
for Children, 
Adults and

Families

Health
Insurance
APPLICATION



DOH-4220-I3/15Page2

CONFIDENTIALITY STATEMENTAlloftheinformationyouprovideonthisapplicationwillremainconfidential.Theonlypeoplewhowill
seethisinformationaretheFacilitatedEnrollersandtheStateorlocalagenciesandhealthplanswhoneedtoknowthisinformationinorderto
determine if you (the applicant) and your household members are eligible. The person helping you with this application cannot discuss the
informationwithanyone,exceptasupervisorortheStateorlocalagenciesorhealthplanswhichneedthisinformation.

Weneedtobeabletocontactthepeopleapplyingforhealth
insurance.Thehomeaddressiswherethepeopleapplyingfor
healthinsurancelive.Themailingaddress,ifdifferent,iswhereyou
wantustosendhealthinsurancecardsandnoticesaboutyourcase.
Youcanalsotellusifyouwantsomeoneelsetogetinformation
aboutyourcaseand/ortobeabletodiscussyourcase.

INSTRUCTIONS

PLEASE READ the entire application booklet before you begin to fill out the application. If you are applying ONLY for children or if you are a 
pregnant woman applying alone, you must complete only Sections A through G and Sections I and J. Other applicants must complete all sections. 

If you are 65 years old or older, certified blind, certified disabled, or institutionalized and applying for coverage of nursing home care, you must also 
complete Supplement A. The supplement includes questions about your resources, such as money in the bank or property you own.

Whenever you see the words                                   on the application refer to the “Documentation Needed When You Apply for Health Insurance” 
section for a listing of acceptable supporting documents.

HOW TO GET HELP When applying for public health insurance, you DO NOT need to visit your local department of social services or a 
Facilitated Enroller for an interview, but you MAY come in or contact a Facilitated Enroller for help filling out this application. You can get a list of 
Facilitated Enrollers where you got this application, or by calling 1-800-698-4543. ALL HELP IS FREE.  
(1-877-898-5849 TTY line for the hearing impaired)

PURPOSE OF THIS APPLICATION Complete this application if you want health insurance to cover medical expenses. This application 
can be used to apply for Medicaid, the Family Planning Benefit Program, or for assistance paying your health insurance premiums. You can apply for 
yourself and/or immediate family members living with you. 

IF YOU NEED HELP COMPLETING THIS APPLICATION DUE TO A DISABILITY, CALL YOUR LOCAL DEPARTMENT OF SOCIAL SERVICES. THEY WILL MAKE 
EVERY EFFORT TO PROVIDE REASONABLE ACCOMMODATIONS TO ADDRESS YOUR NEEDS.

Pleaseincludeinformationforeveryonewholiveswithyou
eveniftheyarenotapplyingforhealthinsurance.Itisimportant
thatyoulisteveryonewholiveswithyousothatwecanmake
acorrecteligibilitydecision.Includemaidenname(legalname
beforemarriage),ifthisappliestotheperson.AlsoincludeCity,
StateandCountryofbirth.Ifapersonwasbornoutsideofthe
UnitedStates,justwritethecountryofbirth.Wealsoneed,
foreachpersonapplying,his/hermother’sfullmaidenname
(firstandlastname).Thisinformationmaybeusedtoobtain
proofoftheapplicant’sbirthdateundercertaincircumstances.

	  Is this person pregnant?Ifso,whenisherbabyduetobe
born?Thisinformationhelpsusdeterminethesizeofyour
family.Apregnantwomancountsastwopeople.

	  Relationship to the person on Line 1.Explainhow
eachpersonisrelatedtothepersonlistedonLine1
(forexample,spouse,child,step-child,brother,sister,
niece,nephew,etc.)

	  Public Health Coverage.Ifyouoranyonewholiveswithyou
isalreadyenrolledorwaspreviouslyenrolledinMedicaid,
theFamilyPlanningBenefitProgram,oranyotherformof
publicassistancesuchasFoodStamps,weneedtoknow.
Also,tellustheidentificationnumberontheNewYorkState
BenefitIdentificationCard.

	  Social Security Number.ASocialSecurityNumbershould
beprovidedforallpersonsapplying,ifthepersonhasone.
IfthepersondoesnothaveaSocialSecurityNumber,leave
thisboxblank.

	  Citizenship and Immigration Status.Thisinformationis
neededonlyforthosepeopleapplyingforhealthinsurance.
Pregnantwomendonothavetocompletethisquestion.
Tobeeligibleforhealthinsurance,otherpersonsage19and
overmustbeU.S.citizensorbeinaneligibleimmigration
category.Weneedtoseeeitheroriginaldocumentationof
U.S.citizenshipandidentity,orcopiesofthesedocuments.
Pleasecontactyourlocaldepartmentofsocialservicesor
call1-800-698-4543tofindoutwhereyoucanbringthese
documents.PleasenotethatifyouareonMedicare,or
receivingSocialSecurityDisabilitybutarenotyeteligible
forMedicare,itisnotnecessarytodocumentcitizenship
oridentity.

SEND PROOF

SECTION A    Applicant’s Information

SECTION B     Household Information



	  Inthissection,listalltypesofincome(moneyreceived)and
theamountsreceivedbythepeopleyoulistedinSectionB.

	 Pleasetellushowmuchyoumakebeforetaxesaretakenout.

	  Ifthereisnomoneycomingintoyourhome,explainhowyou
arepayingforyourlivingexpenses,suchasfoodandhousing.

	 Weneedtoknowifyouhavechangedjobsorifyouare
astudent.

	 Wealsoneedtoknowifyoupay
anotherpersonorplace,suchas
adaycarecenter,totakecareof
yourchildrenordisabled
spouseorparentwhileyouare
workingorgoingtoschool.If
youdo,weneedtoknowhow
muchyoupay.Wemaybeabletodeductsomeoftheamount
thatyoupayforthesecostsfromtheamountwecountasyour
income.

PUBLIC CHARGE INFORMATION

TheUnitedStatesCitizenshipandImmigrationServices(USCIS)has
statedthatenrollmentinMedicaid,ortheFamilyPlanningBenefit
ProgramCANNOTaffectaperson’sabilitytogetagreencard,
becomeacitizen,sponsorafamilymember,ortravelinandoutof
thecountry.ThisisnottrueifMedicaidpaysforlong-termcareina
placesuchasanursinghomeorpsychiatrichospital.

Writeinyourmonthlycostofhousing.Thisincludesyourrent,
monthlymortgagepaymentorotherhousingpayment.Ifyouhave
amortgagepayment,includepropertytaxesintheamountyoutell
us.Ifyoushareyourhousingexpensesoryourrentissubsidized,
pleaseonlytellushowmuchYOUpaytowardyourrentormortgage.
Ifyoupayforyourwater,tellushowmuchyoupayandhowoften.

Ifyouhavepaidorunpaidmedicalbillsfromthepastthreemonths,
Medicaidmaybeabletopayforthesecosts.Letusknowwhothese
billsareforandinwhichmonths.Includecopiesofthemedicalbills
withthisapplication.Note:Thisthree-monthperiodbeginswhenthe
localdepartmentofsocialservicesreceivesyourapplicationorwhen
youmeetwithaFacilitatedEnroller.Youwillneedtotelluswhat
yourincomewasforanypastmonthsinwhichyouhavemedical
billssothatwecanseeifyouareeligibleduringthattime.Wealso
askaboutwhereyoulivedinthepastthreemonths,becausethis
mayaffectourabilitytopayforpastbills.Weaskaboutanypending
lawsuitsorhealthissuescausedbysomeoneelsesoweknowif
someoneelseshouldpayforanyportionofyourmedicalcarecosts.

Thesequestionshelpusdeterminewhichprogramisbestfor
eachapplicant,andwhatservicesmaybeneeded.Apersonwith
adisability,seriousillnessorhighmedicalbillsmaybeableto
getmorehealthservices.Youmayhaveadisabilityifyourdaily
activitiesarelimitedbecauseofanillnessorconditionthathas
lastedorisexpectedtolastforatleast12months.Ifyouareblind,
disabled,chronicallyillorneednursinghomecare,youwillneedto
completeSupplementA.Ifneitheryounoranyoneapplyingisblind,
disabled,chronicallyillorinanursinghome,gotoSectionG.

Itisimportanttotelluswhetheranyoneapplyingiscovered
orcouldbecoveredbysomeoneelse’shealthinsurance.This
informationmayaffecttheireligibilityforcoverage;forsome
applicants,wecandeducttheamountthatyoupayforhealth
insurancefromtheamountwecountasyourincome;orwemaybe
abletopaythecostofyourhealthinsurancepremiumifwe
determineitiscosteffective.Wemaybeabletohelppayforhealth
insurancepremiumsifyouhaveorcangetinsurancethroughyour
job.Wewillneedtogathermoreinformationabouttheinsurance
andwillmailaninsurancequestionnairetoyou.

The State will not report any information on this application to  
the USCIS.

	  Race/Ethnic Group. Thisinformationisoptionalanditwill
helpusmakesurethatallpeoplehaveaccesstotheprograms.
Ifyoufilloutthisinformation,usethecodeshownonthe
applicationthatbestdescribeseachperson’sraceorethnic
background.Youmaypickmorethanone.
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SECTION F      Blind, Disabled, Chronically Ill 
or Nursing Home Care

SECTION C      Household Income 
(Money Received)

SECTION G    Additional Health Questions

SECTION D    Health Insurance

SECTION E    Housing Expenses



What is a Health Plan?ApplyingforprogramsthroughAccessNY
HealthCaremaymeanyougetyourhealthcarecoveragethrougha
ManagedCareplan.Whenyoujoinaplan,youchooseonedoctor
(PrimaryCareProviderorPCP)fromthatplantotakecareofyour
regularneeds.Ifyouwanttokeepthedoctoryouhave,youneedto
picktheplanthatworkswithyourdoctor.ManagedCarehealth
plansfocusonpreventivecaresosmallproblemsdonotbecomebig
ones.Ifyouneedaspecialist,yourPCPwillreferyoutoone.

Pleasereadtheparagraphinthissectioncarefullyandreadthe
Terms, Rights and Responsibilitiessection.Youmustthensignand
datetheapplication.

	   If any applicants have an absent spouse or parent, you must 
complete this section so we can see if medical support is 
available to you or your child.

	  Pregnant women do not have to answer these questions until 
60 days after the birth of their child.Allotherpeoplewhoare
applyingandareage21orovermustbewillingtoprovide
informationaboutaparentofanapplyingminororaspouse
livingoutsidethehometobeeligibleforhealthinsurance,
unlessthereisgoodcause.Anexampleof“goodcause”isfear
ofphysicaloremotionalharmtoyouorafamilymember.
Question2referstothePARENT ofanyapplyingchildunder
age21.Question3referstotheSPOUSEofanyoneapplying.

	 Iftheparentsarenotwillingtoprovidethisinformation,the
applyingchildmaystillbeeligibleforMedicaid.

Who Must Choose a Health Plan?MOSTpeoplewhoareeligiblefor
MedicaidMUST chooseahealthplantogetmostoftheirMedicaid
benefits.Keepreadingtofindouthowtogetmoreinformation
onthis.

How Do I Know What Health Plan to Choose and If I Can Enroll?
ForMedicaid,ifyouwanttofindoutmoreabouthowmanagedcare
planswork,ifyouhavetojoin,andhowtochooseaplan,call
Medicaid CHOICEat1-800-505-5678,orcallorvisityourlocal
departmentofsocialservices.AskforaManagedCareEducation
Packet.InformationabouthealthplansisalsoontheNYSDOH
websiteatwww.nyhealth.gov.Youcanalsoenrollbyphone,
bycalling1-800-505-5678.

NOTE: IfyouorafamilymemberarefoundeligibleforMedicaid,and
areinacountythatdoesnotrequirepeopleonMedicaidtojoina
healthplan,youwillstillbeenrolledinthehealthplanyouchoose
ifitprovidesMedicaid,unlessyouchecktheboxontheapplication
thatsaysyoudon’twanttobeenrolled,ortellusyoudonotwant
tobeenrolledbycallingorwritingtoyourlocaldepartmentof
socialservices.
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SECTION H      Parent or Spouse Not Living in 
the Household or Deceased

SECTION I     Health Plan Selection

SECTION J     Signature



D
O

CU
M

EN
TS

 N
EE

D
ED

 W
H

EN
 Y

O
U

 A
PP

LY
 F

O
R 

H
EA

LT
H

 IN
SU

RA
N

CE

Yo
u

ca
n

pr
ov

id
e

ON
E

of
th

e
fo

llo
w

in
g

do
cu

m
en

ts
to

p
ro

ve
b

ot
h

U
.S

.C
iti

ze
ns

hi
p,

Id
en

tit
y

an
d

yo
ur

D
at

e
of

B
irt

h:


☐

U
.S

.p
as

sp
or

tb
oo

k/
ca

rd
O

R


☐

C
er

tifi
ca

te
o

fN
at

ur
al

iz
at

io
n

(D
H

S
Fo

rm
sN

-5
50

o
rN

-5
70

)O
R


☐

C
er

tifi
ca

te
o

fU
.S

C
iti

ze
ns

hi
p

(D
H

S
Fo

rm
sN

-5
60

o
rN

-5
61

)O
R


☐

N
YS

E
nh

an
ce

d
Dr

iv
er

’s
Li

ce
ns

e
(E

DL
).

W
he

n
on

e
of

th
e

ab
ov

e
do

cu
m

en
ts

is
n

ot
a

va
ila

bl
e,

O
N

E
do

cu
m

en
tf

ro
m

E
AC

H
o

ft
he

li
st

sb
el

ow
m

ay
b

e
us

ed
to

p
ro

ve
y

ou
rc

iti
ze

ns
hi

p
an

d/
or

id
en

tit
y.


Th

is
li

st
is

n
ot

a
ll-

in
cl

us
iv

e.
If

y
ou

d
o

no
th

av
e

on
e

of
th

es
e

do
cu

m
en

ts
,p

le
as

e
re

fe
rt

o
th

e
“H

ow
to

G
et

H
el

p”
se

ct
io

n
of

th
e

in
st

ru
ct

io
ns

.

* 
  Yo

ur
 e

nr
ol

lm
en

t c
an

no
t b

e 
co

m
pl

et
ed

 u
nt

il 
al

l N
EC

ES
SA

RY
 it

em
s a

re
 re

ce
iv

ed
. I

f 
yo

u 
ne

ed
 h

el
p 

ge
tt

in
g 

an
y 

of
 t

he
se

 it
em

s,
 le

t 
us

 k
no

w
. 

YO
U 

DO
 N

OT
 N

EE
D 

TO
 S

HO
W

 U
S 

AL
L 

OF
 T

HE
SE

 D
OC

UM
EN

TS
. W

e 
on

ly
 n

ee
d 

do
cu

m
en

ts
 th

at
 a

pp
ly

 to
 y

ou
 o

r o
th

er
s w

ho
 a

re
 a

pp
ly

in
g.

 W
e 

w
ill

 n
ee

d 
to

 se
e 

co
pi

es
 o

f  
do

cu
m

en
ts

 fo
r i

de
nt

ity
 a

nd
 U

.S
. c

iti
ze

ns
hi

p.
 P

le
as

e 
co

nt
ac

t y
ou

r l
oc

al
 d

ep
ar

tm
en

t o
f s

oc
ia

l s
er

vi
ce

s o
r c

al
l 1

-8
00

-6
98

-4
54

3 
to

 fi
nd

 o
ut

 w
he

re
 y

ou
 ca

n 
br

in
g 

id
en

tit
y 

 
an

d 
U.

S.
 ci

tiz
en

sh
ip

 d
oc

um
en

ts
. M

an
y 

lo
ca

l d
ep

ar
tm

en
ts

 o
f s

oc
ia

l s
er

vi
ce

s d
o 

no
t a

cc
ep

t o
ri

gi
na

l d
oc

um
en

ts
 b

y 
m

ai
l, 

so
 p

le
as

e 
ch

ec
k 

w
ith

 th
em

 if
 y

ou
 w

is
h 

to
 m

ai
l  

th
es

e 
do

cu
m

en
ts

. C
op

ie
s o

f o
th

er
 d

oc
um

en
ts

 ca
n 

be
 m

ai
le

d 
w

ith
 y

ou
r a

pp
lic

at
io

n.

U.
S.

 C
iti

ze
ns

hi
p 

 
 

 
 


☐

U
.S

.B
irt

h
Ce

rt
ifi

ca
te

*


☐

C
er

tifi
ca

tio
n

of
B

irt
h

is
su

ed
b

y
De

pa
rt

m
en

to
fS

ta
te


(F

or
m

sF
S-

54
5

or
D

S-
13

50
)*


☐

R
ep

or
to

fB
irt

h
Ab

ro
ad

(F
S-

24
0)


☐

U
.S

.N
at

io
na

lI
D

ca
rd

(F
or

m
I-

19
7

or
I-

17
9)


☐

N
at

iv
e

Am
er

ic
an

Tr
ib

al
D

oc
um

en
t*


☐

R
el

ig
io

us
/S

ch
oo

lR
ec

or
ds

*


☐

M
ili

ta
ry

re
co

rd
o

fs
er

vi
ce

sh
ow

in
g

U
.S

.p
la

ce
o

fb
irt

h


☐

F
in

al
a

do
pt

io
n

de
cr

ee



☐

E
vi

de
nc

e
of

q
ua

lif
yi

ng
fo

rU
.S

.c
iti

ze
ns

hi
p

un
de

rt
he


Ch

ild
C

iti
ze

ns
hi

p
Ac

to
f2

00
0

Id
en

tit
y 

 
 

 
 


☐

S
ta

te
D

riv
er

’s
lic

en
se

o
rI

D
ca

rd
w

ith
p

ho
to

*


☐

I
D

ca
rd

is
su

ed
b

y
a

fe
de

ra
l,

st
at

e,
o

rl
oc

al
g

ov
er

nm
en

ta
ge

nc
y


☐

U
.S

.M
ili

ta
ry

ca
rd

o
rd

ra
ft

re
co

rd
o

rU
.S

C
oa

st
G

ua
rd

M
er

ch
an

tM
ar

in
er

C
ar

d


☐

S
ch

oo
lI

D
ca

rd
w

ith
a

p
ho

to
(m

ay
a

ls
o

sh
ow

d
at

e
of

b
irt

h)


☐

C
er

tifi
ca

te
o

fD
eg

re
e

of
In

di
an

b
lo

od
o

ro
th

er
N

at
iv

e
Am

er
ic

an
/A

la
sk

a
N

at
iv

e
tr

ib
al


do

cu
m

en
tw

ith
p

ho
to


☐

V
er

ifi
ed

S
ch

oo
l,

N
ur

se
ry

o
rD

ay
ca

re
re

co
rd

s(
fo

rc
hi

ld
re

n
un

de
r1

8)


(m
ay

a
ls

o
sh

ow
d

at
e

of
b

irt
h)


☐

C
lin

ic
,D

oc
to

ro
rH

os
pi

ta
lr

ec
or

ds
(f

or
ch

ild
re

n
un

de
r1

8)
*

Ap
pl

ic
an

t N
am

e 
Ap

pl
ic

at
io

n 
Da

te

*P
le

as
e 

re
tu

rn
 a

ll 
ne

ce
ss

ar
y 

ite
m

s b
y:

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

    
    

or
 a

pp
lic

at
io

n 
m

ay
 b

e 
de

ni
ed

.

Do
cu

m
en

ts
 w

ith
 *

 n
ex

t t
o 

it 
al

so
 sh

ow
 d

at
e 

of
 b

ir
th

 
☐

M
ar

ria
ge

ce
rt

ifi
ca

te

 
☐

N
YS

B
en

efi
tI

de
nt

ifi
ca

tio
n

Ca
rd

Yo
u 

ne
ed

 to
 p

ro
vi

de
 p

ro
of

 o
f I

de
nt

ity
, U

.S
. C

iti
ze

ns
hi

p 
an

d/
or

 Im
m

ig
ra

tio
n 

St
at

us
 a

nd
 D

at
e 

of
 B

ir
th

.

If 
yo

u 
do

 n
ot

 u
se

 o
ne

 o
f t

he
 d

oc
um

en
ts

 th
at

 sh
ow

 d
at

e 
of

 b
ir

th
, y

ou
 m

us
t a

ls
o 

su
bm

it 
on

e 
of

 th
e 

fo
llo

w
in

g:

DOH-4220-I3/15Page5



☐
D

riv
er

’s
lic

en
se

(i
fi

ss
ue

d
in

th
e

pa
st

6
m

on
th

s)
☐

G
ov

er
nm

en
tI

D
ca

rd
w

ith
a

dd
re

ss
☐

P
os

tm
ar

ke
d

en
ve

lo
pe

o
rp

os
tc

ar
d

(c
an

no
tu

se
if

se
nt

to
a

P
.O

.B
ox

)

So
ci

al
 S

ec
ur

ity


☐

A
w

ar
d

le
tte

r/
ce

rt
ifi

ca
te


☐

A
nn

ua
lb

en
efi

ts
ta

te
m

en
t


☐

C
or

re
sp

on
de

nc
e

fr
om

S
oc

ia
lS

ec
ur

ity
A

dm
in

is
tr

at
io

n

W
or

ke
rs

’ C
om

pe
ns

at
io

n


☐

A
w

ar
d

le
tte

r


☐

C
he

ck
st

ub

Ch
ild

 S
up

po
rt

/A
lim

on
y 


☐

L
et

te
rf

ro
m

p
er

so
n

pr
ov

id
in

g
su

pp
or

t

 
☐

L
et

te
rf

ro
m

co
ur

t

 
☐

C
hi

ld
su

pp
or

t/
al

im
on

y
ch

ec
k

st
ub

 
☐

C
op

y
of

N
Y

Ep
ic

ar
d

w
ith

p
rin

to
ut

 
☐

C
op

y
of

ch
ild

su
pp

or
ta

cc
ou

nt
in

fo
rm

at
io

n
fr

om


w
w

w
.n

ew
yo

rk
ch

ild
su

pp
or

t.c
om

 
☐

C
op

y
of

b
an

k
st

at
em

en
ts

ho
w

in
g

di
re

ct
d

ep
os

it

Ve
te

ra
ns

’ B
en

efi
ts


☐

A
w

ar
d

le
tte

r


☐

B
en

efi
tc

he
ck

st
ub


☐

C
or

re
sp

on
de

nc
e

fr
om

V
et

er
an

sA
ffa

irs

M
ili

ta
ry

 P
ay


☐

A
w

ar
d

le
tte

r


☐

C
he

ck
st

ub

In
co

m
e 

fr
om

 R
en

t o
r R

oo
m

/B
oa

rd

	
☐

L
et

te
rf

ro
m

ro
om

er
,b

oa
rd

er
,t

en
an

t

	
☐

C
he

ck
st

ub

In
te

re
st

/D
iv

id
en

ds
/R

oy
al

tie
s

 
☐

R
ec

en
ts

ta
te

m
en

tf
ro

m
b

an
k,

cr
ed

it
un

io
n

or


fin
an

ci
al

in
st

itu
tio

n

 
☐

L
et

te
rf

ro
m

b
ro

ke
r

 
☐

L
et

te
rf

ro
m

a
ge

nt

 
☐

1
09

9
or

ta
x

re
tu

rn
(i

fn
o

ot
he

rd
oc

um
en

ta
tio

n


is
a

va
ila

bl
e)

W
ag

es
 a

nd
 S

al
ar

y

 
☐

P
ay

ch
ec

k
st

ub
s


☐

L
et

te
rf

ro
m

e
m

pl
oy

er
o

n
co

m
pa

ny
le

tte
rh

ea
d,

si
gn

ed
a

nd
d

at
ed


☐

C
ur

re
nt

si
gn

ed
a

nd
d

at
ed

in
co

m
e

ta
x

re
tu

rn
a

nd
a

ll
Sc

he
du

le
s*

*


☐

B
us

in
es

s/
pa

yr
ol

lr
ec

or
ds

Se
lf-

Em
pl

oy
m

en
t

 
☐

C
ur

re
nt

si
gn

ed
a

nd
d

at
ed

in
co

m
e

ta
x

re
tu

rn
a

nd
a

ll
Sc

he
du

le
s*

*

 
☐

R
ec

or
ds

o
fe

ar
ni

ng
sa

nd
e

xp
en

se
s/

bu
si

ne
ss

re
co

rd
s

Un
em

pl
oy

m
en

t B
en

efi
ts

 
☐

A
w

ar
d

le
tte

r/
ce

rt
ifi

ca
te

 
☐

M
on

th
ly

b
en

efi
ts

ta
te

m
en

tf
ro

m
N

YS
D

ep
ar

tm
en

to
fL

ab
or

 
☐

P
rin

to
ut

o
fr

ec
ip

ie
nt

’s
ac

co
un

ti
nf

or
m

at
io

n
fr

om
th

e


N
YS

D
ep

ar
tm

en
to

fL
ab

or
’s

w
eb

si
te

(w
w

w
.la

bo
r.s

ta
te

.n
y.u

s)

 
☐

C
op

y
of

D
ire

ct
P

ay
m

en
tC

ar
d

w
ith

p
rin

to
ut

 
☐

C
or

re
sp

on
de

nc
e

fr
om

th
e

N
YS

D
ep

ar
tm

en
to

fL
ab

or

Pr
iv

at
e 

Pe
ns

io
ns

/A
nn

ui
tie

s

 
☐

S
ta

te
m

en
tf

ro
m

p
en

si
on

/a
nn

ui
ty

D
O

CU
M

EN
TS

 N
EE

D
ED

 W
H

EN
 Y

O
U

 A
PP

LY
 F

O
R 

H
EA

LT
H

 IN
SU

RA
N

CE

PR
OO

F 
OF

 C
UR

RE
N

T 
IN

CO
M

E,
 O

R 
IN

CO
M

E 
YO

U 
M

IG
HT

 G
ET

 IN
 T

HE
 F

UT
UR

E 
LI

KE
 U

N
EM

PL
OY

M
EN

T 
BE

N
EF

IT
S 

OR
 A

 L
AW

SU
IT

: Y
ou

 m
us

t p
ro

vi
de

 a
 le

tt
er

, w
ri

tt
en

 st
at

em
en

t, 
or

 co
py

 o
f c

he
ck

  
or

 st
ub

s,
 fr

om
 th

e 
em

pl
oy

er
, p

er
so

n 
or

 a
ge

nc
y 

pr
ov

id
in

g 
th

e 
in

co
m

e.
 Y

OU
 D

O 
N

OT
 N

EE
D 

TO
 S

HO
W

 U
S 

AL
L 

OF
 T

HE
SE

 D
OC

UM
EN

TS
, o

nl
y 

th
e 

on
es

 th
at

 a
pp

ly
 to

 y
ou

 a
nd

 th
e 

pe
op

le
 li

vi
ng

 w
ith

 y
ou

.  
On

e 
pr

oo
f f

or
 e

ac
h 

ty
pe

 o
f i

nc
om

e 
yo

u 
ha

ve
 is

 re
qu

ir
ed

. P
ro

vi
de

 th
e 

m
os

t r
ec

en
t p

ro
of

 o
f i

nc
om

e 
be

fo
re

 ta
xe

s a
nd

 a
ny

 o
th

er
 d

ed
uc

tio
ns

. T
he

 p
ro

of
 m

us
t b

e 
da

te
d,

 in
cl

ud
e 

th
e 

em
pl

oy
ee

’s 
na

m
e 

an
d 

sh
ow

 g
ro

ss
 in

co
m

e 
fo

r t
he

 p
ay

 p
er

io
d.

 T
he

 p
ro

of
 m

us
t b

e 
fo

r t
he

 la
st

 fo
ur

 w
ee

ks
, w

he
th

er
 y

ou
 g

et
 p

ai
d 

w
ee

kl
y,

 b
i-w

ee
kl

y,
 o

r m
on

th
ly

.  I
t i

s i
m

po
rt

an
t t

ha
t t

he
se

 b
e 

cu
rr

en
t.

☐
E

vi
de

nc
e

of
C

on
tin

uo
us

U
.S

.R
es

id
en

ce
p

rio
rt

o


Ja
nu

ar
y

1,
1

97
2

T h
e

lis
tb

el
ow

co
nt

ai
ns

so
m

e
of

th
e

m
os

tc
om

m
on

U
ni

te
d

St
at

es
C

iti
ze

ns
hi

p
an

d
Im

m
ig

ra
tio

n
Se

rv
ic

es
(U

SC
IS

)f
or

m
su

se
d

to
sh

ow
y

ou
ri

m
m

ig
ra

tio
n

st
at

us
.

Th
is

li
st

is
n

ot
a

ll-
in

cl
us

iv
e.

If
y

ou
d

o
no

th
av

e
on

e
of

th
es

e
do

cu
m

en
ts

,p
le

as
e

re
fe

rt
o

th
e

“H
ow

to
G

et
H

el
p”

se
ct

io
n

of
th

e
in

st
ru

ct
io

ns
.

W
e

ne
ed

to
se

e
ON

E
of

th
e

fo
llo

w
in

g
do

cu
m

en
ts

to
p

ro
ve

b
ot

h
Im

m
ig

ra
tio

n
St

at
us

,I
de

nt
ity

a
nd

y
ou

rD
at

e
of

B
irt

h:


Do
cu

m
en

ts
 w

ith
 *

 n
ex

t t
o 

it 
al

so
 sh

ow
 d

at
e 

of
 b

ir
th

 
 

 
 

 

Im
m

ig
ra

tio
n 

St
at

us
/Id

en
tit

y 


☐

I
-5

51
P

er
m

an
en

tR
es

id
en

tC
ar

d
(“

Gr
ee

n
Ca

rd
”)

*


☐

I
-6

88
B

or
I-

76
6

Em
pl

oy
m

en
tA

ut
ho

riz
at

io
n

Ca
rd

*

**
 In

co
m

e 
ta

x 
re

tu
rn

s 
fo

r o
th

er
 th

an
 s

el
f-e

m
pl

oy
ed

 m
ay

 b
e 

us
ed

 fo
r 
 

ap
pl

ic
at

io
ns

 p
ri
or

 to
 A

pr
il 

1 
of

 th
e 

fo
llo

w
in

g 
ye

ar
.

If 
yo

u 
ar

e 
no

t a
 U

.S
. C

iti
ze

n


☐

L
ea

se
/l

et
te

r/
re

nt
re

ce
ip

tw
ith

y
ou

rh
om

e
ad

dr
es

sf
ro

m
la

nd
lo

rd


☐
U

til
ity

B
ill

(g
as

,e
le

ct
ric

,p
ho

ne
,c

ab
le

,f
ue

lo
rw

at
er

)


☐
P

ro
pe

rt
y

ta
x

re
co

rd
so

rm
or

tg
ag

e
st

at
em

en
t

Im
m

ig
ra

tio
n 

St
at

us
, b

ut
 re

qu
ir

e 
an

 a
dd

iti
on

al
 Id

en
tit

y 
do

cu
m

en
t 

	
☐

I
-9

4
Ar

riv
al

/D
ep

ar
tu

re
R

ec
or

d*
	

☐
U

SC
IS

F
or

m
I-

79
7

N
ot

ic
e

of
A

ct
io

n

Ho
m

e 
Ad

dr
es

s:
 T

hi
s a

dd
re

ss
 m

us
t m

at
ch

 th
e 

ho
m

e 
ad

dr
es

s t
ha

t y
ou

 w
ri

te
 in

 S
ec

tio
n 

A 
of

 th
e 

ap
pl

ic
at

io
n.

 T
he

 p
ro

of
 m

us
t b

e 
da

te
d 

w
ith

in
 6

 m
on

th
s o

f w
he

n 
yo

u 
si

gn
ed

 th
e 

ap
pl

ic
at

io
n.

DOH-4220-I3/15Page6



D
O

CU
M

EN
TS

 N
EE

D
ED

 W
H

EN
 Y

O
U

 A
PP

LY
 F

O
R 

H
EA

LT
H

 IN
SU

RA
N

CE
If 

yo
u 

pa
y 

to
 h

av
e 

ca
re

 fo
r y

ou
r c

hi
ld

re
n 

or
 p

ar
en

ts
 w

hi
le

 y
ou

 w
or

k,
 p

ro
vi

de
 o

ne
 o

f t
he

 fo
llo

w
in

g:


☐

W
rit

te
n

st
at

em
en

tf
ro

m
d

ay
ca

re
ce

nt
er

o
ro

th
er

ch
ild

/a
du

lt
ca

re
p

ro
vi

de
r

 
☐

C
an

ce
le

d
ch

ec
ks

o
rr

ec
ei

pt
st

ha
ts

ho
w

y
ou

rp
ay

m
en

ts

Pr
oo

f o
f h

ea
lth

 in
su

ra
nc

e,
 p

ro
vi

de
 a

ll 
th

at
 a

pp
ly

:


☐

P
ro

of
o

fc
ur

re
nt

in
su

ra
nc

e
(In

su
ra

nc
e

po
lic

y,
Ce

rt
ifi

ca
te

o
fI

ns
ur

an
ce

o
rI

ns
ur

an
ce

C
ar

d)


☐

H
ea

lth
In

su
ra

nc
e

Te
rm

in
at

io
n

Le
tte

r


☐

M
ed

ic
ar

e
Ca

rd
(R

ed
,W

hi
te

a
nd

B
lu

e
Ca

rd
)

If 
yo

u 
ha

ve
 m

ed
ic

al
 b

ill
s i

n 
th

e 
la

st
 th

re
e 

m
on

th
s,

 p
ro

vi
de

 a
ll 

th
e 

fo
llo

w
in

g:

Fo
rd

et
er

m
in

at
io

n
of

e
lig

ib
ili

ty
fo

rm
ed

ic
al

e
xp

en
se

sf
ro

m
th

e
pa

st
th

re
e

m
on

th
s:


☐

P
ro

of
o

fi
nc

om
e

fo
rt

he
m

on
th

(s
)i

n
w

hi
ch

th
e

ex
pe

ns
e

w
as

in
cu

rr
ed


☐

P
ro

of
o

fr
es

id
en

cy
/h

om
e

ad
dr

es
sf

or
th

e
m

on
th

(s
)i

n
w

hi
ch

th
e

ex
pe

ns
e


w

as
in

cu
rr

ed


☐

M
ed

ic
al

b
ill

sf
or

la
st

th
re

e
m

on
th

s,
w

he
th

er
o

rn
ot

y
ou

p
ai

d
th

em

Re
so

ur
ce

s (
on

ly
 if

 y
ou

 a
re

 o
ve

r 6
5 

or
 d

is
ab

le
d 

an
d 

ha
ve

 n
o 

ch
ild

re
n 

un
de

r 2
1 

liv
in

g 
w

ith
 y

ou
):


☐

B
an

k
ac

co
un

ts
ta

te
m

en
ts

:c
he

ck
in

g,
sa

vi
ng

s,
re

tir
em

en
t(

IR
A

an
d

Ke
og

h)


☐

S
to

ck
s,

bo
nd

s,
ce

rt
ifi

ca
te

ss
ta

te
m

en
ts


☐

C
op

y
of

L
ife

In
su

ra
nc

e
po

lic
y


☐

C
op

y
of

b
ur

ia
lt

ru
st

o
rf

un
d

bu
ria

lp
lo

td
ee

d
or

fu
ne

ra
la

gr
ee

m
en

t


☐

D
ee

d
fo

rr
ea

le
st

at
e

ot
he

rt
ha

n
re

si
de

nc
e

Pr
oo

f o
f S

tu
de

nt
 S

ta
tu

s f
or

 co
lle

ge
 st

ud
en

ts
 if

 e
m

pl
oy

ed
:


☐

C
op

y
of

sc
he

du
le


☐

S
ta

te
m

en
tf

ro
m

co
lle

ge
o

ru
ni

ve
rs

ity



☐

O
th

er
co

rr
es

po
nd

en
ce

fr
om

co
lle

ge
sh

ow
in

g
st

ud
en

ts
ta

tu
s

DOH-4220-I3/15Page7



Le
ga

l F
ir

st
, M

id
dl

e,
 L

as
t N

am
e

Da
te

 o
f  

Bi
rt

h

Is
 th

is
  

pe
rs

on
  

ap
pl

yi
ng

  
fo

r h
ea

lth
  

in
su

ra
nc

e?

Is
 th

is
  

pe
rs

on
  

pr
eg

na
nt

?

Is
 th

is
  

pe
rs

on
 th

e 
 

pa
re

nt
 o

f  
an

 a
pp

ly
in

g 
ch

ild
?

W
ha

t i
s t

he
 

re
la

tio
ns

hi
p  

to
 th

e 
pe

rs
on

  
in

 B
ox

 1
?

If 
th

is
 p

er
so

n 
ha

s o
r h

ad
 

pu
bl

ic
 h

ea
lth

 co
ve

ra
ge

 
 in

 th
e 

pa
st

, c
he

ck
  

th
e 

bo
x 

th
at

 a
pp

lie
s.

So
ci

al
  

Se
cu

ri
ty

  
N

um
be

r 
(if

 y
ou

  
ha

ve
 o

ne
) 

*R
ac

e/
  

Et
hn

ic
  

Gr
ou

p

01



02Le
ga

l F
ir

st
 N

am
e

An
ot

he
r P

ho
ne

 #

St
re

et

St
re

et
Ap

t.#

Ap
t.#

Ci
ty

Ci
ty

N
am

e

St
re

et

Ci
ty

St
at

e

St
at

e

St
at

e
Zi

p 
Co

de

Zi
p 

Co
de

Zi
p 

Co
de

Co
un

ty

Ap
t.#

W
ha

t L
an

gu
ag

e 
Do

 Y
ou

:

M
id

dl
e 

In
iti

al
Le

ga
l L

as
t N

am
e

Pr
im

ar
y 

Ph
on

e 
#

H
om

e



C

el
l

W
or

k





Ot
he

r
H

om
e




C
el

l
W

or
k





Ot

he
r

Sp
ea

k?
Re

ad
?

HO
M

E 
AD

DR
ES

S 
 

of
th

e
pe

rs
on

s
ap

pl
yi

ng
fo

rh
ea

lth
in

su
ra

nc
e





Ch

ec
k

he
re

if
h

om
el

es
s

M
AI

LI
N

G 
AD

DR
ES

S 
 

of
th

e
pe

rs
on

s
ap

pl
yi

ng
fo

rh
ea

lth
in

su
ra

nc
e

if
di

ffe
re

nt
fr

om
a

bo
ve

.

OP
TI

ON
AL

:I
ft

he
re

is
a

no
th

er
p

er
so

n
yo

u
w

ou
ld

li
ke

to
re

ce
iv

e
yo

ur


M
ed

ic
ai

d
no

tic
es

,p
le

as
e

pr
ov

id
e

th
is

p
er

so
n’

s
co

nt
ac

ti
nf

or
m

at
io

n.
 

Iw
an

tt
hi

s
co

nt
ac

tp
er

so
n

to
:




Ap
pl

y
fo

ra
nd

/o
rr

en
ew

M
ed

ic
ai

d
fo

rm
e




Di
sc

us
s

m
y

M
ed

ic
ai

d
ap

pl
ic

at
io

n
or

ca
se

,i
fn

ee
de

d






Ge

tn
ot

ic
es

a
nd

co
rr

es
po

nd
en

ce


Ph
on

e 
#

Ch
ec

k 
al

l  
th

at
 a

pp
ly

H
om

e
Ce

ll
W

or
k

Ot
he

r

Y
es

N
o

Y
es

N
o

M
al

e
F

em
al

e

M
al

e
F

em
al

e

Y
es

N
o

Y
es

N
o

Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

SE
LF

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m


Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m


Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e

Th
is

P
er

so
n’

s
M

ot
he

r’s
F

ul
lM

ai
de

n
N

am
e

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

Th
is

P
er

so
n’

s
M

ot
he

r’s
F

ul
lM

ai
de

n
N

am
e

Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

/



/



/



/



Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

SE
ND

 P
RO

OF

Pl
ea

se
 m

ar
k 

on
e 

bo
x 

th
at

 
in

di
ca

te
s y

ou
r c

ur
re

nt
  

Ci
tiz

en
sh

ip
 o

r I
m

m
ig

ra
tio

n 
St

at
us

.  
N

ot
 n

ee
de

d 
fo

r 
pr

eg
na

nt
 w

om
en

SE
ND

 P
RO

OF

SE
ND

 P
RO

OF

*R
ac

e/
Et

hn
ic

 G
ro

up
 C

od
es

 (o
pt

io
na

l):
A

-A
si

an
,B

-B
la

ck
o

rA
fr

ic
an

-A
m

er
ic

an
,I

-N
at

iv
e

Am
er

ic
an

o
rA

la
sk

an
N

at
iv

e,
P

-N
at

iv
e

H
aw

ai
ia

n
or

o
th

er
P

ac
ifi

cI
sl

an
de

r,
W

-W
hi

te
,U

-U
nk

no
w

n.
P

le
as

e
al

so
te

ll
us

if
y

ou
a

re
H

is
pa

ni
co

rL
at

in
o-

H

    
    

    
    

    
    

    
    

Re
fe

r t
o 

th
e 

“D
oc

um
en

ts
 N

ee
de

d 
W

he
n 

Yo
u 

Ap
pl

y 
fo

r H
ea

lth
 In

su
ra

nc
e”

 in
 th

e 
in

st
ru

ct
io

ns
 o

n 
pa

ge
s 1

-3
, “

Do
cu

m
en

ta
tio

n 
Ch

ec
kl

is
t f

or
 H

ea
lth

 In
su

ra
nc

e”
, f

or
 a

 li
st

 o
f d

oc
um

en
ts

 th
at

 p
ro

ve
 Id

en
tit

y,
 C

iti
ze

ns
hi

p 
or

 Im
m

ig
ra

tio
n 

St
at

us
.

SE
ND

 P
RO

OF

/



/



/



/



DOH-4220-I3/15Page8

SE
C

TI
O

N
 A

   
 A

pp
lic

an
t’s

 In
fo

rm
at

io
n 

  P
le

as
e 

te
ll 

us
 w

ho
 y

ou
 a

re
 a

nd
 h

ow
 to

 co
nt

ac
t y

ou
.

If
yo

u
liv

e
in

th
e

ho
us

eh
ol

d,
s

ta
rt

w
ith

y
ou

rs
el

f.
If

yo
u

do
n

ot
,s

ta
rt

w
ith

a
ny

a
du

lts
w

ho
li

ve
in

th
e

ho
us

eh
ol

d.
L

is
tt

he
fu

ll
le

ga
ln

am
es

o
ft

he
p

er
so

ns
a

pp
ly

in
g

fo
ro

ra
lre

ad
y

re
ce

iv
in

g
M

ed
ic

ai
d

an
d 

lis
t t

he
 ID

 N
um

be
r f

ro
m

 th
ei

r B
en

efi
t C

ar
d 

or
 h

ea
lth

 p
la

n 
ID

 c
ar

d.
Y

ou
m

us
tp

ro
vi

de
in

fo
rm

at
io

n
fo

rh
ou

se
ho

ld
m

em
be

rs
in

cl
ud

in
g:

p
ar

en
ts

,s
te

p-
pa

re
nt

s,
an

d
sp

ou
se

s.
Yo

u
m

ay
p

ro
vi

de
in

fo
rm

at
io

n
fo

ro
th

er
h

ou
se

ho
ld

m
em

be
rs

(f
or

e
xa

m
pl

e,
a

d
ep

en
de

nt
ch

ild
u

nd
er

th
e

ag
e

of
2

1)
.L

is
tin

g 
ot

he
r h

ou
se

ho
ld

 m
em

be
rs

 m
ay

 a
llo

w
 u

s t
o 

gi
ve

 y
ou

 a
 h

ig
he

r 
el

ig
ib

ili
ty

 le
ve

l. 
Pr

eg
na

nt
 w

om
en

 a
nd

 ch
ild

re
n 

un
de

r 1
9 

m
ay

 b
e 

el
ig

ib
le

 fo
r h

ea
lth

 in
su

ra
nc

e 
re

ga
rd

le
ss

 o
f i

m
m

ig
ra

tio
n 

st
at

us
.

SE
C

TI
O

N
 B

   
  

H
ou

se
ho

ld
 In

fo
rm

at
io

n

A
CC

ES
S 

N
Y 

H
EA

LT
H

 C
A

RE
  M

ed
ic

ai
d

Pr
in

t c
le

ar
ly

 in
 b

lu
e 

or
 b

la
ck

 in
k.

 A
n 

in
co

m
pl

et
e 

ap
pl

ic
at

io
n 

ca
nn

ot
 b

e 
pr

oc
es

se
d 

an
d 

w
ill

 re
su

lt 
in

 a
 d

el
ay

 o
f a

 d
ec

is
io

n 
on

 y
ou

r a
pp

lic
at

io
n.



Le
ga

l F
ir

st
, M

id
dl

e,
 L

as
t N

am
e

Da
te

 o
f  

Bi
rt

h

Is
 th

is
  

pe
rs

on
  

ap
pl

yi
ng

  
fo

r h
ea

lth
  

in
su

ra
nc

e?

Is
 th

is
  

pe
rs

on
  

pr
eg

na
nt

?

Is
 th

is
  

pe
rs

on
 th

e 
 

pa
re

nt
 o

f  
an

 a
pp

ly
in

g 
ch

ild
?

W
ha

t i
s t

he
 

re
la

tio
ns

hi
p  

to
 th

e 
pe

rs
on

  
in

 B
ox

 1
?

If 
th

is
 p

er
so

n 
ha

s o
r h

ad
 

pu
bl

ic
 h

ea
lth

 co
ve

ra
ge

 
 in

 th
e 

pa
st

, c
he

ck
  

th
e 

bo
x 

th
at

 a
pp

lie
s.

So
ci

al
  

Se
cu

ri
ty

  
N

um
be

r 
(if

 y
ou

  
ha

ve
 o

ne
) 

*R
ac

e/
  

Et
hn

ic
  

Gr
ou

p

03



04 05 06 07

Y
es

N
o

M
al

e
F

em
al

e

Y
es

N
o

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m
 

Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e
Th

is
P

er
so

n’
s

M
ot

he
r’s

F
ul

lM
ai

de
n

N
am

e

Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

/



/



Th
is

P
er

so
n’

s
M

ot
he

r’s
F

ul
lM

ai
de

n
N

am
e

Y
es

N
o

M
al

e
F

em
al

e

Y
es

N
o

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m
 

Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e

Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

/



/



/



/



Th
is

P
er

so
n’

s
M

ot
he

r’s
F

ul
lM

ai
de

n
N

am
e

Y
es

N
o

M
al

e
F

em
al

e

Y
es

N
o

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m


Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e

Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

/



/



Th
is

P
er

so
n’

s
M

ot
he

r’s
F

ul
lM

ai
de

n
N

am
e

Y
es

N
o

M
al

e
F

em
al

e

Y
es

N
o

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m
 

Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e

Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

/



/



Th
is

P
er

so
n’

s
M

ot
he

r’s
F

ul
lM

ai
de

n
N

am
e

Y
es

N
o

M
al

e
F

em
al

e

Y
es

N
o

M
ed

ic
ai

d

F
am

ily
H

ea
lth

P
lu

s

ID
N

um
be

rf
ro

m


Be
ne

fit
C

ar
d/

Pl
an

C
ar

d,


if
kn

ow
n:

U
.S

.C
iti

ze
n

I
m

m
ig

ra
nt

/n
on

-c
iti

ze
n

En
te

rt
he

d
at

e
yo

u
re

ce
iv

ed


yo
ur

im
m

ig
ra

tio
n

st
at

us


__
__

__
/_

__
__

_/
__

__
__

M
on

th



Da

y





Y
ea

r

N
on

-im
m

ig
ra

nt
(V

is
a

ho
ld

er
)

N
on

e
of

th
e

ab
ov

e

Fu
ll

M
ai

de
n

N
am

e
(p

er
so

n’
s

bi
rt

h
na

m
e

be
fo

re
th

ey
w

er
e

m
ar

rie
d)

Ci
ty

o
fB

irt
h

St
at

e
of

B
irt

h
Co

un
tr

y
of

B
irt

h

/



/



Is
a

ny
on

e
in

y
ou

rh
ou

se
ho

ld
a

v
et

er
an

?
Y

es






N

o








I
fy

es
,n

am
e:



SE
ND

 P
RO

OF

Pl
ea

se
 m

ar
k 

on
e 

bo
x 

th
at

 
in

di
ca

te
s y

ou
r c

ur
re

nt
  

Ci
tiz

en
sh

ip
 o

r I
m

m
ig

ra
tio

n 
St

at
us

.  
N

ot
 n

ee
de

d 
fo

r 
pr

eg
na

nt
 w

om
en

*R
ac

e/
Et

hn
ic

 G
ro

up
 C

od
es

 (o
pt

io
na

l):
A

-A
si

an
,B

-B
la

ck
o

rA
fr

ic
an

-A
m

er
ic

an
,I

-N
at

iv
e

Am
er

ic
an

o
rA

la
sk

an
N

at
iv

e,
P

-N
at

iv
e

H
aw

ai
ia

n
or

o
th

er
P

ac
ifi

cI
sl

an
de

r,
W

-W
hi

te
,U

-U
nk

no
w

n.
P

le
as

e
al

so
te

ll
us

if
y

ou
a

re
H

is
pa

ni
co

rL
at

in
o-

H

    
    

    
    

    
    

    
    

Re
fe

r t
o 

th
e 

“D
oc

um
en

ts
 N

ee
de

d 
W

he
n 

Yo
u 

Ap
pl

y 
fo

r H
ea

lth
 In

su
ra

nc
e”

 in
 th

e 
in

st
ru

ct
io

ns
 o

n 
pa

ge
s 1

-3
, “

Do
cu

m
en

ta
tio

n 
Ch

ec
kl

is
t f

or
 H

ea
lth

 In
su

ra
nc

e”
, f

or
 a

 li
st

 o
f d

oc
um

en
ts

 th
at

 p
ro

ve
 Id

en
tit

y,
 C

iti
ze

ns
hi

p 
or

 Im
m

ig
ra

tio
n 

St
at

us
.

SE
ND

 P
RO

OF

SE
ND

 P
RO

OF

Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

/



/



Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

/



/



Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

/



/



Y
es

N
o

W
ha

ti
s

th
e


Du

e
Da

te
?

/



/



DOH-4220-I3/15Page9

SE
C

TI
O

N
 B

   
  H

ou
se

ho
ld

 In
fo

rm
at

io
n 

 (C
on

tin
ue

d 
fr

om
 p

re
vi

ou
s p

ag
e)



N
am

e 
of

 P
er

so
n

Ty
pe

 o
f I

nc
om

e/
So

ur
ce

Ho
w

 M
uc

h?
 (b

ef
or

e 
ta

xe
s)

Ho
w

 O
ft

en
? (

w
ee

kl
y,

 m
on

th
ly

)

N
am

e 
of

 P
er

so
n

Ty
pe

 o
f I

nc
om

e/
So

ur
ce

Ho
w

 M
uc

h?
 (b

ef
or

e 
ta

xe
s)

Ho
w

 O
ft

en
? (

w
ee

kl
y,

 m
on

th
ly

)

N
am

e 
of

 P
er

so
n

Ty
pe

 o
f I

nc
om

e/
So

ur
ce

Ho
w

 M
uc

h?
 (b

ef
or

e 
ta

xe
s)

Ho
w

 O
ft

en
? (

w
ee

kl
y,

 m
on

th
ly

)

N
am

e 
of

 P
er

so
n

Ty
pe

 o
f I

nc
om

e/
Em

pl
oy

er
 N

am
e

Ho
w

 M
uc

h?
 (b

ef
or

e 
ta

xe
s)

Ho
w

 O
ft

en
? (

w
ee

kl
y,

 m
on

th
ly

)

Ea
rn

in
gs

 fr
om

 W
or

k:
In

cl
ud

es
w

ag
es

,s
al

ar
ie

s,
co

m
m

is
si

on
s,

tip
s,

ov
er

tim
e,

s
el

f-e
m

pl
oy

m
en

t.
I

fy
ou

a
re

s
el

f-e
m

pl
oy

ed
ch

ec
k

he
re

:



Ch

ec
k

he
re

if
n

o
ea

rn
in

gs
fr

om
w

or
k:






Un
ea

rn
ed

 In
co

m
e:

In
cl

ud
es

S
oc

ia
lS

ec
ur

ity
B

en
efi

ts
,d

is
ab

ili
ty

p
ay

m
en

ts
,u

ne
m

pl
oy

m
en

tp
ay

m
en

ts
,i

nt
er

es
ta

nd
d

iv
id

en
ds

,v
et

er
an

s’
be

ne
fit

s,
W

or
ke

rs
’C

om
pe

ns
at

io
n,


ch

ild
s

up
po

rt
p

ay
m

en
ts

/a
lim

on
y,

re
nt

al
in

co
m

e,
p

en
si

on
,a

nn
ui

tie
s

an
d

tr
us

ti
nc

om
e.

C
he

ck
h

er
e

if
no

u
ne

ar
ne

d
in

co
m

e:




Co
nt

ri
bu

tio
ns

: M
on

ey
fr

om
re

la
tiv

es
o

rf
rie

nd
s,

ro
om

er
s

or
b

oa
rd

er
s

(in
cl

ud
e

m
on

ey
th

at
a

ny
on

e
gi

ve
s

yo
u

ea
ch

m
on

th
to

h
el

p
m

ee
tl

iv
in

g
ex

pe
ns

es
).




C
he

ck
h

er
e

if
no

co
nt

rib
ut

io
ns

:


Ot
he

r: 
Te

m
po

ra
ry

(c
as

h)
A

ss
is

ta
nc

e,
S

up
pl

em
en

ta
lS

ec
ur

ity
In

co
m

e
(S

SI
)p

ay
m

en
ts

,s
tu

de
nt

g
ra

nt
s,

or
lo

an
s.

C
he

ck
h

er
e

if
no

ne
:




Ch
ild

’s/
ad

ul
t’s

n
am

e:
H

ow
m

uc
h?

$
H

ow
O

fte
n?

(w
ee

kl
y,

ev
er

y
tw

o
w

ee
ks

,m
on

th
ly

)

Ch
ild

’s/
ad

ul
t’s

n
am

e:
H

ow
m

uc
h?

$
H

ow
O

fte
n?

(w
ee

kl
y,

ev
er

y
tw

o
w

ee
ks

,m
on

th
ly

)

Ch
ild

’s/
ad

ul
t’s

n
am

e:
H

ow
m

uc
h?

$
H

ow
O

fte
n?

(w
ee

kl
y,

ev
er

y
tw

o
w

ee
ks

,m
on

th
ly

)

2.
I

ft
he

re
is

n
o

in
co

m
e

lis
te

d
ab

ov
e,

p
le

as
e

ex
pl

ai
n

ho
w

y
ou

a
re

li
vi

ng
:

(F
or

 e
xa

m
pl

e:
 li

vi
ng

 w
it
h 

fr
ie

nd
 o

r 
re

la
ti

ve
)

1.
D

o
yo

u
or

a
ny

a
pp

ly
in

g
ad

ul
ti

n
Se

ct
io

n
B

ha
ve

n
o

in
co

m
e?


N

o


Y
es


W

ho
?

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

_

3.
H

av
e

yo
u

or
a

ny
on

e
w

ho
is

a
pp

ly
in

g
ch

an
ge

d
jo

bs
o

rs
to

pp
ed

w
or

ki
ng

in
th

e
la

st
3

m
on

th
s?


N

o
Y

es




If
ye

s:
Y

ou
rl

as
tj

ob
w

as
:D

at
e

_
__

__
_/

__
__

__
/_

__
__

_
N

am
e

of
E

m
pl

oy
er

:

4.
A

re
y

ou
o

ra
ny

on
e

w
ho

is
a

pp
ly

in
g

a
st

ud
en

ti
n

a
vo

ca
tio

na
l,

un
de

rg
ra

du
at

e,
o

rg
ra

du
at

e
pr

og
ra

m
?


N

o
Y

es




If
ye

s:











F
ul

lT
im

e











P
ar

tT
im

e








U
nd

er
gr

ad
ua

te





G
ra

du
at

e


St
ud

en
t’s

N
am

e:

5.
D

o
yo

u
ha

ve
to

p
ay

fo
rc

hi
ld

ca
re

(o
rf

or
ca

re
o

fa
d

is
ab

le
d

ad
ul

t)
in

o
rd

er
to

w
or

k
or

g
o

to
s

ch
oo

l?


N
o


Y

es

6.
If

y
ou

a
re

n
ot

e
lig

ib
le

fo
rM

ed
ic

ai
d

co
ve

ra
ge

,y
ou

m
ay

s
til

lb
e

el
ig

ib
le

fo
rt

he
F

am
ily

P
la

nn
in

g
Be

ne
fit

P
ro

gr
am

.A
re

y
ou

in
te

re
st

ed
in

re
ce

iv
in

g
co

ve
ra

ge
fo

rF
am

ily
P

la
nn

in
g

Se
rv

ic
es

o
nl

y?


N
o


Y

es


DOH-4220-I3/15Page10

SE
C

TI
O

N
 C

   
   H

ou
se

ho
ld

 In
co

m
e 

  W
ri

te
 th

e 
ty

pe
s o

f m
on

ey
 a

nd
 th

e 
am

ou
nt

 re
ce

iv
ed

 b
y 

ev
er

yo
ne

 li
st

ed
 in

 S
ec

tio
n 

B 
an

d 
SE

ND
 P

RO
OF



1.
D

oe
s

an
yo

ne
w

ho
is

a
pp

ly
in

g
ha

ve
M

ed
ic

ar
e?








N

o






Y

es






I

f y
es

, i
nc

lu
de

 a
 co

py
 o

f y
ou

r c
ar

d 
(r

ed
, w

hi
te

 a
nd

 b
lu

e 
ca

rd
), 

fo
r e

ac
h 

M
ed

ic
ar

e 
be

ne
fic

ia
ry

.  
Co

m
pl

et
e 

th
e 

re
st

 o
f t

hi
s a

pp
lic

at
io

n 
an

d 
co

m
pl

et
e 

Su
pp

le
m

en
t A

.

 2.
D

oe
sa

ny
on

e
w

ho
is

a
pp

ly
in

g
al

re
ad

y
ha

ve
o

th
er

co
m

m
er

ci
al

h
ea

lth
in

su
ra

nc
e,

in
cl

ud
in

g
lo

ng
te

rm
ca

re
in

su
ra

nc
e?




N
o


Y

es


If 
ye

s,
 y

ou
 m

us
t s

en
d 

a 
co

py
 o

f t
he

 fr
on

t a
nd

 b
ac

k 
of

  
th

e 
in

su
ra

nc
e 

ca
rd

 w
ith

 th
is

 a
pp

lic
at

io
n.


N

am
e

of
In

su
re

d
(p

rim
ar

y)
_

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
_

P
er

so
ns

C
ov

er
ed

_
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__


Co
st

o
fP

ol
ic

y
_

__
__

__
__

__
_



En
d

da
te

o
fc

ov
er

ag
e,

if
e

nd
in

g
so

on
_

__
__

_/
__

__
__

_/
__

__
__

_

N
ot

e:
If

y
ou

a
re

a
pp

ly
in

g
fo

rt
he

M
ed

ic
ar

e
Sa

vi
ng

s
Pr

og
ra

m
o

nl
y

(M
SP

),
go

to
S

ec
tio

n
G.

Y
ou

d
o

N
OT

n
ee

d
to

co
m

pl
et

e
Su

pp
le

m
en

tA
.

 3.
D

oe
s

yo
ur

cu
rr

en
tj

ob
o

ffe
rh

ea
lth

in
su

ra
nc

e?
W

e 
m

ay
 b

e 
ab

le
 to

 h
el

p 
pa

y 
fo

r i
t.

N
o


Y

es





If
ye

s,
a

“R
eq

ue
st

fo
rI

nf
or

m
at

io
n

Em
pl

oy
er

S
po

ns
or

ed
H

ea
lth

In
su

ra
nc

e”
fo

rm
w

ill
b

e
se

nt
to

y
ou

.

Yo
u 

an
d 

yo
ur

 fa
m

ily
 m

ay
 st

ill
 b

e 
el

ig
ib

le
 e

ve
n 

if 
yo

u 
ha

ve
 o

th
er

 h
ea

lth
 in

su
ra

nc
e.

 

SE
ND

 P
RO

OF

SE
ND

 P
RO

OF

SE
ND

 P
RO

OF

M
on

th





Da
y







Y
ea

r

1.
M

on
th

ly
h

ou
si

ng
p

ay
m

en
ts

uc
h 

as
 re

nt
 o

r m
or

tg
ag

e,
 in

cl
ud

in
g 

pr
op

er
ty

 ta
xe

s(
ju

st
y

ou
rs

ha
re

).
$

__
__

__
__

__
__

__
__

__
_

2.
If

y
ou

p
ay

fo
rw

at
er

s
ep

ar
at

el
y

ho
w

m
uc

h
do

y
ou

p
ay

?
$

__
__

__
__

__
__

__
__





H

ow
o

fte
n

do
y

ou
p

ay
?




e
ve

ry
m

on
th





2

ti
m

es
a

y
ea

r



q

ua
rt

er
ly

(4
ti

m
es

a
y

ea
r)





o

nc
e

a
ye

ar


3.
D

o
yo

u
re

ce
iv

e
fr

ee
h

ou
si

ng
a

s
pa

rt
o

fy
ou

rp
ay

?



N

o





Y
es

1.
A

re
y

ou
,o

ra
ny

on
e

w
ho

li
ve

s
w

ith
y

ou
,a

nd
is

a
pp

ly
in

g,
in

a
re

si
de

nt
ia

lt
re

at
m

en
tf

ac
ili

ty
o

rr
ec

ei
vi

ng
n

ur
si

ng
 h

om
e 

ca
re

in
a

h
os

pi
ta

l,
nu

rs
in

g
ho

m
e

or
o

th
er

m
ed

ic
al

in
st

itu
tio

n?


N
o


Y

es


If
ye

s,
fin

is
h

co
m

pl
et

in
g

th
is

a
pp

lic
at

io
n

AN
D

co
m

pl
et

e
Su

pp
le

m
en

tA
.

 2.
A

re
y

ou
o

ra
ny

on
e

w
ho

li
ve

s
w

ith
y

ou
b

lin
d,

d
is

ab
le

d
or

ch
ro

ni
ca

lly
il

l?


N
o


Y

es


If
ye

s,
fin

is
h

co
m

pl
et

in
g

th
is

a
pp

lic
at

io
n

AN
D

co
m

pl
et

e
Su

pp
le

m
en

tA
.

N
ot

e:
I

fy
ou

a
re

a
pp

ly
in

g
fo

rt
he

M
ed

ic
ar

e
Sa

vi
ng

s
Pr

og
ra

m
o

nl
y

(M
SP

),
go

to
S

ec
tio

n
G.

Y
ou

d
o

no
tn

ee
d

to
co

m
pl

et
e

Su
pp

le
m

en
tA

.

If 
no

 o
ne

 a
pp

ly
in

g 
is

 B
lin

d,
 D

is
ab

le
d,

 C
hr

on
ic

al
ly

 Il
l o

r i
n 

a 
N

ur
si

ng
 H

om
e 

   
   

   
   

   
   

   
pl

ea
se

 g
o 

to
 S

ec
tio

n 
G.

ST
O

P

DOH-4220-I3/15Page11

SE
C

TI
O

N
 E

   
 H

ou
si

ng
 E

xp
en

se
s

SE
C

TI
O

N
 D

   
 H

ea
lt

h 
In

su
ra

nc
e

SE
C

TI
O

N
 F

   
   B

lin
d,

 D
is

ab
le

d,
 C

hr
on

ic
al

ly
 Il

l o
r N

ur
si

ng
 H

om
e 

Ca
re

   
Th

es
e 

qu
es

tio
ns

 h
el

p 
us

 d
et

er
m

in
e 

w
hi

ch
 p

ro
gr

am
 is

 b
es

t f
or

 th
e 

ap
pl

ic
an

ts
.



1.
D

oe
s

an
yo

ne
a

pp
ly

in
g

ha
ve

p
ai

d
or

u
np

ai
d

m
ed

ic
al

o
rp

re
sc

rip
tio

n
bi

lls
fo

rt
hi

s
m

on
th

o
rt

he
th

re
e

m
on

th
s

be
fo

re
th

is
m

on
th

?
M

ed
ic

ai
d

m
ay

b
e

ab
le

to
p

ay
th

es
e

bi
lls

o
rr

ei
m

bu
rs

e
yo

u.



N

o


Y
es


If

ye
s:
  

N
am

e:
_

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__



In

w
hi

ch
m

on
th

(s
)o

ft
he

p
re

vi
ou

s
th

re
e

m
on

th
s

do
y

ou
h

av
e

m
ed

ic
al

b
ill

s?
_

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

 
of

 in
co

m
e 

fo
r a

ny
 m

on
th

 in
 th

e 
th

re
e-

m
on

th
 p

er
io

d 
fo

r w
hi

ch
 y

ou
 h

av
e 

bi
lls

. I
f y

ou
 h

av
e 

pa
id

 m
ed

ic
al

 b
ill

s f
or

 w
hi

ch
 y

ou
 a

re
 s

ee
ki

ng
 re

im
bu

rs
em

en
t, 

yo
u 

m
us

t s
en

d 
co

pi
es

 a
nd

 p
ro

of
 o

f p
ay

m
en

t.


2.
D

o
yo

u,
o

ra
ny

on
e

ap
pl

yi
ng

,h
av

e
an

y
un

pa
id

m
ed

ic
al

o
rp

re
sc

rip
tio

n
bi

lls
o

ld
er

th
an

th
e

pr
ev

io
us

th
re

e
m

on
th

s?



N

o



Ye

s

3.
H

av
e

yo
u,

o
ra

ny
on

e
w

ho
li

ve
s

w
ith

y
ou

a
nd

is
a

pp
ly

in
g,

m
ov

ed
in

to
th

is
co

un
ty

fr
om

a
no

th
er

s
ta

te
o

rN
ew

Y
or

k
St

at
e

co
un

ty
w

ith
in

th
e

pa
st

th
re

e
m

on
th

s?



N

o



Ye

s
 

If
ye

s,
w

ho
?

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

_


W
hi

ch
s

ta
te

?
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__


W
hi

ch
co

un
ty

?
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

4.
D

oe
s

an
yo

ne
w

ho
is

a
pp

ly
in

g
ha

ve
a

p
en

di
ng

la
w

su
it

du
e

to
a

n
in

ju
ry

?



N

o



Ye

s


If
ye

s,
w

ho
:

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

5.
D

oe
s

an
yo

ne
a

pp
ly

in
g

ha
ve

a
W

or
ke

rs
’C

om
pe

ns
at

io
n

ca
se

o
ra

n
in

ju
ry

,i
lln

es
s,

or
d

is
ab

ili
ty

th
at

w
as

ca
us

ed
b

y
so

m
eo

ne
e

ls
e

(th
at

co
ul

d
be

co
ve

re
d

by
in

su
ra

nc
e)

?



N

o


Y
es



If
ye

s,
w

ho
?

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
_



1.
I

s
th

e
sp

ou
se

o
rp

ar
en

to
fa

ny
on

e
ap

pl
yi

ng
d

ec
ea

se
d?


N

o


Y
es



If
ye

s,
na

m
e

of
a

pp
lic

an
tw

ith
d

ec
ea

se
d

pa
re

nt
o

rs
po

us
e

:
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

(I
fs

po
us

e
or

p
ar

en
ti

s
de

ce
as

ed
g

o
to

q
ue

st
io

n
3.

)

2.
D

oe
s

a
pa

re
nt

o
fa

ny
a

pp
ly

in
g

ch
ild

li
ve

o
ut

si
de

th
e

ho
m

e?
(I

fn
o,

s
ki

p
to

q
ue

st
io

n
3)


N

o
Y

es

SE
ND

 P
RO

OF

Ch
ild

’s 
N

am
e:

 
N

am
e 

of
 p

ar
en

t l
iv

in
g 

ou
ts

id
e 

th
e 

ho
m

e

Da
te

o
fB

irt
h

(if
k

no
w

n)
:

__
__

__
/_

__
__

_/
__

__
__

Cu
rr

en
t o

r l
as

t k
no

w
n 

ad
dr

es
s:

St
re

et
:












































C

ity
/S

ta
te

:

SS
N

(i
fk

no
w

n)
:

Ch
ild

’s 
N

am
e:

 
N

am
e 

of
 p

ar
en

t l
iv

in
g 

ou
ts

id
e 

th
e 

ho
m

e

Da
te

o
fB

irt
h

(if
k

no
w

n)
:

__
__

__
/_

__
__

_/
__

__
__

Cu
rr

en
t o

r l
as

t k
no

w
n 

ad
dr

es
s:

St
re

et
:












































C

ity
/S

ta
te

:

SS
N

(i
fk

no
w

n)
:

3.
I

s
an

yo
ne

a
pp

ly
in

g
st

ill
m

ar
rie

d
to

so
m

eo
ne

w
ho

li
ve

s
ou

ts
id

e
th

e
ho

m
e?


N

o


Y
es


If

ye
s,

na
m

e
of

p
er

so
n

ap
pl

yi
ng

w
ho

is
s

til
lm

ar
rie

d:
_

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
_

If
yo

u
fe

ar
p

hy
si

ca
lo

re
m

ot
io

na
lh

ar
m

if
y

ou
p

ro
vi

de
in

fo
rm

at
io

n
ab

ou
ta

s
po

us
e

w
ho

d
oe

s
no

tl
iv

e
in

th
e

ho
m

e,
ch

ec
k

th
is

b
ox




Le
ga

l n
am

e 
of

 sp
ou

se
 li

vi
ng

 o
ut

si
de

 o
f t

he
 h

om
e:

 
D

at
e 

of
 B

ir
th

 (i
f k

no
w

n)
:























_

__
__

_/
__

__
__

/_
__

__
_

Cu
rr

en
t o

r l
as

t k
no

w
n 

ad
dr

es
s:

St
re

et
:









































C

ity
/S

ta
te

:

SS
N

(i
fk

no
w

n)
:

If
yo

u
fe

ar
p

hy
si

ca
lo

re
m

ot
io

na
lh

ar
m

if
y

ou
p

ro
vi

de
in

fo
rm

at
io

n
ab

ou
ta

p
ar

en
tw

ho
d

oe
s

no
tl

iv
e

in
th

e
ho

m
e,

ch
ec

k
th

is
b

ox
  



DOH-4220-I3/15Page12

SE
C

TI
O

N
 G

   
 A

dd
it

io
na

l H
ea

lt
h 

Q
ue

st
io

ns

SE
C

TI
O

N
 H

  
 Pa

re
nt

 o
r S

po
us

e 
N

ot
 L

iv
in

g 
 

in
 th

e 
H

ou
se

ho
ld

 o
r D

ec
ea

se
d

Fa
m

ili
es

w
ho

a
re

a
pp

ly
in

g
fo

rt
he

ir
ch

ild
re

n
an

d
pr

eg
na

nt
w

om
en

a
re

N
OT

re
qu

ire
d

to
fi

ll
ou

tt
hi

ss
ec

tio
n.

A
ll

ot
he

rp
eo

pl
e

w
ho

a
re

a
pp

ly
in

g
an

d
ar

e
ag

e
21

o
ro

ve
r

m
us

tb
e

w
ill

in
g

to
p

ro
vi

de
in

fo
rm

at
io

n
ab

ou
ta

p
ar

en
to

fa
n

ap
pl

yi
ng

m
in

or
o

ra
sp

ou
se

li
vi

ng
o

ut
si

de
th

e
ho

m
e

to
b

e
el

ig
ib

le
fo

rh
ea

lth
in

su
ra

nc
e,

u
nl

es
st

he
re

is


go
od

ca
us

e.
C

hi
ld

re
n

m
ay

st
ill

b
e

el
ig

ib
le

e
ve

n
if

a
pa

re
nt

is
n

ot
w

ill
in

g
to

p
ro

vi
de

th
is

in
fo

rm
at

io
n.

I
fy

ou
fe

ar
p

hy
si

ca
lo

re
m

ot
io

na
lh

ar
m

a
sa

re
su

lt
of

p
ro

vi
di

ng


in
fo

rm
at

io
n

ab
ou

ta
p

ar
en

to
rs

po
us

e
no

tl
iv

in
g

in
th

e
ho

m
e,

y
ou

m
ay

b
e

ex
cu

se
d

fr
om

p
ro

vi
di

ng
th

is
in

fo
rm

at
io

n.
T

hi
si

sc
al

le
d

Go
od

 C
au

se
.Y

ou
m

ay
b

e
as

ke
d

to


sh
ow

th
at

y
ou

h
av

e
a

go
od

re
as

on
fo

ry
ou

rf
ea

rs
.



IM
PO

RT
AN

T:
 M

os
tp

eo
pl

e
w

ith
M

ed
ic

ai
d

m
us

tc
ho

os
e

a
he

al
th

p
la

n;
if

y
ou

d
on

’t
ch

oo
se

a
h

ea
lth

p
la

n
yo

u
m

ay
b

e
au

to
m

at
ic

al
ly

e
nr

ol
le

d
in

o
ne

u
nl

es
s

it
is

d
et

er
m

in
ed

y
ou

a
re

e
xe

m
pt

. 
If

yo
u

ne
ed

in
fo

rm
at

io
n

ab
ou

tw
ha

t
pl

an
s

ar
e

av
ai

la
bl

e
in

y
ou

rc
ou

nt
y,

w
ha

tp
la

ns
y

ou
rd

oc
to

ri
s

in
a

nd
if

y
ou

h
av

e
to

jo
in

,p
le

as
e

ca
ll

N
ew

 Y
or

k 
M

ed
ic

ai
d 

CH
OI

CE
a

t1
-8

00
-5

05
-5

67
8.

Y
ou

ca
n

al
so

ca
ll

or
v

is
it

yo
ur

lo
ca

lD
ep

ar
tm

en
to

fS
oc

ia
lS

er
vi

ce
s.

If
y

ou


al
re

ad
y

kn
ow

w
ha

tp
la

n
yo

u
w

an
t,

us
e

th
is

s
ec

tio
n

fo
ry

ou
rp

la
n

ch
oi

ce
.

N
OT

E:
If

y
ou

o
rf

am
ily

m
em

be
rs

a
re

fo
un

d
el

ig
ib

le
fo

rM
ed

ic
ai

d,
y

ou
w

ill
b

e
en

ro
lle

d
in

th
e

he
al

th
p

la
n

yo
u

ch
oo

se
if

it
p

ro
vi

de
s

M
ed

ic
ai

d.
If

y
ou

li
ve

in
a

co
un

ty
th

at
d

oe
s

no
tr

eq
ui

re
p

eo
pl

e
on

M
ed

ic
ai

d
to

jo
in

a
h

ea
lth

p
la

n,


yo
u

ca
n

te
ll

us
y

ou
d

o
no

tw
an

tt
o

be
in

a
h

ea
lth

p
la

n
by

ca
lli

ng
o

rw
rit

in
g

to
y

ou
rl

oc
al

D
ep

ar
tm

en
to

fS
oc

ia
lS

er
vi

ce
s

or
b

y
ch

ec
ki

ng
th

is
b

ox


If 
yo

u 
ar

e 
in

 re
ce

ip
t o

f M
ed

ic
ar

e,
   

   
   

   
   

   
   

   
sk

ip
 th

is
 s

ec
tio

n.

Le
ga

l L
as

t  
N

am
e

Le
ga

l F
ir

st
 N

am
e

Da
te

 o
f B

ir
th

So
ci

al
 S

ec
ur

ity
 #

N
am

e 
of

 H
ea

lth
 P

la
n 

 
Yo

u 
ar

e 
En

ro
lli

ng
 in

Pr
ef

er
re

d 
Do

ct
or

  
or

 H
ea

lth
 C

en
te

r (
op

tio
na

l) 
 

Ch
ec

k 
Bo

x 
if 

Yo
ur

 C
ur

re
nt

 P
ro

vi
de

r
OB

/G
YN

 (o
pt

io
na

l)















































































































































































Ia
gr

ee
to

h
av

e
th

e
in

fo
rm

at
io

n
on

th
is

a
pp

lic
at

io
n

an
d

on
th

e
an

nu
al

re
ne

w
al

s
ha

re
d

on
ly

a
m

on
g

M
ed

ic
ai

d,
th

e
he

al
th

p
la

ns
in

di
ca

te
d

in
S

ec
tio

n
I,

th
e

lo
ca

ls
oc

ia
ls

er
vi

ce
s

di
st

ric
t,

an
d

th
e

fa
ci

lit
at

ed
e

nr
ol

lm
en

t
or

ga
ni

za
tio

n
pr

ov
id

in
g

th
e

ap
pl

ic
at

io
n

as
si

st
an

ce
.I

a
ls

o
co

ns
en

tt
o

sh
ar

in
g

th
is

in
fo

rm
at

io
n

w
ith

a
ny

s
ch

oo
l-b

as
ed

h
ea

lth
ce

nt
er

th
at

p
ro

vi
de

s
se

rv
ic

es
to

th
e

ap
pl

ic
an

t(s
).

Iu
nd

er
st

an
d

th
is

in
fo

rm
at

io
n

is
b

ei
ng


sh

ar
ed

fo
rt

he
p

ur
po

se
o

fd
et

er
m

in
in

g
th

e
el

ig
ib

ili
ty

o
ft

ho
se

in
di

vi
du

al
s

ap
pl

yi
ng

fo
rM

ed
ic

ai
d,

o
rt

o
ev

al
ua

te
th

e
su

cc
es

s
of

th
es

e
pr

og
ra

m
s.

Ea
ch

a
pp

ly
in

g
ad

ul
tm

us
ts

ig
n

th
is

a
pp

lic
at

io
n

in
th

e
sp

ac
e

be
lo

w
.

I h
av

e 
re

ad
 a

nd
 u

nd
er

st
an

d 
th

e 
Te

rm
s,

 R
ig

ht
s a

nd
 R

es
po

ns
ib

ili
tie

s i
nc

lu
de

d 
in

 th
is

 a
pp

lic
at

io
n 

bo
ok

le
t o

n 
th

e 
ne

xt
 p

ag
e.

I
ce

rt
ify

u
nd

er
p

en
al

ty
o

fp
er

ju
ry

th
at

e
ve

ry
th

in
g

on
th

is
a

pp
lic

at
io

n
is

th
e

tr
ut

h
as


be

st
I

kn
ow

.

Da
te

 
Si

gn
at

ur
e 

of
 a

du
lt 

ap
pl

ic
an

t 
or

 a
ut

ho
riz

ed
 r

ep
re

se
nt

at
iv

e 
fo

r 
th

e 
ap

pl
ic

an
t 

Da
te

 
Si

gn
at

ur
e 

of
 a

du
lt 

ap
pl

ic
an

t 
or

 a
ut

ho
riz

ed
 r

ep
re

se
nt

at
iv

e 
fo

r 
th

e 
ap

pl
ic

an
t

ST
O

P

DOH-4220-I3/15Page13

SE
C

TI
O

N
 I 

   
 H

ea
lt

h 
Pl

an
 S

el
ec

ti
on

SE
C

TI
O

N
 J

   
  S

ig
na

tu
re



TERMS, RIGHTS AND RESPONSIBILITIES

Bycompletingandsigningthisapplication,Iamapplyingfor
Medicaid.Iunderstandthatthisapplication,noticesandother
supportinginformationwillbesenttotheprogram(s)forwhich
Iwanttoapply.Iagreetothereleaseofpersonalandfinancial
informationfromthisapplicationandanyotherinformationneeded
todetermineeligibilityfortheseprograms.IunderstandthatI
maybeaskedformoreinformation.Iagreetoimmediatelyreport
anychangestotheinformationonthisapplication.

• IunderstandthatImustprovidetheinformationneededto
provemyeligibilityforeachprogram.IfIhavebeenunableto
gettheinformationforMedicaid,Iwilltellthesocialservices
district.Thesocialservicesdistrictmaybeabletohelpingetting
theinformation.

• IfIamapplyingataplaceotherthanalocaldepartmentofsocial
services,andmychildrenarenotfoundeligibleforMedicaid
usingthisapplication,Icancontactthelocaldepartmentofsocial
servicestoseeifmychildrenareeligibleforMedicaidonsome
otherbasis.

• Iunderstandthatworkersfromtheprogramsforwhichfamily
membersorIhaveappliedmaychecktheinformationgivenbyme
forthisapplication.Theagenciesthatruntheseprogramswillkeep
thisinformationconfidentialaccordingto42U.S.C.1396a(a)(7)
and42CFR431.300-431.307,andanyfederalandstatelawsand
regulations.

• IunderstandthatMedicaid,willnotpaymedicalexpensesthat
insuranceoranotherpersonissupposedtopay,andthatifIam
applyingforMedicaid,Iamgivingtotheagencyallofmyrightsto
pursueandreceivemedicalsupportfromaspouseorparentsof
personsunder21yearsoldandmyrighttopursueandreceive
thirdpartypaymentsfortheentiretimeIaminreceiptofbenefits.

• Iwillfileanyclaimsforhealthoraccidentinsurancebenefitsorany
otherresourcestowhichIamentitled.IunderstandthatI
havetherighttoclaimgoodcausenottocooperateinusinghealth
insuranceifitsusecouldcauseharmtomyhealthorsafetyorto
thehealthandsafetyofsomeoneIamlegallyresponsiblefor.

• IunderstandthatmyeligibilityforMedicaidwillnotbeaffectedby
myrace,color,ornationalorigin.Ialsounderstandthatdepending
ontherequirementsoftheprogram,myage,sex,disabilityor
citizenshipstatusmaybeafactorinwhetherornotIameligible.

• IunderstandthatifmychildisonMedicaid,heorshecanget
comprehensiveprimaryandpreventivecare,includingall
necessarytreatmentthroughtheChild/TeenHealthProgram.Ican
getmoreinformationonthisprogramfromthelocaldepartment
ofsocialservices.

• Iunderstandthatanyonewhoknowinglyliesorhidesthetruthin
ordertoreceiveservicesundertheseprogramsiscommittinga
crimeandsubjecttofederalandstatepenaltiesandmayhaveto
repaytheamountofbenefitsreceivedandpaycivilpenalties.
TheNewYorkStateDepartmentofTaxandFinancehastheright
toreviewincomeinformationonthisform.

SOCIAL SECURITY NUMBER

SSNsarerequiredforallapplicants,unlessthepersonispregnant
oranon-qualifiedalien.SSNsarenotrequiredformembersofmy
householdwhoarenotapplyingforbenefitsunlessthepersonismy
spouseandmyeligibilitydependsontheamountofresourcesowned
bymyspouse.IunderstandthatthisisrequiredbyFederalLawat
42U.S.C.1320b-7(a)andbyMedicaidregulationsat42CFR435.910.
SSNsareusedinmanyways,bothwithindepartmentofsocial
services(DSS)andbetweentheDSSandfederal,state,andlocal
agencies,bothinNewYorkandotherjurisdictions.Someusesof
SSNsare:tocheckidentity,toidentifyandverifyearnedandunearned
income,toseeifnon-custodialparentscangethealthinsurance
coverageforapplicants,toseeifapplicantscangetmedicalsupport,
toseeifapplicantscangetmoneyorotherhelp,andtoverify
resourceswithfinancialinstitutionsforapplicantsandtheir
non-applyingspouse.SSNsmayalsobeusedforidentificationof
therecipientwithinandbetweencentralgovernmentalMedicaid
agenciestoinsureproperservicesaremadeavailabletotherecipient.
Also,ifIapplyforotherprogramsinthisjointapplication,those
programswillhaveaccesstomySSNandcoulduseitinthe
administrationoftheprogram.

FOR MEDICAID APPLICANTS ONLY

• ReleaseofEducationalRecords
Igivepermissiontothelocaldepartmentofsocialservicesand
NewYorkStatetoobtainanyinformationregardingtheeducational
recordsofmychild(ren),hereinnamed,necessaryforclaiming
Medicaidreimbursementsforhealth-relatededucationalservices,
andtoprovidetheappropriatefederalgovernmentagencyaccess
tothisinformationforthesolepurposeofaudit.

• EarlyInterventionProgram
IfmychildisevaluatedfororparticipatesintheNewYorkState
EarlyInterventionProgram,Igivepermissiontothelocal
departmentofsocialservicesandNewYorkStatetosharemy
child’sMedicaideligibilityinformationwithmycountyEarly
InterventionProgramforthepurposeofbillingMedicaid.

• ReimbursementofMedicalExpenses
IunderstandthatIhavearightaspartofmyMedicaidapplication,
orlater,torequestreimbursementofexpensesIpaidforcovered
medicalcare,servicesandsuppliesreceivedduringthethree
monthperiodpriortothemonthofmyapplication.Afterthe
dateofmyapplication,reimbursementofcoveredmedicalcare,
servicesandsupplieswillonlybeavailableifobtainedfrom
Medicaidenrolledproviders.

MEDICAID MANAGED CARE

IhavereadhowtofindoutwhethermycountyrequiresMedicaid
enrolleestojoinahealthplan,andhowtofindoutwhathealthplans
areavailabletomeinMedicaidmanagedcare.I/wealsounderstand
thatifI/wearefoundeligibleforMedicaidandI/weareinacounty
thatrequiresMedicaidenrolleestobeinamanagedcarehealthplan,
I/wewillbeenrolledinthehealthplanI/wechoseunlessthathealth
plandoesnotparticipateinMedicaidmanagedcare.
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IfI/weareinacountythatdoesnotrequireenrolleestobeina
Medicaidmanagedcarehealthplan,I/wewillstillbeenrolledinthe
healthplanI/wechoseunlessI/wenotifymylocalsocialservices
departmentinwriting,orI/wechecktheboxinSectionI,thatI/wedo
notwanttobeinthatplan.

IhavereadhowtofindouttherightsandbenefitsthatIwillhaveas
amemberofamanagedcarehealthplanandthebenefitlimitations
ofmanagedcaremembership.IunderstandthatinMedicaid
managedcare,ImustchooseaPrimaryCareProvider(PCP)andthatI
willhaveachoicefromatleastthreePCPsinmyhealthplan.I
understandthatonceIenrollinahealthplan,Iwillhavetousemy
PCPandotherprovidersinmyhealthplanexceptinafewspecial
circumstances.

IunderstandthatifachildisborntomewhileIamamemberofa
Medicaidmanagedcarehealthplan,mychildwillbeenrolledinthe
samehealthplanthatIamin.Iunderstandthatifachildisborn
tomewhileIamamemberofaMedicaidmanagedcare,mychildwill
beenrolledinthesamehealthplanthatIamin.

• ReleaseofMedicalInformation
Iconsenttothereleaseofanymedicalinformationaboutmeand
anymembersofmyfamilyforwhomIcangiveconsent:

 •BymyPCP,anyotherhealthcareproviderortheNewYorkState
DepartmentofHealth(NYSDOH)tomyhealthplanandany
healthcareprovidersinvolvedincaringformeormyfamily,
asreasonablynecessaryformyhealthplanormyprovidersto
carryouttreatment,payment,orhealthcareoperations.This
mayincludepharmacyandothermedicalclaimsinformation
neededtohelpmanagemycare;

 •BymyhealthplanandanyhealthcareproviderstoNYSDOHand
otherauthorizedfederal,state,andlocalagenciesforpurposes
ofadministrationoftheMedicaidprograms;and

 •Bymyhealthplantootherpersonsororganizations,as
reasonablynecessaryformyhealthplantocarryouttreatment,
payment,orhealthcareoperations.

Ialsoagreethattheinformationreleasedfortreatment,paymentand
healthcareoperationsmayincludeHIV,mentalhealthoralcoholand
substanceabuseinformationaboutmeandmembersofmyfamilyto
theextentpermittedbylaw,untilIrevokethisconsent.

IfmorethanoneadultinthefamilyisjoiningaMedicaidhealthplan,
thesignatureofeachadultapplyingisnecessaryforconsentto
releaseinformation.

TERMS, RIGHTS AND RESPONSIBILITIES

FOR OFFICE USE ONLY

To be completed by the person assisting with the application

SignatureofPersonWhoObtainedEligibilityInformation:

X

EmployedBy:(checkone)

 HealthPlan SocialServicesDistrict ProviderAgency QualifiedEntities

EmployerName:

To be used by the local Social Services District

EligibilityDeterminedBy: Date: EligibilityApprovedBy: Date:

CenterOffice: ApplicationDate: UnitID: WorkerID:

CaseName: District: CaseType: Case#:

EffectiveDate: MADispositionReasonCode:

 DenialCode Withdrawal

Proxy:

 Yes No

Registry#: Ver:
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