthly

Has anyone in the household stopped working or
reduced their working hours in the last 60 days?

Yes [] No [X]

If yes, who?

Who was the employer?

Why did this person stop working in this

employment?




*Complete all questions that apply.

Additional Income Questions

1.

Please check all that can be deducted on the household’s tax return: (Medical assistance only)

Alimony Paid $ How often?

(Note that alimony is only deductible if paid under an agreement finalized before Jan. 2, 2019)

Other deductions type? $ How often?

Student loan interest $ How often?

If any of these are checked, please list which household member who is claiming these deductions:

If anyone in your household is paying alimony, was the divorce finalized Yes [] No [

after December 31, 2018?

Has anyone in your household had their student loan(s) discharged? Yes ] No [
(Medical and DC Alliance only)

If yes, who?

Why was this person’s student loan(s) discharged?
[J Total Disability [ Death [ Public Service [ Loan Forgiveness

Is a beneficiary of the annuity a member of your household? ] Yes ] No

If yes, full name(s) of beneficiaries:

What type of annuity is it? [ Deferred ] Immediate [ Retirement
What kind of annuity is it? [ Revocable H Non-Assignable [ Irrevocable
On what date was the annuity established? / /

Does the annuity provide a balloon or deferred payment? J No O ves

Which entity was the annuity purchased [l Financial [ Insurance [ Other:
through?

What is the source of the annuity funds? [ Annuitant [ Retirement Plan [J Unknown
If funds were used to purchase the annuity, were the funds from L Yes J No

someone in the household?

Full name of funder:




*Check "Yes", if you would like the register to vote and sign below. Check "No" and
move to Step 8 if you do not want to register to vote.

STEP 7 If you are not registered to vote where you live now,
would you like to apply to register to vote here today?

M Yes— complete this step and complete the voter registration application (attached
the back of this application)

B No- skip to step 8

If you do not check either box, you will be considered to have decided not to register to
vote at this time

The decision to register to vote is absolutely voluntary. Applying to register or declining to register to
vote will not affect the amount of assistance that you will be provided by this agency. We keep this
information confidential. A decision not to apply as well as the name of the office where your application
was submitted will remain confidential and will only be used for voter registration purposes. I[f 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 political party or other political preference, you may file a complaint with The District of Columbia
Board of Elections and Ethics, 441 4th Street NW, Suite 250, Washington, DC 20001; phone (202) 727-
2525.

We have attached a voter registration form for you. If you would like help in filling out the voter
registration application form, we will help you. The decision whether to seek or accept help is yours. You
may fill out the application form in private. If you have additional people in your household that would
like a voter registration application, please let us know.

Sign here Date
Signature Today's Date

Applicant or Representative Signature




*Complete all sections that apply to the best of your knowledge. For renewals, please
complete the box located on the top left of the chart below.

STEP 8 Your Family’s Health Coverage

(Medical Assistance ONLY)

1. Is anyone in your household enrolled in health coverage now? Yes [X] No [

If yes, check the type of coverage below and write the person(s) name(s) next to the coverage they have:

[ Medicaid: H Employer Insurance:
Full Name (self), Child's Full Name

[ cHIP: Name of Health Insurance:
Was this coverage from the District of Policy Number:
Columbia?

M Yes O No

IsthisCOBRA coverage? Yes [ No [J
Was this coverage from another state?

L Yes No

Is this a retiree health plan? Yes [ No [

If you have insurance, you must complete
Ifyes, which state(s)? Appendix A below

O cHiIp: [ Other

Name of Health Insurance:

| Medicare:

Policy or Claim Number:

[J TRICARE (Don’t check if you have Direct
Care or Line of Duty coverage):

Is this a limited-benefit plan (like a school
[ VA Health Care Program: accident policy)?

Yes [ No [

[ Peace Corps:




*Read carefully and sign this section of the application before continuing.

Read and Sign This Application
Sign below if you and your household are applying for Medical

assistance. There will also be further questions starting in Step 10 about
Medical Assistance for persons who are elderly, disabled, or blind.

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

* | know that I must tell District Direct if anything changes (and is different than) what I wrote on this
application, I can visit District Direct Customer Service at 1-202-727-5355 to report any changes. 1
understand that a change in my information could affect the eligibility for member(s) of my household.

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

* | know that the information I have provided on this application will be kept private as required by law.

* | confirm that no one applying for health insurance on this application is incarcerated (detained or jailed).
If not, the following individuals are incarcerated:

*List all applicants who are incarcerated that the time you submit this application.

, &

We need this information to check your eligibility for help paying for health coverage if you choose to apply.
We’ll check your answers using information in our electronic databases and databases from the Internal
Revenue Service (IRS), Social Security, the Department of Homeland Security, and/or a consumer reporting
agency. If the information doesn’t match, we may ask you to send us proof.

Renewal of coverage for future years

To make it easier to determine my eligibility for help paying for health coverage in future years, I agree to
allow District Direct to use income data, including information from tax returns. District Direct will send
me a notice and let me make any changes, and I can opt out at any timexg years is the recommended amd

I . time to allow automatic renewals.
Yes, renew my eligibility automatically for the next the box for the amount of time you

X s years (the maximum number of years allowed), or for a shorter numbleltlr< gttg%rl]r%:f its automatically renewe

4 years [_]3 years [J2years [11year [_] Don’tuse information from tax returns to renew my coverage

unt of

Check

If anyone on this application is eligible for Medicaid

I’m giving to the Medicaid agency our rights to pursue and get any money from other health insurance,
legal settlements, or other third parties. I’m also giving to the Medicaid agency rights to pursue and get
medical support from a spouse or parent.

.

would



*Read carefully. Then, sign and date below.

What should I do if I think my eligibility results are wrong?

If you do not agree with our decision about your health insurance or Medical assistance, you have a right to
appeal our decision and receive a Fair Hearing. You can appeal a denial, termination, or change in your
eligibility for Medicaid, premium tax credits, or cost-sharing assis- tance. You can also appeal if you disagree
with the amount of your premium tax credits or cost-sharing assistance. Once you appeal, you can go before
the Administrative Law Judge and explain why you do not agree with our decision.

You have 90 days following the postmark of the notice informing you of the eligibility decision, denial,
termination, or change, to appeal the decision stated in the notice you received. If you do not appeal within
90 days, you may lose your appeal right.

You may appeal through any of the following methods:
Calling District Direct Customer Service at 1-202-727-5355.

Completing the Appeal Request for Individuals and Families form and send it by fax to (202) 724-2041, by
e-mailto DC.OARA@dc.gov, or by mail to: Office of Administrative Review and Appeals, 64 New York
Avenue NE, 5th Floor, Washington DC 20002.

Going to any Department of Human Services Service Center and filling out the Appeal Request Form

Going to the Office of Administrative Hearings Resource Center, located at 441 4th Street NW, Suite 450-
North, Washington, DC 20001 and filling out the Hearing Request Form

If you receive eligibility through the Medicaid program or DC Alliance, you can request a Fair Hearing by:
Calling (202) 698-4650 or (202)727-8280

Sign this application. The person who filled out Step 1 should sign this application. If you’re an authorized
representative, you may sign here as long as you’ve provided the information required in Appendix C
(attached).

Sign here Date
Signature Today's Date

Applicant or Representative Signature




STEP 10  Tell us about your household’s assets (O]

(If your child has Medicaid coverage though the Katie Beckett Pathway,
only complete this section with your child’s assets)

1. Does anyone in your household have cash on hand or in the home? Yes [ No [

If yes, who?

How much?$

2. Does anyone have any financial accounts? Yes [ No [

If yes, list all accounts owned by your and anyone applying with you. Some
examples of financial accounts are: Checking/Savings account, 401K, IRA,
Annuities, Money Market, Stocks/Bonds/Mutual Funds/etc.

Type Account Owner(s) Bank Name Account Balance
$
$
$
3. Does anyone in your household have any vehicles? e;IEcal ASESlStaI.lce
Only) Yes [ No [

||
- If yesfNealle it hicle n n y, i N g
you. X @ psibf ve r :F<€ts, 0 e g e a
Motofcycl®s, 1efOr e AT .

e"Wwho is sick or disabled? Yes L] No [

Owner e Year Amount
Owed
Name VIN# $
D/L# or Tag #
Non-Driver ID#
Name VIN# $
D/L# or Tag #
Non-Driver ID#
Name VIN# $
D/L# or Tag #
Non-Driver ID#
. ?
4. Does anyone in your household have any property assets? Yes No

If yes, please complete the table below for you and anyone applying with
you.




Type Who owns this? Fair Market Value Amount Owed | Date Acquired
Y our Home (Medical $

Assistance Only)

Land $

Rental Home (Medical $

Assistance Only)

Vacation Home $

Equipment/Tools $

Machinery $

Trailers $

No [
Date Acquired
Life Insurance $
(Medical Assistance
Only)
Trust $
Burial Plot $
Burial Plan/Contract $
6. Has anyone in your household sold, traded, or given away assets in Yes ] No 1

the last 3 months

(For Food Assistance and Retroactive Medical coverage only)?

Who?

What was traded or given away?

Fair Market Value of item

given away

$




STEP 11  Transfer of Assets 5

** If the person completing this form is renewing Medicaid benefits for you or your spouse and you or your
spouse are currently receiving Medicaid services for Long Term Care Services and Supports, please
complete this step.

If you, your spouse, or your child has sold, traded, gifted, or disposed of any assets in the last 12 months, that

inglud those 11s d abovgaplease complete t e !ectlon below d attafjh proof. Example f resources: Cash,
i , Savi furf) B€rmy A‘Qﬁ rty (land, home, rental
p¥op st Fu i : al F gages, Stocks or Bonds,
ot elC.

Life Insurance Burlal unds ngirancel Buria

| |
ran e Tyl@e o ue of Asset at Who received the Amount You
e of Transfer Asset and the Received
u Reason for the

Transfer

L | L | L | A &Ph
P | L | AL | A A




*List all household expenses if apply for, or currently receiving, food assistance.

STEP 12  Tell us about your household’s expenses

1.

How much does your household pay for the following per month? (Food assistance only)

Rent: $ Mortgage: $_$500

Property Taxes: $ Homeowners Insurance: $ $50 Condo Fee/HOAs: $

If you answered Question #1 - Who pays? Full Name (86|f)

Check all the utilities that your household pays any money for separate from your rent.

Electric [X] Gas [  Fuel [ Water [ Phone (including cell) X4 Other: [_]

If you answered Question #2 - Who pays? Full Name (Self)

Does anyone in your household pay child support? Yes ] No X

If yes, who?

4. Is the household legally obligated to pay child support? Yes [ No X

If yes, how much are you required to pay each month? $

How much do you pay each month? $

i ?
Does anyone in your household pay dependent care expense? ves 1 No M

If yes, who?

How much does this person pay? $

How often? (daily, weekly, monthly, every two weeks, etc.)

To whom? For whom?




*Complete Step 13 if renewing Medicaid Coverage for Long-Term Care. Complete Step 14 if
applying for cash assistance while awaiting SSI determination.

STEP 13  Additional Questions Regarding Your Household (o)
Costs

(Only complete this step if you or your spouse are renewing
Medicaid coverage for Long Term Care services)

1.  Are you receiving any housing assistance? L Yes [ No
2. Ifyou are able, do you intend to return home within six months? L Yes [ No
3. Does anyone currently live in your home? L Yes [ No
4. Ifyes, are they related to you? L Yes [ No
5. Ifyes, what is their relationship to you? L Yes [ No

STEP 14 Medical or Interim Disability Assistance (IDA)

(Complete only if you are applying for Temporary Cash
Assistance While Awaiting Supplemental Security Income (SSI)
Determination)

B Yes — complete below M No — skip to step 15

1. Have you ever filed a Supplemental Security Income (SSI) application with the Yes No
Social Security Administration (SSA)? e 0

2. Ifyes, when did you file your SSI application with SSA?

3. Ts your SSI application still in progress? Yes ] No ]
4. Were you previously denied SSI eligibility by SSA on a prior application?
(IDA only) Yes [ No [

If yes, when was it filed?

If there were any changes to your medical condition to report since the last
time you filed an application with SSA for SSI benefits, please list them:




*Sign and date to allow DHS to verify the information you provided with agencies listed below.

STEP 15 Information Exchange & Certification of Application &3

DHS May Need to Get Information about You

I give my permission to DHS to get information about me from other people, agencies, and businesses. [ understand
that DHS may contact people on the list below.  understand that DHS may contact other people not on this list.
know that DHS may contact people in the District as well as in Maryland, Virginia, and other states.

» Hospitals, clinics, and other medical and mental health providers;
 Social service agencies;

+ Current and former employers;

» Rental agencies, mortgage lenders, utility companies, landlords, and resident managers;
» Schools (public, chartered, and private);

* Childcare and adult care providers;

« Parents and caretakers of children;

* Department of Behavioral Health(DBH),

* Department of Health (DOH);

» DC Housing Authority (DCHA);

» Department of Employment Services (DOES);

» Office of Tax and Revenue (OTR);

« Internal Revenue Service (IRS);

« Department of Motor Vehicles(DMV);

» Banks, credit unions, and other lending institutions;

+ Credit bureaus and other reporting agencies;and

» Any other persons, agencies, and businesses as necessary

I give all these people my permission to give information about me to DHS. This includes details about my health,
my income, my assets, my bills, and my family. This also includes any government, medical, and social services
records about me. I know that DHS will treat all my information as confidential. I will cooperate with providing any
specific written authorizations that any of these people require before they will give DHS my information.

Illegal Use of Benefits and Penalties

The District of Columbia may pursue criminal charges against you and seek to disqualify you from receiving
public assistance in the future if you break the public assistance program laws.
Y ou must not:

« Allow someone else to use your Medicaid card/benefits;

+ Continue to use your Medicaid card/benefits if no longer a resident of DC;

« Accept payment from a provider in return for receiving Medicaid covered services, unless authorized
as part of an approved Department of Health Care Finance (DHCF) program;

» Give false information or withhold information to get or continue to get benefits;
I attest and declare under penalty of perjury to the best of my knowledge and belief that the information

submitted is correct and the person(s) for whom I am applying for benefits is/are U.S. citizen(s) or are
lawfully present in the United States.

Sign here Date
Signature Today's Date

Applicant or Representative Signature




*Complete Appendix A if receiving, or eligible for medical benefits from an employer.

Appendix A Health Coverage from Jobs Form Approved

OMB No: 0938-1191
(Please complete only if applying for Medical Assistance and

someone in the household is eligible for health coverage from
a job)

Health Coverage fromJobs

You DON’T need to answer these questions unless someone in the household is eligible for health coverage
from a job. Attach a copy of this page for each job that offers coverage.

Tell us about the job that offers coverage.

Take the Employer Coverage Tool on the next page to the employer who offers coverage to help you answer
these questions. You only need to include this page when you send in your application, not the Employer
Coverage Tool.

Employee Information

Employee name (First, Middle, Last) Social Security Number (SSN)

Employer Information

Employer name Employer Identification Number (EIN)
Employer address Employer phone number
City State yAlY

Who can we contact about employee health coverage at this job?

Phone number (if different from above) Email address

Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3
months?

Yes (Continue)




Ifyou’rein a waiting or probationary period, when can you enroll in coverage?

(mm/dd/yyyy)

List the names of anyone else who is eligible for coverage from this job.

Name: Name:

Name: Name:

No (Stop here and go to Step 5 in the application)

Tell us about the health plan offered by this employer

Does the employer offer a health plan that meets the minimum value standard*? Yes U Noll

For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don’t
include family plans): If the employer has wellness programs, provide the premium that the employee
would pay if he/she received the maximum discount for any tobacco cessation programs, and did not
receive any other discounts based on wellness programs.

* A health plan meets the minimum value standard if it pays at least 60% of the total cost of medical services
for a standard population and offers substantial coverage of hospital and doctor services. Most job-based
plans meet the minimum value standard.

How much would the employee have to pay in premiums for $
this plan?

How often? Weekly | Every two weeks U Twice a month [] Once a month [
Quarterly | Yearly |

What change will the employer make for the new plan year (if known)?
U Employer won’t offer health coverage

[ Employerwillstart offering health coverage to employees or change the premium for the lowest-cost
ploy g g ploy g p
plan available only to the employee that meets the minimum value standard*(Premium should
reflect the discount for wellness programs.)

How much will the employee have to pay in premiums for $
that plan?
How often? Weekly | Every two weeks | Twice a month [] Once a month []

Quarterly U Yearly U

Date of change: (mm/dd/yyyy)




*Continued from Appendix A. Complete to the best of your ability.

Employer Coverage Tool

Form Approved
OMB No: 0938-1191

Use this tool to help answer questions in your Medical assistance application, Appendix A. That part of the

application asks about any employer health coverage that you’re eligible for *(even if it’s from another person’s

job like a parent or a spouse). The information in the boxes below match the boxes in Appendix A. For example,

you can use the answer to question 14 on this page to answer question 14 on Appendix A.

Write your name and Social Security number in boxes 1 and 2 and ask the employer to fill out the rest of

the form. Complete one for eaci employer that offers health coverage that you’re eligible for.

Employee Information

The employee needs to fill out this section.

1. Employee name: (First, Middle, Last)

2. Employee Social Security number (SSN)

Employer Information

Ask the employer for this information.

3. Employer name

4. Employer Identification Number (EIN)

5. Employer address (the Marketplace will send notices to this
address)

6. Employer phone number

7. City 8. State

9. Zip code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in

the next 3 months?

L Yes (Go to question 13a).




13a. Ifthe employee is not eligible today, including as a result of a waiting or probationary period, when is the

employee eligible for coverage’ m 0 to next question
ployee eligible f ge? (mm/dd/yyyy) (G question)

[ No (STOP and return this form to employee)

Tell us about the health plan offered by this employer

Does the employer offer a health plan that covers an employee’s spouse or dependent?
[ Yes, which people? U Spouse U Dependent(s)
] Neo (Go to question 14)

14. Does the employer offer a health plan that meets the minimum value standard*?

[ Yes (Go to question 15) ] No (STOP and return this form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don’t include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if
he/she received the maximum discount for any tobacco cessation programs, and didn’t receive any other

discounts based on wellness programs.

a. How much will the employee have to pay in premiums for this plan? $

b. How often?
Weekly | Every two weeks [ Twice a month ] Once a month [ Quarterly | Yearly |

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you
don’t know, STOP and return this form to employee.

16. What change will the employer make for the new plan year (if known)?

| Employer won’t offer health coverage

U Employer will start offering health coverage to employees or change the premium for the lowest-cost
plan available only to the employee that meets the minimum value standard*(Premium should reflect the
discount for wellness programs.)

How much will the employee have to pay in premiums for that plan? $

How often? Weekly [ Every two weeks [ Twice a month [] Once a month [
Quarterly H Yearly H

Date of change: (mm/dd/yyyy)




*Complete Appendix B entirely if someone in the home identifies as American Indian or Alaskan Native.

Appendix B American Indian/Alaska Native S S—

Identification OMB No: 0938-1191

American Indian or Alaska Native Family Member (AI/AN)

Complete this appendix if you or a family member are American Indian or Alaska Native. Submit this with
your Combined Application for Food, Medical, and Cash benefits.

Tell us about your American Indian or Alaska Native family member(s).

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health
programs, or urban Indian health programs. They also may not have to pay cost sharing and may get
special monthly enrollment periods. Answer the following question to make sure your family gets the most
help possible.

NOTE: If you have more people to include, make a copy of this page and attach.

AI/AN Person 1 AI/AN Person 2
1. Name First Middle First Middle
(First name, Middle name,
Last name)
Last Last
2. Member of a federally Yes [ Yes U
recognized tribe? If yes, tribe name: If yes, tribe name:
No [ No O
3. Has this person ever Yesd Nold Yesd Noll
gottena service frorp the If no, is this person eligible to get If no, is this person eligible to get
Indian Health Service, a ! ; . .
. services from the Indian Health ser- vices from the Indian Health
tribal health program, or . . . .
. Service, tribal health programs, or Service, tribal health programs, or
urban Indian Health . .
urban Indian health programs, or urban Indian health programs, or
program, or through a
through a referral from one of through a referral from one of
referral from one  of these programs? these programs?
these programs? prog | prog ’
Yesd Noll Yes[d Noll




Certain money received $ $
may not be counted for

Medicaid or the
Children’s Health How often? How often?

Insurance Program
(CHIP). List any income
(amount and how often)
reported on  your
application that includes
money from these
sources:

« Per capita payments
from a tribe that come
from natural resources,
usage rights, leases or
royalties

- Payments from natural
resources, farming,
ranching, fishing, leases,
or royalties from land
designated as Indian
trust land by the
Department of Interior
(including reservations
and former reservations)

« Money from selling
things that have cultural
significance







*Complete Appendix C only if beneficiary would like to appoint an authorized representative.

Appendix C  Authorized Representative Authorization

You can name people to act on your behalf in up to 3 roles. For Medicaid, you can also pick an organization.

Medical [ REPRESENTATIVE - This person/organization can apply for benefits, provide interview
assistance, receive notices, report changes, and make inquiries. Your household will be held
liable for any over issuance that results from the representative providing incorrect

information.
Full Name If person, Date of Birth
Phone Email
Address Unit City State 1P

I authorize this person to: (check all that apply)

Apply for Interview Receive Report Make
benefits [_] Assistance [_]  notices [] changes [_] inquiries [_]

By signing, I certify that the individual(s) designated above is (are) allowed to act on my behalf. I understand
that anyone knowingly providing false information may be prosecuted under applicable federal and state
statutes. If the District determines that an authorized representative has knowingly provided false information
about the household circumstances or has made improper use of benefits, it may disqualify that person from
being an authorized representative for up to one year. I understand that the power to act as an authorized
representative is valid until I modify the authorization or notify the agency that the representative is no longer
authorized to act on my behalf, or the authorized representative informs the agency that he or she no longer is
acting in such capacity, or there is a change in the legal authority upon which the individual or organization’s
authority was based.

Applicant Signature Date

I agree to maintain, or be legally bound to maintain, the confidentiality of any information regarding the
applicant or beneficiary provided by the agency.

(If authorized representative for Medicaid is a provider or staff member or volunteer of an organization) I
affirm that I will adhere to  the regulations in 42 CFR part 431, subpart F and at 45 CFR §155.260(f), 42 CFR
§447.10, as well as other relevant State and Federal laws concerning conflicts of interest and confidentiality of
information.

Authorized Representative Signature Date







*Do not complete. Section does not apply for Medicaid Renewals.

Appendix D Retroactive Medicaid Supplemental Questions

(Please complete only if applying for Medical Assistance and you answered yes

to question 25 and any yes to the

sub-questions

of question 25).

If you do not have this information now, you will be able to apply for these
months up to 9 months after you submit this application.

e Residence History: If you or a member of your household were not a District resident in the 3 months prior
to this application, please complete the table below for each person that was not a District resident.

First Month Year Second Month Year Third Month Year
Month Month Month
Member State Member State Member State
Name Name Name

Use.

ediC

ald Renewals.

e Citizenship/Eligible Immigration Status Information: If you or a member of your household had a

change in their citizenship/eligible immigration status in the 3 months prior to this application, please
complete the table below for each person in your household that had this change.

First Month Year Second Month Year Third Month Year
Month Month Month
Member Immigration Status | Member Immigration Status Member Immigration Status
Name Name Name




tion:
n 1dggo thif ap

this change.

le-fo

1 status in the 3
household that had

Renew

Year

Member
Name

Tax-Filing Status
(Tax Filer, Tax
Dependent, Non-
Filer)

Member
Name

Tax-Filing Status
(Tax Filer, Tax
Dependent, Non-Filer)

Member
Name

Tax-Filing Status
(Tax Filer, Tax
Dependent, Non-Filer)




e Income History: If you or a member of your household had a change in their income within the 3 months
prior to this application, please complete the table below for each person in your household that had this

change.
First Month Year Second Month Year Third Month Year
Month Month Month
Member Income Type Member Income Type Member Income Type
Name (Salary/Wages, Name (Salary/Wages, Name (Salary/Wages,
Pension, Pension, Pension,
Unemployment, Self- Unemployment, Self- Unemployment, Self-
Employment Income, Employment Income, Employment Income,
Social Security, etc.) Social Security, etc.) Social Security, etc.)
[
|
|

e Other Medical Coverage: If you or a member of your household had a change in their medical coverage
within the 3 months prior to this application, please complete the table below for each person in your household

that had this change.
First Month Year Second Month Year Third Month Year
Month Month Month
Member Coverage Did Member | Coverage Did Member Coverag Did
Name Type coverage Name Type coverage Name e Type coverage
start or start or start or
end? end? end?




e Disability: If you or a member of your household had a change in their disability status within the 3 months
prior to this application, please complete the table below for each person in your household that had this change.

First Month Year Second Month Year Third Month Year
Month Month Month
Member Disability Status Member Disability Status Member Disability Status
Name (Blind or Disabled) Name (Blind or Disabled) Name (Blind or Disabled)

D

O Not Use. Not

o Assets Information: If you or a member of your household had a change in their assets within the 3 months
prior to this application, please complete the table below for each person in your household that had this change.

First Month Year Second Month Year Third Month Year
Month Month Month
Member Asset Value Member Asset Value Member Asset Value
Name Type Name Type Name Type




Appendix E Certification of Breast or Cervical Cancer Screening

(This Appendix is ONLY to be completed by Project Wish to
be used for a Breast and Cervical Cancer Medicaid application.

Medicaid Applicant Name (first, middle, last)

Social Security Number

Date of Birth

Project Wish Coordinator: Please read the responses below and check YES if the applicant is enrolled in Project Wish.

YES [] This applicant is enrolled in Project Wish, the D.C. Center for Disease Control and Prevention’s (CDC)

National Breast and Cervical Cancer Early Detection Program (NBCCEDP) and has received screening
and/or diagnostic testing per the NBCCEDP guidelines.
(If yes is selected, this form must be completed by the diagnosing or treating physician)

YES [] This applicant was screened by the Center for Disease Control and Prevention’s (CDC) National Breast and

Cervical Cancer Early Detection Program (NBCCEDP)

(list the state and

state
nafie hje) higs rec regni ndjorgdiagnostic testing per the National Breast and

Cervical Cancer Early Detection Program (NBCCEDP) guidelines. (If YES is selected, this form must be
completed by the diagnosing or treating physician).

For P

Diagnosis Date:

Physician Signature:

Date:

Physician Name:

Facility/Hospital/Clinic Name:

Facility/Hospital/Clinic Address:

I am signing this form under penalty of perjury, which means I’ve provided true answers to all the questions on this form
to the best of my knowledge. I know that I may be subject to penalties under federal law if I willfully provide false or

untrue information.

NBCCEDP Coordinator Signature:

Date:

NBCCEDP Coordinator Name:




*Read Carefully. Step 19 explains your right and program rules.

STE P 1 9 Read aboutyour rights and program rules.

General Rules

You must give true and complete information. If you lie or give false information, you may lose your benefits. You
could also be fined and go to prison. We may verify your information to make sure it is correct. We may check on
your income, your Social Security information, and your immigration information. We verify this information through
computer matching programs. We may also interview you and do a home visit. Your case may be chosen for a Quality
Control review. This is a detailed review of all of your information. It may include personal interviews and a review
of your medical records. By applying, you agree to cooperate with the State and Federal reviewers. If you refuse to
cooperate, you may lose all or part of your benefits. If you are under investigation or are fleeing to avoid the law, we
may share your information with federal and local agencies. If a SNAP claim arises against you, the information on
this form, including Social Security Numbers (SSNs), may be sent to Federal and State offices, or private claims
collection agencies for claims collection action against all adults in the household. Under federal and District law, you
must provide your Social Security Number (if you have one) to receive benefits for yourself unless you are applying
for the Healthcare Alliance or Immigrant Children Program and do not declare yourselfto bea U.S. Citizen or qualified
alien (See22-B DCMR §3304, §3305, and §3306,42 CFR §435.910,42 USCS §1320b-7(a)(1), 45 C.F.R. §155.310(a)(3),
7 CFR §273.6, DC Code §4-204.07, §4-205.05a, §4-205.72, §4-217.07, and Mayor’s Order 92-49). The alien status of
applicant household members shall be subject to verification by USCIS through the submission of information from
the application to USCIS, and the submitted information received from USCIS may affect your household’s
eligibility and level of benefits.

Your SSN will be used to verify your identity and citizenship, determine eligibility and amount of benefits prevent
receipt of duplicate benefits, and make required program changes. The DHS computer system uses your SSN to verify
your income through the Income and eligibility verification system (IEVS) using records from federal and local
sources, including the United States Internal Revenue Service (IRS), the United States Social Security Administration
(SSA), DC Department of Employment Services (DOES), and the DC Child Support Services Division (CSSD).
Information from IEVS will be requested, used, and may be verified through collateral contact when DHS finds
discrepancies. This information may affect your household’s eligibility and level of benefits. DHS also reserves the
right to check your information with income verification services and other local agencies.

You must promptly report changes that may affect your eligibility for medical assistance; change in residence, income,
who lives with you, change in citizen/immigration status, and incarceration. If you receive Medicaid as a person who
is aged, blind, or disabled, you must report changes in assets. To report a change, call (202) 727-5355.

All information and documentation gathered for determining your Medical Assistance eligibility or other program
relateduseis confidential. Each program provides safeguards, restricting the use and disclosure of information about
you to purposes directly connected with the administration of the program. Releasing information concerning
your eligibility to anyone not authorized to receive the information is a violation of Federal and D.C. law and may
resultinlegal action. We will keep your eligibility information confidential unless you give us permission (or we are
permit- ted by law) to release information to others.

Head of Household

The head of household is the person responsible for filling out this application and the person who will be the point of
contact for DHS in communicating about your household’s benefits. Your household may select a new head of
household at each certification action or whenever there is a change in your household’s composition. To report a
change to the head of household, contact DHS. If you are applying for benefits for only yourself, you are the head of
household. If multiple people living in your household are seeking benefits, follow the guidelines below to select your
head of household:

« If there are one or more children under the age of 18 living in your household, the head of household must be
either a parent, over the age of 18, of the child(ren) or an adult, over the age of 18, who has parental control over
the child(ren).

« If there are no children under the age of 18 living in your household, choose a head of household from among the
adults over the age of 18 living in your household.




If your household cannot agree on a person to appoint as your head of household, DHS will designate an individual in
your household as its head of household.

Recertification

We will send you arecertification notice in the mail. If you get Medical Assistance and your Also, please let us know
if you move. It is your responsibility to keep us informed of your current address so that we can send you important
forms and notices concerning your benefits. Your address may also be used to provide your benefit card(s). Call (202)
727-5355 to report your new address.

Human Rights

In accordance with the DC Human Rights Act of 1977, as amended, DC Official Code § 2-1401.01 et seq., (Act) the
District of Columbia does not discriminate on the basis of actual or perceived: race, color, religion, national origin,
sex (gender or sexual harassment), age, marital status, gender identity or expression, personal appearance, sexual
orientation, familial status, family responsibilities, matriculation, political affiliation, genetic information, disability,
source of income, status as a victim of an intra-family offense, and place of residence or business. Sexual harassment
is a form of sex discrimination, which is prohibited by the Act. In addition, harassment based on any of the above
protected categories is prohibited by the Act. Discrimination in violation of the Act will not be tolerated. Violators will
be subject to disciplinary action. COMPLAINTS OF POSSIBLE VIOLATIONS OF THIS LAW MAY BE FILED
WITH: Governmentofthe District of Columbia Office of Human Rights

| 441 4th Street, N.W., 570N Washington, D.C. 20001 | Telephone: (202) 727-4559 | Fax: (202)727-9589| TTY
711

Fair Hearings

If you think that DHS has made a mistake, then you can get a Fair Hearing. Call (202) 442-9094 to find out more. At
a Fair Hearing, you can ask someone else to speak for you. This could be an attorney, a friend, a relative, or someone
else. You can also bring witnesses. We will pay for transportation to the Fair Hearing for you and your witnesses. We
may also pay for some of your other costs. You can also get free legal help for a Fair Hearing. Call one of the
organizations on the Referrals page (on page 26) to get free legal help. You may request a Fair Hearing through any
of the following methods:

+ Calling the ESA Call Center (202)727-5355
« Completing a Request for Hearing form and fax it to (202) 724-2041, or email to DC.OARA@DC.GOV
* Go to any Department of Human Services Service Center to fill out a Request for Hearing.

* Go to the Office of Administrative Hearings (OAH) Resource Center, located at 441 4th Street NW, Suite 450-
North, Washington, DC 20001, call OAH (202) 442-9094, or complete a Request for fair hearing form and fax it to
(202) 442- 4789 or email it tooah.filing@dc.gov.

* (Medical Assistance Only) Contacting the Office of Health Care Ombudsman & Bill of Rights, located at 441 4th
Street NW, Suite 250 North, Washington DC 20001, call the Ombudsman at (202) 724 -7491 or 1 (877) 685-6391,
by confidential fax at (202) 478-1397, by email at healthcareombudsman(@dc.gov , or visit their website at
www.healthcareombudsman. dc.gov

You may request an expedited Fair Hearing on Medicaid when the standard time allotted for the Fair Hearings process
may jeopardize the individual’s life, health or ability to attain, maintain, or regain maximum function. For Medicaid,
you must receive a final decision on your Fair Hearing within 90 days, or 7 business days for an expedited Fair Hearing
concerning eligibility.

Medical Assistance Rules

Use this application to apply for medical assistance. After you apply, you will get a decision about your Medical
Assistance within 45 days (or 60 days if DHS must determine if you are disabled). If you do not get a notice within
this period, please call (202) 727-5355. If you get Medicaid, then you must recertify each year when we send you a
recertification notice. There is no time limit for getting Medical Assistance. Also, if you lose TANF, you may still get
Medical Assistance.




Child Support: You agree to cooperate fully with the DC Child Support Services Division (CSSD), unless exempt, in
establishing paternity and establishing child and medical support as required by law. Pregnant women are not required
to cooperate in establishing paternity and obtaining medical support. You can lose your benefits if you do not
cooperate. If you have a good reason for not cooperating with CSSD, such as fear for your safety or your families’
safety, you do not have to cooperate with CSSD. However, you must apply for an exception to cooperation. If you
have questions, call (202) 442-9900.

Estate Recovery: The District will seek recovery for the bills we pay if you are in a nursing home or other medical
institution. Also, if you are age 55 or older, the District will seek recovery for services that you get. This means that
we may put a lien or claim on your property or estate. If you have questions, call (202)698-2000.

Lawsuits: If you sue or enter into settlement negotiations with a third party for a medical claim or injury, you must
provide written notice of the action (either by personal service or certified mail) within 20 calendar days to the
Medical Assistance Administration, Third Party Liability Section, 441 4th Street, N.W., Suite 1000-South,
Washington, DC20001. Ifyouhave questions, call (202)698-2000.

Out of Pocket Reimbursement Information: If you paid for drug prescriptions, doctor visits, or hospitalizations during
a time that you were eligible for Medicaid, you may be able to be reimbursed for the expenses.

Requirements: You may be eligible for reimbursement if during a period of time you or a family member were
eligible for Medicaid, and

a. You paid for drug prescriptions, doctor visits, or hospitalizations; or

b. You are still paying a bill or are being asked to pay a bill by a pharmacy, clinic, doctor, or hospital for drug
prescriptions, doctor visits, or hospitalizations.

If you believe that you are entitled to reimbursement, you must request reimbursement within six (6) months of the
date you went to the pharmacy, clinic, doctor, or hospital, or within six (6) months of the date you learned you were
eligible for Medicaid, whichever is later.

You must complete and submit a Medicaid Reimbursement Request Form to the DC Department of Health Care
Finance (DHCF).You can get a copy of the form at any ESA office, or you can download a copy at
https://www.dcmedicaid.com/ dewebportal/nonsecure/recipientForms

If you have questions or if you need help completing this form or obtaining requested information, contact:

a. TheMedicaid Recipient Claims Research Team of the D.C. Department of Health Care Finance (DHCF) at (202)
698- 2009.

b. Terris Pravlik & Millian, LLP, 1816 12th Street, Suite 303, N.W., Washington, DC 20009-4422, (202) 682-2100,
who will provide you with free legal assistance.

A decision on your reimbursement claim must be made within 90 days:

a. The Medicaid Recipient Claims Research Team must make a decision on your reimbursement claim within 90
days from the time you file your claim. If no decision is made within those 90 days, your claim will be treated
as valid, and you will be paid within 15 days after the end of the 90-day period.

b. If you are not satisfied with the decision of the Medicaid Recipient Claims Research team, you have a right to a
Fair Hearing. You may request a Fair Hearing by calling the District of Columbia Office of Administrative
Hearings (OAH) at (202) 442-9094. OAH is located at 441 4th Street, N.W., Washington, DC 20001-2714.

c. If you are not satisfied with the result of the fair hearing, you may appeal to the United States District Court of
the District of Columbia within 30days.

You may obtain free legal assistance to help you present your case at the fair hearing or at the appeal by contacting
Terris Pravlik & Millian, LLP at 1816 12th Street, Suite 303, N.W., Washington, DC 20009-4422, (202)682-2100.

Social Security Number: For Medicaid, providing the Social Security Number (SSN) of non-applicants is voluntary.
In connection with Medicaid, a non-applicant’s SSN would be used only to determine an applicant’s or beneficiary’s
eligibility for Medicaid or other insurance affordability program or for a purpose directly connected to the
administration of the Medicaid State plan.




The Department of Humans Services (DHS) complies with applicable Federal civil rights laws and does not
discriminate based on race, color, national origin, age, disability, or sex. DHS does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex. DHS:

 Provides free aids and services to people with disabilities to communicate effectively with us, such as:
* Qualified sign language interpreters
« Written information in other formats (large print, audio, accessible electronic formats, other formats)

» Provides free language services to people whose primary language is not English, such as: Qualified interpreters
OR Information written in other languages

If you need these services, contact Surobhi Rooney If you believe that DHS has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance
with: Surobhi Rooney, DHCF Civil Rights Coordinator 441 4th St. NW, Washington, DC 20001
surobhi.rooney@dc.gov. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Surobhi Rooney is available to help you. Youcanalso fileacivil rights complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby. jsf, or by mail or phone at: U.S. Department of Health and
Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 1-800-368-
1019, 800-537-7697 (TDD) Complaint forms are available at http://www.hhs.gov/ ocr/office/file/index.html. DHS
complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

Interim Disability Assistance (IDA)

After you apply, you will get a decision about your IDA within 60 days. Applicants for IDA must also apply for
Supplemental Security Income (SSI) and provide proof of the date of the SST application. An application for IDA is
considered to be filed when it is received at the designated ESA Service Center and a face-to-face interview is
complete. If youdo not getanotice within 60 days, you can geta Fair Hearing. Approval of IDA is contingent on the
availability of funds. If funds are exhausted at the time the customer is determined to meet all eligibility
requirements, the customer will be placed on a waiting list, and approved when funds become available. Also, if you
do not think your benefit amount is correct, then you can get a Fair Hearing.

If you get IDA, then you must cooperate with your IDA case manager. This means:
 Give us medical reports and othermaterials;
« Keep your appointments with the doctor and with the Social Security Administration;
» Keep your appointments with your case manager; and
+ Go to treatment programs, asrequired.

If you do not follow these rules, then you may lose part or all of your IDA benefits. Also, DHS will take out the amount
of IDA that you got from your first “lump sum” SSI check; DHS will send the rest of your first SSI check to you.
Applicants for IDA must sign a DHS 340, Authorization for Reimbursement of Interim Assistance, agreeing to
reimburse ESA for the cost of their IDA payments. The IDA recipient will repay the entire amount of the IDA
assistance payments received if the SSI benefits received for the same period equals or exceeds the IDA payments. If
the SSI benefits are less than the IDA payments for the same period the SSI benefits were received, the recipient will
repay that portion of the IDA payments that equals the amount of SSI benefits. You will be liable for the IDA received
if SSA finds you disabled, but you withdraw your SSI application before back benefits are paid.

USDA/HHS Joint Nondiscrimination Statement

Thisinstitutionis prohibited from discriminating based onrace, color, national origin, disability, age, sex and in some
cases religion or political beliefs.

The U.S. Department of Agriculture also prohibits discrimination based onrace, color, national origin, sex, religious
creed, disability, age, political beliefs or reprisal or retaliation for prior civil rights activity in any program or activity
conducted or funded by USDA.




Persons with disabilities who require alternative means of communication for program information (e.g. Braille,
large print,audiotape, American Sign Language, etc.), should contactthe Agency (State or local) where they applied
for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the
Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in languages other
than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-
3027), found online at: https://www.ascr.usda.gov/filing-program-discrimination-complaint-usda-customer , and at
any USDA office, or write a letter addressed to USDA and provide in the letter all of the information requested in the
form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA
by:

1. mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW
Washington, D.C. 20250-9410

2. fax: (202) 690-7442; or

3. email: program.intake@usda.gov.

For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) issues, persons should
either contact the USDA SNAP Hotline Number at (800) 221-5689, which is also in Spanish or call the State
Information/Hotline Numbers (click the link for a listing of hotline numbers by State); found online at:
https://www.fns.usda.gov/snap/state- directory

To file a complaint of discrimination regarding a program receiving Federal financial assistance through the U.S.
Department of Health and Human Services (HHS), write: HHS Director, Office for Civil Rights, Room 515-F, 200
Independence Avenue, S.W., Washington, D.C. 20201 or call (800) 368- 1019 (voice).

This institution is an equal opportunity provider.
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DHCF’

Department of Health Care Finance

You may go to any of these Service Centers for assistance between the hours of 7:30 AM and 4:45 PM, Monday
through Friday.

OR

You can call the DHS Call Center for assistance. If there is heavy call volume, you will have the option to request an
automated callback.

e For general questions about DHS benefits or a notice or form you have received, call (202)727-5355.

If you are Hearing Impaired, you may call TTY/TDD 711 (855) 532 5465.

Fort Davis Service Center Anacostia Service Center

3851 Alabama Avenue, SE 2100 Martin Luther King Avenue, SE
Washington, DC 20020 Washington, DC 20020

Fax: (202) 645-6205 Fax: (202) 727-3527

Congress Heights Service Center Taylor Street Service Center

4049 South Capitol Street, SW 1207 Taylor Street, NW

Washington, DC 20032 Washington, DC 20011

Fax: (202) 645-4524 Fax: (202) 576-8740

H Street Service Center
645 H Street, NE
Washington, DC 20002
Fax: (202) 724-8964








