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Available Plans

Commonwealth Care

Commonwealth Care is a program provided by the state forhouseholds with incomes below 300%

of poverty level, and that are not offered coverage from anywhere else.

Commonwealth Care Plan Decision Tool 2012

The monthly plan costs and co-payments will vary depending on client’s income.

Family Size Annual (Yearly) Salary Before Taxes
1 person $11,172 or less Upto $16,764 Upto$22,344 Upto $27,936 Upto 533,516
2 people $15,132 or less Upto $22,704 Up to $30,264 Up to $37.836 Up to $45,396
3 people $19,092 or less Up to $28,644 Upto $38,184 Up to 547,736 Up to 557,276
4 people $23,052 or less Up to $34,584 Up to $46,104 Up to $57,636 Up to 969,156
5 people 527,012 orless Up to 540,524 Up to $54,024 Upto $67,536 Upto 581,036
6 people $30,972 orless Up to $46,464 Up to $61,944 Up to $77.436 Up to $92,916
7 people 534,932 orless Up to $52,404 Up to $69,864 Upto$87,336 Up to 5104,796

Commonwealth Care - Three Plan Types

Depending on the household income level, client may qualify for one of three plan types.

Colusr:ienpf:om Your FPL Your Plan Your monthly premium cost

Less than 100% 50

100.1% - 150% 50-528.00

150.1% - 200% $40.00 - $81.00

200.1% - 250% $78.00-5138.00

250.1% - 300% $118.00-5182.00

*Exact manthly amount will depend on yourcity/town of residence
@ land
g Heartlanc
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Commonwealth Care Plan Type 1

Copayment amouncs are the same for all health plans. Flan Type | Members: please nove changes to
Effecuve Ouoreber [, 2007

preventive services and contracepeive prescriptions benefics and copays.

Benefit

d

Crutpatient care

Frevenowe s=raoes

Oiffice: wisit oo your primary care provider [PCF)
CHfice wisit oo 3 speciliss

Radicdogy, imaping (x-rays), b work

Chutpatiert surpsry at a hospiml or ambulatory surpery cemter
Abordon

Inpatent care

Hiospral s@y, may inclede surgery, x-rays, b servces, and room and board (copay s per s@y)

Ermergency care

Emergency room wisit

Bl B [BEEBEE S

Frescription drugs

30 day supply from a pharmacy

»  (seneric drug

*  Dirug on your plan’s preferred Rst

*  Dirug not on your plan’s prefearred lis
Conmaceptve presoriptions (medicaton and devices)

FI%3.85
§3.65

BAloohod, drug abwse and menol healdth care

Churpadernt or offios vasit
Impatient care [copay is per s@y)
Hethadons mairtenanoe (dosing, counssling, scresns)

Diental Freventve and emerpency dentl services only

= Diapnostc | xams, rays), [Tevenoee [Chearungs, NUoride), xXiraciions, Smerpency m@re v,
treamment of complicaion — surpsny, anecthesia, professional visic

W |wee Eg

Vin

Ere sam every 24 morths
Fres phsoss svery 24 months

Diabetes care

CHfice wisit oo PCF or podatrist for routine foot care [may include foot orhosics)
Visit to spedalist (may ndude foot crthagos)

Rehabilitadon services

Extended inpatent care | |00 @l days per year)
*  Ina skdlled rursing faclop
*  Ina rehabiliodon hespicl or chronic disease hospitl [copay is per sty)

Physical therapy, speech or hearing therapy, pulmonary or cocupational therapy (meed plan approval for

miore than 20 wvisits)
Cardc rehabilizison
Home healch cre

Maternity and family planning

Lhmpaoernt offios wsic

Criher benefies

Ambulbance (emerpency only)
Frosthescs, oxypen and respiramory therapy squipment. other durable medical equipsment
Haspios

Maxinvam copays

Masamum amounit 3 member will nesd to pay for all presoripgons in a berefic pear *

Masdimum amount: 2 member will need to pay for services exduding presoription dnugs in 3 benefic year *

* Limited to peneyic prescrib@ion dnegs for high blood prescure. kigh cholesternd! and dicbetes
& The bepefit peor is ffom July [ 200 1 — fune 30, 2002

F

EE BBE |g |BE EEEY |EE |BEB

.
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Commonwealth Care Plan Type 2

Copayment amounts are the same for all health plans. Flan Type 2 Members: please nooe changes to

pPreventive services, contraceptive prescriptions and high cost imaging copays. Effective July I, 2011
Beenefic Copay
Dutpatient care

T Preventve serdaces 1]
Cifios vasit oo your primary care prowider ([FCF) Elo
Offios vasit oo 2 mpecialist Ela
Radiclogy. w-rays, Gb work B0
Imzaprg (MRL, CAT and PET) 30
Chutpatient surgery at a hospial or ambulatory surgeny cenper 50
Abortion £50
Inpatent care
Hospital sy, may mdude surpery, <-rays. bb services, ard reom and board (copay is per soy) £50 "
Emergency care
Emerpency room visic (mo copay § you are admitted o the hospisl) 50
Frescripdon
30 day supply from a pharmacy
= Generic drug Elo
*  Drug on your plan’s preferred lisz £20
=  Dwrug not on your plan’s prefemed list £40
Imonch supply, by mail
»  Generic drog 20
=  Drug on your plan’s preferred lisc 540
*  Dinug not on your plan’s prefermed list Y e
Contraceptive prescriptions (medication and devices) 0
Alcohol, drug abuze and men@l healdh care
CAIDEIent oF CHIDE VIS LA ]
Impagent care [copay is per sQy) g50
Mechadone maint=nance (dosing, counsefing, scresns) =0
Wision
Eye exam every 24 months Fl0
Free glasses every 34 months L7
Diabetes care
Cifios vasit oo PCF or podiarrist for rowtine foot care (may include foor orthotics) £5
Vit o specnlise [may inclsde foot orthotics) g0

Behabilitagon services

Extended inpatient care |00 ol days per year)

*  Im a skilled nursing facilicy 0

*  [n a rehabiliztion hospitl or chronic disezse hospicd (copay is per soy) g50
Fhysical therapy. speech or hearing therapy. pulmonary or ccoupatoral therapy (need plan approsal for £i0
e than 30 vises)

Cardizc refabiiiaton =
Home health cre B0
Matemity and family planning

Chipaisent office vt 2
Odher benefits

Ambulance [=merpsncy only) g0
Froschentcs, ooppen and respiratory therapy eguipment, other durable medical eguipment 0
Hiospics B0
Masdrmumn copays

Mantimum amount 3 member will nesd to pay for 2l prescriptions in a benefit year * $500
Maximum amount 2 member will nesd m pay for services sxcluding prescription drugs it a benefic year ** ¥750
* Copay waived i tronsfered [Fom onother inpobent Lt

‘4 The benefit yeor is from july [, 2001 — une 30, 2003 FT2
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Commonwealth Care Plan Type 3

Copayment amounts are the same for all health plans. Flan Type 3 Members: please nove changes
to preventve services, contraceptive prescriptions and high cost imaging copays  Effective July 1, 2001

Beenefit Copay
Churpatient care
Preventve servces 0
Cffice vasit o your primary care prowider [P 315
Office vasit o a specialist T2
Radiology. w-rays. @b work " 1
Imapirg (MR, AT and PET) 350
Chutpatient surgery at 2 hospeal or ambulatory surgeny cenisr F125
Aborton b [ ]
Inpatient care
Hospitall sy, may moude surpgsry, ©-rays. @b seriices, ard room and board (copay 15 per soy) TI50 ¢
Emergency care
Emeerpency moom visit (o copay § you are admitted to the hospicl) 100
T Frescription drugs
3 day supply from a pharmacy
= Generic drug FI250
=  Drug on your plan's preferred lisc 325
=  Drug not on your plan’s prefermed list 350
I-mondh supply, by mail
=  Generic drog 15
*  Dwug on your plan’s prefermed lisc 350
*  Dnug not on your plan’s prefermed list FI150
Coontraceptive prescriptions (medicaton and devices) " ]
BAlcohicl, -:l'l..la:_lhl.ﬂe and menal healdh care
Chutnatent or office visit IS
ImpateEnt care (copay is per sy FI50°
Mechadone maint=nance [dosing, counsefing, scresns) 0
Wision
Epe muxam every 24 months 30
Free gasses every 24 months 0
Diabetes care
Offior vasit oo PCF or podiatrist for routine foot care [may include foort orthotics) 310
Vit o specalisz (may include foot orthotics) M)
" HRehabiliaoon services
Extended mpatient cre (| 00 ol days per year)
*  |n a skilled nursing facility 0
*  |n a rehabilizton hospital or chronic disease hospital (copay s per soay) Fx50°
Fhysical therapy. speech or hearing therapy, puimonary or cocupatoral therapy (nesd plan aporosal for $20
e than 20 wises)
Cardizc refabifieztion S0
Home heslth cre 0
Matemity and family planning
Chotpatsent office wisit 0
Urther beneints
Ambulance [(smerpency onby) S0
Frostetics, coypen and resparatory therapy squipment, other durable medical sguipmens 1%
Hospios 30
T Faxamum copays
MMaotimum amowunt 2 member will need to pay for all prescriptions in 2 benefic year ** F800
Maximum amount 2 member will nead o pay for serices swcluding prescription drugs in 3 benefic year ** £1500
* Copay wared § tronsfered [fom ancther inpobent wrt
“& The benafft year is fram fuly |, 200 1— lune 300 2002 FT3
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MassHealth

The MassHealth program provides comprehensive health insurance - or help in paying for private health

insurance—to a wide range of people who meet the eligibility rules. Eligibility is based primarily on income
levels and family size

2012 MassHealth Income Standards and Federal Poverty Guidelines (Table A)

MassHealth 100% 120% 133% 135%
Family Size Income Standards Federal Poverty Level Federal Poverty Level Federal Poverty Level Federal Poverty Level
Monthly Yearly Monthly Yearly Monthly Yearly Monthly Yearly Monthly Yearly
1 $522 $6,264 $931 $11,172 | $1,117 | $13,404 | $1,239 | $14,868 | $1,257 | $15,084
2 $650 $7,800 $1,261 | $15,132 | $1,513 | $18,156 | $1,677 | $20,124 | $1,703 [ $20,436
3 $775 $9,300 $1,591 | $19,092 $2,116 | $25,392
4 $891 $10,692 | $1,921 | $23,052 $2,555 | $30,660
5 $1,016 | $12,192 | $2,251 | $27,012 $2,994 | $35,928
6 $1,141 | $13,692 | $2,581 | $30,972 $3,433 | $41,196
7 $1,266 | $15,192 | $2,911 | $34,932 $3,872 | $46,464
8 $1,383 | $16,596 | $3,241 | $38,892 $4,311 | $51,732
For each additional
person add +$133 | +$1,596 | $330 | $3,960 $439 | $5268

(see additional table that follows)

F
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2012 MassHealth Income Standards and Federal Poverty Guidelines (Table B)

150% 200% 250% 300% 400%
Family Size Federal Poverty Level Federal Poverty Level Federal Poverty Level Federal Poverty Level Federal Poverty Level
Monthly Yearly Monthly Yearly Monthly Yearly Monthly Yearly Monthly Yearly

1 $1,397 | $16,764 | $1,862 | $22,344 | $2,328 | $27,936 | $2,793 | $33,516 | $3,724 | $44,688
2 $1,892 $22,704 $2,522 $30,264 $3,153 $37,836 $3,783 $45,396 $5,044 $60,528
3 $2,387 | $28,644 | $3,182 | $38,184 | $3,978 | $47,736 | $4,773 | $57,276 | $6,364 | $76,368
4 $2,882 | $34,584 | $3,842 | $46,104 | $4,803 | $57,636 | $5,763 | $69,156 | $7,684 | $92,208
5 $3,377 $40,524 $4,502 $54,024 $5,628 $67,536 $6,753 $81,036 $9,004 |$108,048
6 $3,872 | $46,464 | $5,162 | $61,944 | $6,453 | $77,436 | $7,743 | $92,916 | $10,324 | $123,888
7 $4,367 $52,404 $5,822 $69,864 $7,278 $87,336 $8,733 | $104,796 | $11,644 | $139,728
8 $4,862 | $58,344 | $6,482 | $77,784 | $8,103 | $97,236 | $9,723 | $116,676 | $12,964 | $155,568

For each additional

person add $495 | $5940 | $660 | $7,920 | $825 | $9,900 | $990 | $11,880 | $1,320 | $15,840

— o
MassHealth Types

MassHealth Standard

In MassHealth Standard, covered services include the ones listed below. There may be some limits.

¢ inpatient hospital services

¢ outpatient services: hospitals, clinics, doctors, dentists, family planning, and vision care

¢ medical services: lab tests, X rays, therapies, pharmacy services*, eyeglasses, hearing aids, medical
equipment and supplies, adult day health, and adult foster care

¢ behavioral health (mental health and substance abuse) services

¢ well-child screenings (for children under the age of 21): including medical, vision, dental, hearing, behavioral
health (mental health and substance abuse), and developmental screens, as well as shots

¢ long-term-care services at home or in a long-term-care facility, including home-health services

e transportation services

e quit-smoking services

@
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MassHealth Standard - Additional services for children under the age of 21

Children, teens, and young adults under the age of 21 who are determined eligible for MassHealth Standard are
also eligible for Early and Periodic Screening, Diagnosis and Treatment (EPSDT) services, which include all
medically necessary services covered by Medicaid law.

MassHealth Standard — Populations served

A client may be able to get MassHealth Standard if they are:

e pregnant;

e underage 19;

e a parent living with your children under age 19%;

¢ disabled according to the standards set by federal law. This means you have a mental or physical
condition that limits or keeps you from working for at least 12 months. MassHealth decides if you meet
the disability standards; or

¢ eligible based on special income and asset rules under Section 1931 or the Social Security Act, which lets
you keep these benefits for up to 12 months after you have gone back to work or gotten a raise, no
matter how much your new earnings are. *

*These benefits are also available for parents and caretaker relatives who are aged 65 or older.

MassHealth Standard - Eligibility criteria

Income standards:

e for pregnant women: 200% of the federal poverty level

e for children under age one: 200% of the federal poverty level

e for children aged one through 18: 150% of the federal poverty level

e for parents or caretaker relatives of children under age 19: 133% of the federal poverty level
e for disabled adults: 133% of the federal poverty level

MassHealth Common Health (for disabled persons)

A client may be able to get MassHealth CommonHealth if they are:

¢ adisabled child under age 18; or
¢ adisabled person aged 18 or older who:
o works 40 hours or more a month; or
o isunder age 65 and is not working, or if working meets certain state and federal rules.

MassHealth determines if you are disabled under state and federal law. For an adult, this generally means
you have a physical or mental condition that severely limits your ability to work or to do certain activities for

) !—|Ieortlomd
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MassHealth Common Health - Eligibility

There is no income limit for MassHealth Common Health.

If monthly income before taxes and deductions is above 100% of the federal poverty level, the client may
have to pay a premium, or meet a one-time only deductible.

MassHealth Family Assistance (for children of those on Commonwealth Care)

MassHealth Family Assistance offers coverage to children, some working adults, and people who are HIV
positive who cannot get MassHealth Standard or MassHealth CommonHealth.

MassHealth Family Assistance - Populations served

If a clients has children under age 19 who live with them, MassHealth Family Assistance:

* pays part of a family's health-insurance premiums if they have or can get qualified health insurance from
their employer; or

¢ allows client to enroll their children in a health plan through MassHealth if they do not have and cannot
get other health insurance.

The monthly premium to enroll a child in a health plan is $12 per eligible child, but no more than $84 total
for a family. Note: Members of federally recognized American Indian tribes or Alaska Natives do not have to
pay premiums.

% of Federal Poverty Level (FPL) Estimated Member Share
Above 150% to 200% $12 per child (336 per family group
MAXINTNN)
Above 200% to 250% $20 per child ($60 per family group
AN
Above 250% to 300% $28 per child ($84 per family group
IAXHTIHIT)

For clients who are HIV positive and under age 65, MassHealth Family Assistance may pay part or all of their
health-insurance premium. If they have or can get group health insurance from their employer or other
source (they will have to pay a member share), and may:

¢ be provided certain medical services not covered by their health insurance; or
¢ allowed to enroll in the Primary Care Clinician (PCC) Plan if they do not have other health insurance.

@Heortlond
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MassHealth Family Assistance — Eligibility

Clients may be able to get MassHealth Family Assistance if they are:

¢ aged one through 18; or
¢ under age 65 and working and they:
o are not eligible for MassHealth Standard or MassHealth Common Health;
o work for a qualified employer who participates in the Insurance Partnership;
o have employer-sponsored health insurance that meets MassHealth standards; and
o pay part of the cost of that health insurance; or
¢ under age 65 and HIV positive and not eligible for MassHealth Standard or MassHealth Common
Health.

Their family's income before taxes and deductions can be no more than 200% of the federal poverty level.

Adult household members who are enrolled in Commonwealth Care will have their children enrolled in this
program with income up to 300% of the federal poverty level.

If the adults in the family enroll in Commonwealth Care, the premiums listed above are waived.

MassHealth Essential (out of work for more than 1 year — 100% free)

Populations served
Clients may be eligible for MassHealth Essential if they are under the age of 65 and:

e are currently not working;

¢ have not worked in more than one year or, if they have worked, they have not earned enough to
collect unemployment;

¢ are not eligible to collect unemployment benefits;

¢ have an immigration status that prevents them from getting MassHealth Standard, are long-term
unemployed, and meet MassHealth disability rules; and

¢ are not eligible for MassHealth Basic.

Note: The following people are not eligible for MassHealth Essential:

¢ acollege student who can get health insurance from his or her college or university; and
¢ aperson whose spouse works more than 100 hours a month.

MassHealth Essential - Eligibility

The family's income before taxes and deductions can be no more than 100% of the federal poverty level.

) !—|Ieortlomd
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Premium Assistance (employed - given for each child covered)

Premium Assistance is a payment on behalf of a child toward the cost of the employer-sponsored health
insurance premium. This payment is usually sent to the family. So if they are getting it taken out pre-tax it
can really help out the family in question. The amount given is usually around $170.00 per month per child.

Premium Assistance - Populations served

a) An adult whose spouse and/or children receive MassHealth benefits must enroll in a couple or
family health insurance policy, if offered; if their employer contributes at least 50 percent of the
premium cost for that coverage.

b) The family income must be under 200% of poverty level.

Insurance Partnership

(sole proprietors under 15 employees/no corps/credit for each employee enrolled)

The Insurance Partnership makes health insurance more affordable for qualified small businesses and their
employees. The Insurance Partnership is not a health-insurance plan. It is a program that can help pay for
the insurance owners offer to their employees.

Under the Insurance Partnership, small businesses that provide health insurance to their qualified
employees can have part of their costs paid for by the Commonwealth of Massachusetts.

The Insurance Partnership will pay you as much as $1000 a year for each qualified employee, including the
owner, if they meet the employee qualifications. The amount depends on the tier of coverage chosen by the
employee.

Tier of coverage Insurance Partnership pays the business:
Monthly / Annually

e Individual $33.33 / $400

e Couple $66.66 / $800

e One adult & one child $66.66 / $800
e Family $83.33/ $1,000

Insurance Partnership - How it works

The total amount of an Insurance Partnership payment depends on the number of qualified employees the
client/employer has, and the tier of coverage their employees have.

Each month, the Commonwealth pays the total amount of the Insurance Partnership payment to the

) !—|Iec1rtlomd
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Insurance Partnership — How a business qualifies

If the owner answers YES to these questions, their business may qualify for the Insurance Partnership.

¢ Do you employ no more than 50 full-time workers?

¢ Do you now, or do you later plan to offer comprehensive health insurance to your employees?
¢ Do you now, or do you later plan to pay at least 50% of the cost of that insurance?

¢ You cannot be incorporated; you must be self-employed Schedule C ?

Are they self-employed?

Self-employed individuals and couples are not eligible for Insurance Partnership employer payments. But
they may qualify for the Insurance Partnership as an employee.

Criteria for employee eligibility
Employees (full- or part-time) are eligible to participate in the Insurance Partnership if they:

e are aged 19 through 64;

¢ |ive in Massachusetts;

¢ have not been offered health insurance by you in the past six months and have not been eligible for
health insurance through their spouse’s employer in the past six months; and

¢ have a gross (pre-tax) annual family income that meets program standards.

Employee income standards

Their employee's gross family income (before taxes and other deductions) must be no more than 300% of
the federal poverty level (FPL). These amounts are adjusted annually.

The employee's share is reduced to a low monthly rate. In most cases, the monthly cost to the employee
will be as follows.

For Families Without Children

Income Covered Adult Couple
At or below 150% of the FPL No premium No premium
Greater than 150% of the FPL and at or below 200% of the FPL S27 S54
Greater than 200% of the FPL and at or below 250% of the FPL S53 $106
Greater than 250% of the FPL and at or below 300% of the FPL S80 $160

@Heqrtlond
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For Families With Children

Income Per child Maximum
At or below 150% of the FPL No premium No premium
Greater than 150% of the FPL and at or below 200% of the FPL S12 S36
Greater than 200% of the FPL and at or below 250% of the FPL $20 S60
Greater than 250% of the FPL and at or below 300% of the FPL $28 S84

Individual circumstances may vary. In some cases, the cost may be higher. For more information about the
Insurance Partnership, call 1-800-399-8285 or 1-781-830-8282.

Medical Security Plan (Federal - managed by unemployment office)

The Medical Security Plan is a federal program managed by the unemployment office. A client must be
receiving unemployment to qualify for this plan.

Premium Assistance Plan (reimbursement takes several months)

If a client has the option of continuing participation in COBRA, the former employer's plan or a health
insurance plan the client previously purchased on their own, they may receive monthly subsidies in the
form of reimbursement of their premium payments. Here's how this plan works:

¢ Client must be responsible for 100% payment of the monthly premium.

¢ Client may receive 80% of the actual premium paid, or up to $1,200 per month for a family plan and up
to $500 per month for an individual plan.

¢ Client must collect at least 10 days of unemployment insurance benefits for any month they are
requesting reimbursement.

If eligible, they will be enrolled in the Premium Assistance plan with the same type of coverage (family or
individual) they have on their existing plan. They must continue to pay their health insurance premiums
each month. The Medical Security Program will reimburse them upon receipt of a claim form with proof of
payment.

Direct Coverage Plan

If the client does not have the option of continuing a health insurance plan in which they were enrolled or if
they did not previously have health insurance prior to applying for unemployment insurance benefits, they
may be eligible to be enrolled in a Managed Care Organization (MCO) plan. The MCO plan covers office
visits and screenings, wellness visits for infants and children, hospital care, and treatment for mental health

% !-Ileortlomd
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There are some co-payments required and the client must choose a primary care physician (PCP).

They may be required to pay a weekly premium based on their family income and size. Failure to pay their
premium will result in a loss of health care coverage for the client and their family. Weekly premium cost
will range between $0 and $27 per covered individual.

Families with income less than 150% of the Federal Poverty Income Guidelines (FPIG), children 19 and
under, disabled individuals and pregnant women are exempt from premiums.

Client may apply for a premium waiver at any time. Client may request recalculation of their premium once
in any two-month period.

Network Health Extend income eligibility guidelines Rates effective 1/1/2012 — 12/31 2012
If your yearly income (before taxes) is:
Ar.|d yf)ur. equal to or between between between between
family size is: less than
1 $14.856 $14,857 - $16,756 - $22,341 - $27,926 -
$16,755 $22,340 $27,925 $44,680
) $20.123 $20,124 - $22,696 - $30,261 - $37,826 -
$22,695 $30,260 $37,825 $60,520
3 $25 390 $25,391 - $28,636 - $38,181 - $47,726 -
$28,635 $38,180 $47,725 $76,360
$30,658 - $34,576 - $46,101 - $57,626 -
4 230,657 $34,575 $46,100 $57,625 $92,200
5 $35,923 $35,924 - $40,516 - $54,021 - $67,526 -
$40,515 $54,020 $67,525 $108,040
6 $41,190 $41,191 - $46,456 - $61,941 - $77,426 -
$46,455 $61,940 $77,425 $123,880
$46,458 - $52,396 - $69,861 - $87,326 -
/ 246,457 $52,395 $69,860 $87,325 $139,720
3 $51724 $51,725 - $58,336 - $77,781 - $97,226 -
$58,335 $77,780 $97,225 $155,560
Then your plan type is: Plan Type | Plan Type lla Plan Type Ilb Plan Type llla Plan Type lllb
And your weekly
premium per covered $0.00 $0.00 $9.00 $18.00 $27.00
individual is:

@!-Ileortlond
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Benefit and co-payment summary for Plan Type |
COVERED SERVICES CO-PAYMENTS BENEFIT LIMIT
OUTPATIENT MEDICAL CARE

Abortion Services No co-payment

Community Health Center Visits
e Primary Care Provider (PCP) No co-payment
e Specialist No co-payment

Office Visits (preventive and non-

preventive services) Coverage for routine eye exams for members
e Primary Care Provider (PCP) No co-payment once every 24 months (once every 12 months
e Specialist No co-payment for diabetics) from network ophthalmologists
e Eye Care (vision care) No co-payment or optometrists. One pair of eyeglasses once

every 24 months is also covered; choose from
free frame selection, or choose any other
frame up to a maximum credit of $80.

Diabetic Specialty Care No co-payment

Outpatient Surgery
(outpatient hospital/ambulatory No co-payment
surgery centers)

Laboratory Services No co-payment

Radiology Services No co-payment Prior authorization required for some services
High-cost Imaging Services No co-payment Prior authorization required

(MRI, CT, PET)

INPATIENT MEDICAL CARE

Inpatient Medical Care Inpatient medical care covered according to
Room and Board (includes No co-payment medical necessity and subject to prior
deliveries/surgeries/radiology authorization

services/labs)

@Heqrtlond
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COVERED SERVICES

Pharmacy

Contraceptives

Emergency Care

Inpatient Mental Health and/or
Substance Abuse

Outpatient Mental Health and/or
Substance Abuse

Methadone Treatment (dosing,
counseling, labs)

Cardiac Rehabilitation

Home Health Care

Inpatient Skilled Nursing Facility
(SNF)

CO-PAYMENTS
PHARMACY

S1 generic and
select over-the-
counter drugs for
diabetes, high blood
pressure, and high
cholesterol (Tier 1)
$3.65 generic and
select over-the-
counter drugs (Tier 1)
$3.65 brand-name
drugs (Tier 2)

No co-payment

EMERGENCY CARE

No co-payment

No co-payment

No co-payment
No co-payment

REHABILITATION SERVICES

No co-payment

No co-payment

No co-payment

BENEFIT LIMIT

1-month supply

Co-payments are for first-time prescriptions
and refills.

Select over-the-counter drugs may be covered
with a prescription.

Supplies for diabetes and asthma are covered
with a prescription and don’t have a co-
payment.

MENTAL HEALTH AND/OR SUBSTANCE ABUSE

Inpatient mental health and/or substance
abuse services covered according to medical
necessity and subject to prior authorization

After 26 visits per benefit year (January 1 —
December 31), prior authorization required
No co-payments for methadone-related
services

Requires prior authorization
Requires prior authorization

Maximum of 100 calendar days total per
benefit year (January 1 — December 31) at

@Heqrtlond
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COVERED SERVICES

Inpatient Rehabilitation Hospital
or Chronic Disease Hospital

Short-term Outpatient
Rehabilitation

Physical/Occupational/Speech
Therapy

Ground Ambulance

Durable Medical Equipment (DME)

Supplies

Prosthetics

Oxygen and Respiratory Therapy

Equipment

Hospice

Orthotics

Podiatry

Vision

CO-PAYMENTS

No co-payment

No co-payment

No co-payment

OTHER BENEFITS

No co-payment

No co-payment

No co-payment

No co-payment

No co-payment

No co-payment

No co-payment

No co-payment

No co-payment

BENEFIT LIMIT

either (or at a combination of) an inpatient
skilled nursing facility or an inpatient
rehabilitation hospital; requires prior
authorization

Requires prior authorization

Requires prior authorization

Emergency transport only; nonemergency
transport covered if medically necessary and
with prior authorization

Requires prior authorization

Requires prior authorization
Requires prior authorization
Requires prior authorization

Requires prior authorization; shoe inserts for
people with diabetes only

Medically necessary non-routine foot care
covered; routine foot care services for people
with diabetes only

Coverage for routine eye exams for members
once every 24 months (once every 12 months
for diabetics) from network ophthalmologists
or optometrists. One pair of eyeglasses once

every 24 months is also covered; choose from

% !-Ileortlomd
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COVERED SERVICES

Wellness

e Preventive visits

e Contraceptives

e Family Planning

e Nutrition Counseling
¢ Prenatal Care

e Nurse Midwife

Yearly Co-payment Maximum per

Benefit Year per Member

COVERED SERVICES

Abortion Services

Community Health Center Visits
e Primary Care Provider (PCP)
e Specialist

Office Visits
e Preventive care services
(inclusive of family planning visits)
¢ Non-preventive office visits

e Primary Care Provider (PCP)

e Specialist

e Eye Care (vision care)

Diabetic Specialty Care

Outpatient Surgery
(outpatient hospital/ambulatory
surgery centers)

CO-PAYMENTS

No co-payment
No co-payment
No co-payment
No co-payment
No co-payment
No co-payment

BENEFIT LIMIT

free frame selection, or choose any other
frame up to a maximum credit of $80.

Requires prior authorization

CO-PAYMENT MAXIMUMS

Benefit and co-payment summary for Plan Type |l

CO-PAYMENTS

Pharmacy $250

BENEFIT LIMIT

OUTPATIENT MEDICAL CARE

S50 co-payment

$10 co-payment

$18 co-payment

No co-payment

$10 co-payment
$18 co-payment
$10 co-payment

$10 co-payment

S50 co-payment

Coverage for routine eye exams for members
once every 24 months (once every 12 months
for diabetics) from network ophthalmologists or
optometrists. One pair of eyeglasses once every
24 months is also covered; choose from free
frame selection, or choose any other frame up

to a maximum credit of S80.

Co-payment is for services diabetic
members get from a specialist (other than
routine services a podiatrist provides, see

Podiatry)
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COVERED SERVICES

Laboratory Services

Radiology Services

High-cost Imaging Services
(MRI, CT, PET)

Inpatient Medical Care

Room and Board (includes
deliveries/surgeries/radiology
services/labs)

Medication via Pharmacy

Medication via Mail

Contraceptives

Emergency Care

CO-PAYMENTS

No co-payment

No co-payment

$30 co-payment

BENEFIT LIMIT

Prior authorization required for some services

Prior authorization required

INPATIENT MEDICAL CARE

S50 co-payment

PHARMACY

$10 generic and
select over-the-
counter drugs (Tier 1)
$20 preferred brand-
name drugs (Tier 2)
$40 non-preferred
brand-name drugs
(Tier 3)

$20 generic and
select over-the-
counter drugs (Tier 1)
$40 preferred brand-
name drugs (Tier 2)
$120 non-preferred
brand-name drugs
(Tier 3)

No co-payment

EMERGENCY CARE

S50 co-payment

Co-payments waived if transferred from
another inpatient unit

Inpatient medical care covered according to
medical necessity and subject to prior
authorization

1-month supply

Co-payments are for first-time prescriptions and
refills.

Select over-the-counter medications may be
covered with a prescription.

Supplies for diabetes and asthma are covered
and don’t have a co-payment.

3-month supply

Co-payments are for first-time prescriptions and
refills.

Select over-the-counter medications may be
covered with a prescription.

Supplies for diabetes are covered and don’t
have a co-payment.

Co-payment waived if admitted to a hospital's
inpatient unit

@Heqrtlond
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COVERED SERVICES

Inpatient Mental Health and/or
Substance Abuse

Outpatient Mental Health and/or
Substance Abuse

Methadone Treatment (dosing,
counseling, labs)

Cardiac Rehabilitation

Home Health Care

Inpatient Skilled Nursing Facility
(SNF)

Inpatient Rehabilitation Hospital
or Chronic Disease Hospital

Short-term Outpatient
Rehabilitation

Physical/Occupational/Speech
Therapy

Ground Ambulance

Durable Medical Equipment (DME)

CO-PAYMENTS

S50 co-payment

$10 co-payment

No co-payment

BENEFIT LIMIT

MENTAL HEALTH AND/OR SUBSTANCE ABUSE

Inpatient mental health and/or substance abuse
services covered according to medical necessity
and subject to prior authorization

Co-payment waived if transferred from another
inpatient unit

After 26 visits per benefit year (January 1 —
December 31), prior authorization required
No co-payments for methadone-related services

REHABILITATION SERVICES

No co-payment

No co-payment

No co-payment

S50 co-payment

$10 co-payment

$10 co-payment

OTHER BENEFITS

No co-payment

No co-payment

Requires prior authorization

Requires prior authorization

Maximum of 100 calendar days total per benefit
year (January 1 — December 31) at either (or at
a combination of) an inpatient skilled nursing
facility or an inpatient rehabilitation hospital
Co-payment waived if transferred from another
inpatient unit

Maximum of 20 sessions (combined) of physical
therapy, occupational therapy, and speech
therapy with prior authorization; additional
sessions require medical review and prior
authorization

Emergency transport only; nonemergency
transport covered if medically necessary and
with prior authorization

Requires prior authorization

Supplies No co-payment
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COVERED SERVICES

Prosthetics

Oxygen and Respiratory Therapy
Equipment

Hospice

Orthotics

Podiatry

* People with diabetes

Vision

Wellness

e Preventive visits

e Contraceptives

e Family Planning

¢ Nutrition Counseling
¢ Prenatal Care

¢ Nurse Midwife

Yearly Co-payment Maximum per

Benefit Year per Member

CO-PAYMENTS

No co-payment

No co-payment

No co-payment

No co-payment

$18 co-payment
(non-diabetic)

$10 co-payment
(non-routine
diabetic)

S5 co-payment

$10 co-payment
(optometrist)

$18 co-payment
(ophthalmologist)

No co-payment
No co-payment
No co-payment
No co-payment
No co-payment
No co-payment

BENEFIT LIMIT

Requires prior authorization

Requires prior authorization

Requires prior authorization

Requires prior authorization; shoe inserts for
diabetics only

Medically necessary non-routine foot care
covered

Routine foot care services for diabetics only

Coverage for routine eye exams for members
once every 24 months (once every 12 months
for diabetics) from network ophthalmologists or
optometrists. One pair of eyeglasses once every
24 months is also covered; choose from free
frame selection, or choose any other frame up
to a maximum credit of S80.

Requires prior authorization

CO-PAYMENT MAXIMUMS

Pharmacy $500
All other co-payments $750

@Heqrtlond
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Benefit and co-payment summary for Plan Type lll

COVERED SERVICES CO-PAYMENTS BENEFIT LIMIT
OUTPATIENT MEDICAL CARE

Abortion Services $100 co-payment

Community Health Center Visits

e Primary Care Provider (PCP) $15 co-payment
e Specialist $22 co-payment
Office Visits Coverage for routine eye exams for members
e Preventive care services No co-payment once every 24 months (once every 12 months
(inclusive of family planning visits) for diabetics) from network ophthalmologists or
¢ Non-preventive office visits $15 co-payment optometrists. One pair of eyeglasses once every
e Primary Care Provider (PCP) $22 co-payment 24 months is also covered; choose from free
e Specialist $20 co-payment frame selection, or choose any other frame up
e Eye Care (vision care) to a maximum credit of $80.
Diabetic Specialty Care $20 co-payment Co-payment is for services diabetic members get

from a specialist (other than routine services a
podiatrist provides, see Podiatry)

Outpatient Surgery
(outpatient hospital/ambulatory $125 co-payment
surgery centers)

Laboratory Services No co-payment
Radiology Services No co-payment Prior authorization required for some services
High-cost Imaging Services S60 co-payment Prior authorization required

(MRI, CT, PET)

INPATIENT MEDICAL CARE

Inpatient Medical Care Co-payments waived if transferred from another
Room and Board (includes $250 co-payment inpatient unit

deliveries/surgeries/radiology Inpatient medical care covered according to
services/labs) medical necessity and subject to prior

authorization
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COVERED SERVICES

Medication via Pharmacy

Medication via Mail

Contraceptives

Emergency Care

Inpatient Mental Health and/or
Substance Abuse

Outpatient Mental Health and/or
Substance Abuse

Methadone Treatment (dosing,
counseling, labs)

Cardiac Rehabilitation

CO-PAYMENTS

PHARMACY

$12.50 generic and
select over-the-
counter drugs (Tier 1)
$25 preferred brand-
name drugs (Tier 2)
S50 non-preferred
brand-name drugs
(Tier 3)

$25 generic and
select over-the-
counter drugs

(Tier 1)

S50 preferred brand-
name drugs (Tier 2)
$150 non-preferred
brand-name drugs
(Tier 3)

No co-payment

EMERGENCY CARE

$100 co-payment

$250 co-payment

$15 co-payment

No co-payment

BENEFIT LIMIT

1-month supply

Co-payments are for first-time prescriptions and
refills.

Select over-the-counter medications may be
covered with a prescription.

10% of cost for diabetes and asthma supplies

3-month supply

Co-payments are for first-time prescriptions and
refills.

Select over-the-counter medications may be
covered with a prescription.

10% of cost for diabetes supplies

Co-payment waived if admitted to an inpatient
unit of a hospital

MENTAL HEALTH AND/OR SUBSTANCE ABUSE

Inpatient mental health and/or substance abuse
services covered according to medical necessity
and subject to prior authorization

Co-payment waived if transferred from another
inpatient unit

After 26 visits per benefit year (January 1 —
December 31), prior authorization required
No co-payments for methadone-related services

REHABILITATION SERVICES

No co-payment

Requires prior authorization
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COVERED SERVICES

Home Health Care

Inpatient Skilled Nursing Facility
(SNF)

Inpatient Rehabilitation Hospital
or Chronic Disease Hospital

Short-term Outpatient
Rehabilitation

Physical/Occupational/Speech
Therapy

Ground Ambulance

Durable Medical Equipment
(DME)

Supplies

Prosthetics

Oxygen and Respiratory Therapy
Equipment

CO-PAYMENTS

No co-payment

No co-payment

$250 co-payment

$20 co-payment

$20 co-payment

OTHER BENEFITS

No co-payment

10% of cost

10% of cost

10% of cost

10% of cost

BENEFIT LIMIT

Requires prior authorization

Maximum of 100 calendar days total per benefit
year (January 1 — December 31) at either (or at a
combination of) inpatient skilled nursing facility

or inpatient rehabilitation hospital

Co-payment waived if transferred from another

inpatient unit

Maximum of 20 sessions (combined) of physical
therapy, occupational therapy, and speech
therapy with prior authorization; additional
sessions require medical review and prior
authorization

Emergency transport only; nonemergency
transport covered if medically necessary and
with prior authorization

Requires prior authorization

Requires prior authorization

Requires prior authorization

Hospice No co-payment Requires prior authorization
Orthotics No co-payment Requires prior authorization; shoe inserts for
diabetics only
Podiatry $22 co-payment Medically necessary non-routine foot care
(non-diabetic) covered
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COVERED SERVICES

® People with diabetes

Vision

Wellness

e Preventive visits

e Contraceptives

e Family Planning

e Nutrition Counseling
¢ Prenatal Care

¢ Nurse Midwife

Yearly Co-payment Maximum per
Benefit Year per Member

CO-PAYMENTS

$20 co-payment
(non-routine diabetic)
$10 co-payment

$20 co-payment
(optometrist)

$22 co-payment
(ophthalmologist)

No co-payment
No co-payment
No co-payment
No co-payment
No co-payment
No co-payment

BENEFIT LIMIT

Routine foot care services for diabetics only

Coverage for routine eye exams for members
once every 24 months (once every 12 months
for diabetics) from network ophthalmologists or
optometrists. One pair of eyeglasses once every
24 months is also covered; choose from free
frame selection, or choose any other frame up
to a maximum credit of S80.

Requires prior authorization

CO-PAYMENT MAXIMUMS

Pharmacy
All other
co-payments

$800
$1,500
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Health Safety Net (within 300% of poverty level — temporary coverage)

What is the Health Safety Net?

The Health Safety Net is a fund set up to help pay for health services for certain low income uninsured
and underinsured individuals. The Health Safety Net used to be called the Uncompensated Care Pool
(UCP), or Free Care.

Where can | use the Health Safety Net?

You can use the Health Safety Net at hospitals and community health centers. However, at most
hospitals, the doctors bill separately. The Health Safety Net will pay for hospital facility charges (for
example beds, nurses, and equipment), but you may have to pay bills for the doctors and for services
like lab tests and x-rays. Be sure to check with your doctor first to see if the Health Safety Net will cover
all the services you receive, or just some.

How long will | be eligible for the Health Safety Net?

You may have Health Safety Net eligibility for up to a year, but you may receive review forms before
the year is over.

| have a letter that says | am eligible for Commonwealth Care. What happens if
| do not enroll in Commonwealth Care? Can I still get health services from the
Health Safety Net?

If you have been determined eligible for Commonwealth Care, you have 90 days of HSN eligibility

starting on your date of application to enroll in a Commonwealth Care plan. If you do not enroll within
this time period, you will no longer be eligible for HSN.

I have a deductible listed for my Health Safety Net. Where should | send that
payment?

You can pay your deductible to the hospital or community health center after you get services. The
hospital or community health center will bill you for the amount that you owe. It is very important to
keep track of your payments so that you have a record of when you reach your deductible.

| have Medicare. Am I still eligible for the Health Safety Net?

Yes, if you have Medicare, the Health Safety Net can still pay for services that Medicare does not cover,
as long as you get the care at a hospital or community health center. The Health Safety Net pays for
your services after Medicare or any other insurance you may have has already been billed.

@Heortlond
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What are the co-payments for the Health Safety Net?

Patients ages 19 and older who use the Health Safety Net have to pay co-payments for prescription
drugs. The copayment amounts are $1 for a generic drug and $3 for a brand-name drug.

Where can | fill my prescriptions with the Health Safety Net?

HSN has a limited number of CHC or hospital outpatient pharmacies in its network and each requires
that your prescription be written by a clinician who works at that affiliated facility. In most cases, you
will need to see a doctor at the hospital or community health center where the pharmacy is located in
order to have your prescription filled there. The Health Safety Net will not pay for prescriptions you get
filled at a local retail pharmacy (for example, CVS, Walgreens, etc.) unless they have a special
agreement with a neighboring Community Health Center.

| have private insurance with a high hospital deductible. Am | eligible for the
Health Safety Net?

Yes, as long as you qualify based on your income. Your provider will first bill your insurance for services.
Then your provider will bill you for any deductible required for the Health Safety Net. Only afterwards,
will the hospital be able to bill the Health Safety Net for the deductible required by your private
insurance. The Health Safety Net will pay for deductibles and coinsurance, but not for co-payments
required by private insurance plans.

I had Commonwealth Care, but did not pay my premium. Am | eligible for the
Health Safety Net?

No. Patients who fail to pay their Commonwealth Care premiums are not eligible for the Health Safety
Net. You may be able to work out a payment plan with the Connector, even after termination. Please
contact the Connector at 1-877-MA-ENROLL for more information.
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Qualification
Family Size

Who counts in the household?

Everyone potentially counts as long as they are not a child 19 years of age or older. They would count
as their own household.

What is a household?

A household is everyone living under one roof that has a connection with someone else. A couple that
has been together for years but is not married could be put together to make a household. If they
have no tax return together and they have separate addresses you may count them as separate
households. Any children that the adults living in the household have custody of are to be counted. If it
is a case of split custody like a 50/50 the children would have to go with one or the other custodial
parent.

What if a married couple is separated?

In these situations they would count as two households and we would require a letter of separation
signed by at least one party.
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Household Income

Do they work for someone?

All paychecks received in the household will be counted as income. This includes income made

from one of the children. If they receive tips from their position those would count. You will be

asking for the GROSS paycheck including tips. This means before taxes are taken out.

Co. FILE DEPT
YBd 0015

Taxable Marntal Status
Exemplions/Allowances
Federal: 1
MNJ: Table &

CLOCK VCHR NOD
DOOD4T0D43

Single

® Social Secunty Mumber. 000-00-0000

043
1

MNATIONAL TELECOMMUTING INSTITUTE
1505 COMMONWEALTH AVE
BOSTON, MA 021350000

O

Earnings rate hours this period wvear io date
Fegular 11.7500 28.51 33499
Hal 11.7500 271 3184
@ @ Gross Pay $366.83 1.970.78
Deductions  Statutory
Federal Incomea Teax -1487 95833
Social Securty Tex -22.75 12219
Medicare Tax 532 2858
hJ Stata Income Tax -493 26,69
@ N SUYSD Tex 339 1823
Other
Checking -389.03
Adjustment
® Feimbursement +7316
MNet Pay $0.00

rour federal taxable wages this penod are $366.63

Earnings Statement m
11/13/2004 @
111972004

Feriod Ending:
Py Diate:

00000000043

EDWARD EMPLOYEE
ANY ROAD
ANYTOWN, NJ 0000

You would normally just be looking at #6 in the example above, unless there are tips involved and then

those need to be included in earnings well.

Insurance offered from employer?

If a client is offered insurance from their employer then we will not be able to get them onto

Commonwealth Care. The only way to get them coverage is if they are PT and don't qualify for the

health plan at the employer. If they are a student you have to make sure they are not active at school

since the school offers a health plan.

¥
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Do they own their own business?

Self-Employed

If they are a self-employed person the income you use is their net amount from their Federal Schedule
C. If they have more than one entity you must count each separately from the other. The reason for
this is that the state doesn't use negative numbers they assign a $1.00 value when negatives are found.

Example: The issue is if a client has two self-employed companies and one he made $50K, and at the
other he made negative $20K. The balance on line 12 of the 1040 is S30K. As a single it would look like
he qualified. This is incorrect since the state gives negatives a $1.00 figure. The state would say his
actual figure was $50,001.00. This would put him well over the limit. See example Schedule C that
follows.

S-Corp, Partnership, and LLC

These 3 entities are linked to the shareholders personal tax return. So if one of these businesses has a
profit or loss when the corporate return is filled a K-1 is sent to the shareholder for their percentage of
ownership.

Example: A landscape company is a LLC and has 4 partners. Each partner has a 25% share. If the
company made $100K at the end of the year each partner would get a K-1 for $25K.

This income is reported on Federal Tax form Schedule E page 2. Each of these entities is counted
separately from one another and the same rule applies as with Self Employed. Each entity is listed on
line 28. See example of Schedule E page 2 that follows.

C-Corp

C-Corp's are not attached to the shareholders in any way. If the company makes a profit then the
company pays the tax on the profit. It in no way reflects on the shareholder of officers of the
company’s income tax return. So the officer can cut a check to themselves as an officer for whatever
they choose. Warning if a husband and wife both get checks from the same company it throws up a red
flag and the state will ask for corporate returns.

@Heortlond
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Taxable Interest & Dividends

Taxable interest & dividends (Line 8 and 9 on Federal 1040 tax form) both count towards the yearly
household income calculation.

***kE* Money Finder Moment - Don't Miss It *****
IRA Distributions, Pensions and Annuities

IRA distribution, pensions and annuities (Line 15 and 16 Federal 1040). If you are seeing money here it
is because they took a one-time distribution or a spouse is older and taking their retirement.

*¥*%xx* Another Money Finder Moment. Not as likely, but Possible *****
See Federal Form 1040 that follows.

Real Estate

Real Estate is reported on the (Federal Schedule E, page 1). The rule with real estate is that the state
combines all properties and just looks at the net of all the properties combined. You will find most
property owners don't show a profit. See Schedule E (Line 26) that follows.

Social Security

Social Security will be encountered in a couple areas. Those who are collecting due to disability and
have not received Medicare A&B yet or if a spouse who is older and collecting SS. In both situations the
income counts towards the household’s income.

Child Support & Alimony

Child support and alimony are both counted towards household income.

Unemployment

If unemployment is being received the only way to get a non-unemployment plan MSP (Medical
Security Plan) is to get a letter saying that the person collecting is not eligible for MSP. That letter along
with a copy of the weekly unemployment check would allow them to apply.

One Time Money?

Capital Gains, IRA or Annuity Distribution are all forms of one time money reaching a household. These
do not count towards the household income.
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Citizenship

Are there any citizenship requirements?

Only citizens and those with a permanent resident card are allowed to enroll in state programs.

Forms

There are a number of forms you will use daily to enroll clients in state health programs. You will find
examples of the various forms we use on the pages that follow. You will need to become very
familiar with these forms and their use.

@Heortlond
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Eligibility Review Form

Page 1 Eligibility Review Form (Fill in all household members’ information)

MassHealth  Eligibility 4 P d

Date received:

Review Form

WIVW.Mass.gov, s o {-\\“:'o

EQHHS

MassHealth will use the information on this form to review your eligibility for MassHealth, the Children’s Medical Security Plan (CMSP), Healthy
Start, Commonwealth Care, and the Health Safety Net. You do not have to be a U.S. citizen/national to get these benefits. Please print clearly.
Please answer all questions and fill out all sections that apply to you and your family. If you need more space to finish any section on this form, please
use a separate sheet of paper (include your name and social security number), and attach it to this form. See enclosed notice for other instructions and
important information.

' Head of Household

Sretdress il T

1. lastname First name

Mailing address (if different from street address or if living in & shelter) I homeless City

Does this person want benefits? || yes e Social security number* Date of birth Gender Race (optiona)
If'yes, is this person a U.S. citizen/national? [ yes[ ] no / ! CIm [JF

Ethnicity (optional) Telephone numbers (List work number only if we can call you at work.)
Home/Cell: ( ) Work: ( )

Spoken language choice Written language choice

; Otlilgr_r_Familv Members

List all other members of your family group. Do not repeat head of household information in this section.
See enclosed notice for a description of a family group.

2. | Last name First name Mi Does this person If yes, is this person a Social security number* Date of birth
want benefits? U.S. citizen/national? . /
[yes [ Ino [Cyes [Jno
Gender Race (optional) Spoken language choice Written language choice Ethnicity (optional) Relationship to head of household
CIm [CIF
3. | Last name First name Mi Does this person If yes, is this person a Social security number* Date of birth
want benefits? U.S. citizen/national? Y.
D yes [:] no |:| yes no
Gender Race (optional) Spoken language choice Written language choice Ethnicity (optional) Relationship to head of household
M
4. | Last name First name MI Does this person If yes, is this person a Social security number* Date of birth
want benefits? U.S. citizen/national? /
DYES D no I:f yes no
Gender Race (optional) Spoken language choice Written language choice Ethnicity (optional) Relationship to head of household
COm OJF
5. | Last name First name M Does this person If yes, is this person a Social security number* Date of birth
) want bengfits? US. citizfpfiationaf? i,
yes [1no ves [ Jno
%der O Race (optional) Spoken language choice Written language choice Ethnicity (optional) Relationship to head of household
M F

‘Pregnancy

Are you or any family member pregnant? . . . .. ... e e [Jyes
Are you or this person pregnant with Due date
[C]1 baby? [“Jtwins? [_Jtriplets? If more, how many?. {

CIno

American Indian/Alaska Native ;

Family members under the age of 19 who are Alaska Natives or members of a federally recognized American Indian tribe who get MassHealth Family
Assistance may not have to pay any premiums for this coverage.
Are you or any family member who is under the age of 19 an Alaska Native or a member of a federally recognized American Indian tribe? [Jyes [Jno

If yes, names:

*Required, if one has been issued and this person is applying for or getting MassHealth or Commanwealth Care, except for MassHealth Limited, CMSP. Healthy Start, or the Health Safety Net.
&3 ERV-5(Rev.01/11) 1
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Page 2 Eligibility Review Form (This is where you report job information)

General instructions for filling out the Working Income, Nonworking Income, AND College Student sections
Each family member who has income and/or is aged 19 or older must fill out all sections on this page and the next page (page 3). ‘

1. | Name

- |s this person currently working or seasonally employed? (You must answer this question.) . . . . . . ... .. ...... ... O yes Clno
If yes, fill out the Employer Information section below.

If no, answer the next two questions below. You do not have to fill out the “Employer Information” section below.

B Has this person worked in the last 12 months before the date of thisreview? . . . . . . ... ... ... ... .. ... ... Clyes o
If yes, how much did this person earn in the last 12 months before taxes and deductions? Nete: If you answered “yes” to this question,

you MUST enter a dollar amount on this line.  $
If no, go to the next sectlon (Nonworking Income).

A s o o i

“Employer Inform

Employer name, address, and telephone number Type of work (Check all that apply.) For office use only
; (indicate weekly, biweekly,
Clul-tine (] day lbor semimonthly, or monthly)
[Dpart-time [ seasonal yearly wage: $ 5
[ self-employed [ shetered workshop yearly wage: § s
Number of hours per week Weekly pay before deductions Date began getting this amount of pay HID | Hrs,
/ / Hrs.
Is health insurance offered that would cover doctors’ visits and hospitalizations?. . . . . . . . ... .. ... .. .. (] yes Cno
(Answer yes even if you cannot get it now, chose not to sign up for it, or dropped insurance that was available.)
If you answered mo to the above question, was health insurance offered in the last sixmonths?. . . . . . ... ... ....... O yes Clno
[< Send proof of income, like a copy of two recent pay stubs. If self-employed, see the MassHealth Member Booklet for information about the needed proof.
2. | Name
r Is this person currently working or seasonally employed? (You must answer this question.) . . . . . ... ............ ] yes [CJno
If yes, fill out the Employer Information section below.

If no, answer the next two questions below. You do not have to fill out the “Employer Information” section below.

P> Has this person worked in the last 12 months before the date of application? . . . . .. . .. .. . Cyes (o
If yes, how much did this person earn in the last 12 months before taxes and deductions? Note: If you answered “yes” to this question,

you MUST enter a dollar amount on this line.  §$
If no, go to the next sectlon (Nonworkmg Jncome)

Employer name, éddress a‘nd 1eieﬁhune number ' Type of work (Check all that apply.) For office use only

; (indicate weekly, biweekly,
D l-time (] day labor semimonthly, or monthly)
[Jpart-time [ seasanal yearly wage: $ s
[ self-employed [ sheltered workshop yearly wage: § 5
Number of hours per week Weekly pay before deductions Date began getting this amount of pay HID | Hrs,
/ / Hrs.
Is health insurance offered that would cover doctors' visits and hospitalizations?. . . . . . . . . . .. . ... oL ] yes (Jno
(Answer yes even if you cannot get it now, chose not to sign up for it, or dropped insurance that was available.)
If you answered no to the above question, was health insurance offered in the last six months?. . . . .. .............. O yes Clno

Send proof of income, like a copy of two recent pay stubs. If self-employed, see the MassHealth Member Booklet for information about the needed proof.

2
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Page 3 Eligibility Review Form (Rental income and all other income is reported here)

Rental Income -3
Do you or any family member get rental income? (You must answer thisquestion.) . . . . . . ... ... ............. (yes [no
If yes, enter the monthly amount of rental income (before taxes and deductions) on this line. $
Name of person getting rental income
If no, go to the next section (Unemployment Benefits).
Send proof of rental income.
Unemployment Benefits 5
L Are you or any family member getting an unemployment check? (You must answer this question.) . . . . . . ... .. ... ... O yes o
If yes, fill out this section and answer all questions. If no, go to the next section (Other Nonworking Income).
[») Send proof of unemployment benefits.
Name of person getting unemployment benefits
P Is this check from the Commonwealth of Massachusetts? . . . . . . . . .. oot i et e e e Clyes Clno cC
If yes, in the 12 months before this person became unemployed, did this person work for an employer in Massachusetts? . . . . | O yes Clno cC
(Do not include federal employers, such as the U.S. Postal Service.)
Note: You must enter the monthly amount of unemployment benefits (before taxes and deductions) on this line.  $
Other Nonworking Income H

Do you or any family member have any other income? (You must answer this question.) . . . . ... ... ... ......... | yes [Ino

If yes, fill out this section.

If no, go to the next section (College Student).
Please describe the source of the income (where it comes from) for each family member. If anyone has more than one source, list on separate lines.
[+ Send proof. Some types of other income are: (You do not have to send proof of social security or SSI income.)

- alimony - dividends or interest - social security - veterans’ benefits (federal, state, or city)
- annuities * pensions - SSI - workers' compensation
- child support - retirement - trusts * other (Please describe below.)
Name Type of income Source Monthly amount before taxes For office
(all that apply from list above) (where the income comes from) use only
$
]
§
U 2y ¢ 1] U 1 = 1
Are you or any family member a college student? (You must answer this question.) . . . . . . ... ... ... ..., .. .... Clyes Tlno

If yes, fill out this section and answer all questions.
If no, go to the next section (Health Insurance You Have Now and Subsidized Health Insurance You May Be Eligible For).

Name
Is this person eligible for health insurance from college?. . . . . . . . . . . . . . . . Clyes Clno
Is this person a college student at a school in Massachusetts with at least 75% of a full-time schedule? . . . . . .. ... ... .. Clyes Clno cC

(Note: If you are not sure this person has 75% of a full-time schedule, contact the school to find out if the number of credits the student is taking
would require the student to get the health insurance the school offers to students.)

If yes, is this student planning to get health-insurance coverage from the school, but is waiting for the coverage to start? . . . . | O yes Clno
If yes, what is the date that the school health-insurance coverage starts? / /

Health msurance You Have Now and Subsidized Health Insurance You Mav__ne Eligi_blt_z_ For

Even if you or any family member have other health insurance, MassHealth may be able to help you pay your premiums. Health insurance can be from
an employer, an absent parent, a union, a school, Medicare, or Medicare supplemental insurance, like Medex. All applicants must fill out the health
insurance section. Do not include MassHealth or any health plan you enrolled in through Commonwealth Care when answering-the questions below.

CC
CC

Do you or any family member get Medicare benefits? . . . . . . . o .ot it e e Clyes Clno
If yes, name(s): Claim number(s):
Do you or any family member have health insurance other than Medicare?. . . . . . . . .. .. . .. ... ... ... . ... .. [Clyes [lno

If yes, fill out both Part A and Part B on page 4.
If no, fill out only Part B on page 4.

3 Please go to the next page. >
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Page 4 Eligibility Review Form (This will only be used for Premium Assistance)

Part A: Health Insurance You Have Now

Policyholder name. Date of birth Sacial security number* Insurance company name
!

Names of covered family members Policy type (Check one.) Policy start date Policy number

(] individual / /

[ couple (two adults) : 3

(] dual (one adul, one chil) Group number (if known) Employer or union name

[ family

Policyholder contribution to premium costs (Complete one.)

S operweek S__ perquater $______ permonth
Insurance caverage (Check all that apply.) Insurance type (Check one.)
[ doctors' visits and hospitalizations [ ] catastraphic only. ] employer.or union subsidized {employer or union pays some or all o the insurance cost) [ JTRICARE
[]vision only [ pharmacy only [Jrishing Partnership Health Plan [ student heaith insurance through school
[ dental only [ other federal or state subsidized (gavernment pays some or all of the insurance cost) [ Medical Security Program

[ nonsubsidized, like self-employment or COBRA (policyholder pays total insurance cost)

=] If you have long-term-care insurance, send a copy of the policy.

Part B: Subsidized Health Insurance You May Be Eligible For g
P> Are you or any family member who is aged 19 or older currently earning 50% or more of the famllys total income from
working in the commercial fishing industry? . . . . . . . . . L L e Clyes Clno
If yes, name(s):
L Are you or any family member in one of the uniformed Services? . . . . . ... ... .. Cyes Clno
If yes, fill out the section below.
(The uniformed services are the Army, Navy, Air Force, Marine Corps, Coast Guard, Public Health Services, National Oceanic and Atmospheric
Administration, and the National Guard or Reserves.)
Name: Name:
Active Duty? [Jyes [lno  Retiree? Oyes [Clno Active Duty? (Iyes ([l no Retiree? Clyes Tlno
Reseves? [lyes [Jno  Medal of Honor? [lyes [Ino Reseves? [Jyes [lno Medal of Honor? [lyes [Ino

I-lW Information (optional)

MassHealth may give benefits to people who are HIV positive who might not otherwise be eligible.

Do you or any family member who is HIV positive want to apply for these benefits? . . . . . ... ... ... ... ... ..... [CJyes [Ino
If yes, fill out this section. If no, go to the next section (injury, lilness, or Disability).

=] Send proof of income, U.S. citizenship/national status and identity, or qualified alien status to see if you can get benefits for up to 60 days while we

wait for you to send us proof of your HIV-positive status. For more information, see the MassHealth Member Booklet.

Name(s):

jury, lliness, or Disability
Do you or any family member have an injury, illness, or disability (including a disabling mental-health condition)?

(Iflegally DHNd, answeryes.) . s s wawus aeman smmen w55 el @S e e T e T RS SR S S [CJyes [Jno
If yes, fill out this section. If no, go to the next section (Accident or Injury).
Name ? : " For office use only
Supp to DES Dis type
Does this person have an injury, illness, or disability (including a disabling mental-health condition)
that has lasted or is expected to last for at least 12 months? ........... Clyes Clno
Does this person get money from Social Security for a disability? .. ... ... Clyes Clno
Has this person ever gotten Supplemental Security Income (SSI)? ....... | yes o
Is this person legally blind? ... .........ccoouverunirrrieennnns O yes CIno
If yes, send a copy of the Certificate of Blindness.

* Required, if obtainable and one has been issued, whether or not this person is applying for or getting benefits.
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Accident or Injury

Absent Parent _

Page 5 Eligibility Review Form (This is used for single parent family households)

Do you or any family member need health care because of an accident orinjury? . . . ... ... .. .. oL O yes [1no
If yes, you must answer all three questions in this section.
If no, go to the next section (Absent Parent).

HEALTH CONSULTANT

Name Foroffice use only

that someone else might be responsiblefor? . . . .. .. ... . L L (Cyes [Jno
Do you or any family member have an injury, iliness, or disability that was caused by someone
else, or that could be covered by someone else’s insurance or the family member’s own

[ Are you or any family member getting or applying for benefits because of an accident or injury

insurance, other than health insurance (like homeowner's or auto insurance)? . . . . ... . ... ... [lyes [Ino
Has a lawsuit, a workers’ compensation claim, or an insurance claim for an accident or
injury been filed for you or any family member who is getting or applying for benefits? . . . . . ... .. Clyes [Ino

Has any child in the household been adopted by a single parent or has a parent who is deceased or unknown?. . . . .. ... ... [[Iyes [Ino
Does any child in the family have a parent who does not live with you who is not included in the previous question? . . . .. .. .. [Cyes [no
If no, go to the next section (U.S. Citizenship/National Status and Immigration Status).

PART A—Cooperation

To get MassHealth for you and a child who is living with you, you must cooperate with the Child Support Enforcement Division of the
Massachusetts Department of Revenue (DOR) to establish paternity and enforce a medical-support order, unless you have Good Cause not to cooperate.
You must also assign your rights for medical support to MassHealth. Cooperation means that you may have to give information about the identity,
location, and employment of the absent parent, appear for appointments with DOR staff and the Court, submit to paternity testing, give information, and
take any other action necessary to help DOR in establishing paternity, and establishing, changing, or enforcing a child medical-support order. “Good
Cause” is a legal term that means if you cooperated by giving us information about the absent parent, it would not be in the best interests of the child for
any of the reasons listed in Part C—Good Cause—on the next page. If you think that you have Good Cause for not cooperating, fill out Part C—Good
Cause—below, and do not fill out Part D—Absent-Parent Information—on the next page.

If you do not want to make a Good Cause claim, and you do not cooperate by filling out Part D—Absent-Parent Information—on the next page, your
MassHealth eligibility could be affected.

To get MassHealth only for the child who is living with you and not for yourself, you do not have to cooperate with DOR, assign your rights for
medical support to MassHealth, or give information about the absent parent. Also, if a pregnant family member is applying for benefits for an unborn
child, you do not need to give us information about the absent parent of the unborn child at this time. This means that you do not have to fill out Part B,
C, D, or E of this supplement for that unborn child. Please read the next paragraph about child-support-enforcement services.

Even if you are applying for or getting MassHealth only for the child who is living with you, you can ask for child-support-enforcement services if you
want help getting the absent parent to pay for health insurance or child support for the child. To do this, you can call DOR at 1-800-332-2733, or go to
www.mass.gov/dor and click on “Child Support.” The child’s MassHealth coverage will not be affected if you choose to ask for these services or not. If
you ask for these services, you will have to cooperate with DOR.

PART B—Names of children who have been adopted by a single parent or have a parent who is deceased or unknown

Please list the name(s) of the child or children who have been adopted by a single parent or have a parent who is deceased or unknown.

Name Name

Name Name

If all of the children in the household are named in this section, go to Part E. Otherwise, go to Part C.

5
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Page 6 Eligibility Review Form (Used to gather what info you can on absent parent. *Custodial parent signs)

Absent Parent (cont.) 2
PART C—Good Cause

P s there any reason (Good Cause) not to help us get medical support from an absent parent? . . . ... .. ............ [CJyes [Ino

If yes, list the name(s) of the child or children whose absent parent(s) you do not want to give us information about, and check one of the boxes below

for the reason that applies to the child or children.
If no, fill out Part D—Absent-Parent Information—on the next page.

Name(s): Name(s):
[ Cooperation could result in serious physical or emotional harm to ] Cooperation could result in serious physical or emotional harm to
a family member or his or her child, or the applicant or member. a family member or his or her child, or the applicant or member.
] Adoption of the child is in process. O Adoption of the child is in process.
[ The child was a result of sexual abuse or assault. [ The child was a result of sexual abuse or assault.
PART D—Absent-Parent Information (if known)
1. | Name Social security number* Date of birth Gender
/ / [L;
Address Telephone number
( )
- Isthere a medical-SUPPOTt OFAEI? . . . . . o o v o i e e e e e e e e e e [Jyes [[Ino
Relationship to child: [_]mother [father [Jother: ______ Driver's license number:*
Names of children of this absent parent:
Name and address of absent-parent’s employer:
*Required, if obtainable and ane has been issued.
2. | Neme Social security number® Date of birth Gender
/ / CIm [CF
Address Telephone number
( )
- Isthere a medical-SUPPOrt OFdEI? . . . . . . . . o o e e e e e e e e e e e e [Cyes [Ino

Relationship to child: [_]mother []father [ Jother: ____ Drivers license number:*
Names of children of this absent parent:
Name and address of absent-parent’s employer:

*Required, if obtainable and one has been issued.

PART E—Signature for Absent Parent section

| am the parent whom the child lives with (custodial parent) or legal guardian, and | understand that by signing below | assign my rights and
give permission to MassHealth and DOR to go after medical support from the absent parent of any child under age 19 who is living with me and
applying for or getting MassHealth. | also agree to cooperate with MassHealth and DOR in this process, as explained in Part A—Cooperation—on
page 5. | certify under penalty of perjury that the information in this section is correct and complete to the best of my knowledge.

**Signature of custodial parent or legal guardian: Date:
**Required, only if you are applying for or getting MassHealth for yourself and the child who is living with you.

U.S. Citizenship/National Status and Immigration Status

The U.S. citizenship/national status of parents does not affect the eligibility of their children.

U.S. citizens ; - : ;
For applicants or members born in Massachusetts who want help getting proof of their U.S. citizenship, please fill out the section on the next page for
the family member who is applying for or getting benefits, was born in Massachusetts, and wants help getting proof of his or her U.S. citizenship
through the Massachusetts Registry of Vital Records and Statistics.

Note: When filling out the sections below, be sure to print each family member's name as it would appear on his or her birth certificate.

For applicants or members born outside Massachusetts who want help getting proof of their U.S. citizenship, MassHealth may be able to help you.

Please call MassHealth Customer Service at 1-800-841-2900 (TTY: 1-800-497-4648 for people with partial or total hearing loss).

6 Please g0 to the next page. B>
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Page 7 Eligibility Review Form (Only needed if a permanent resident)

U.S. Citizenship/National Status and Immigration Status (cont.)

Applicant’s/Member's current last name First M Suffix (ex., “Jr")

Applicant's/Member's last name at time of birth (if different) First MI Suffix (ex., “Ii")

Date of birth Gender at time of birth (if different) | Massachusetts hospital name Massachusetts city of birth

Maother's/Coparent's last name (at time of applicant's/member’s birth) First Mi Mother's maiden name

Father's/Coparent's last name (at time of applicant’s/member’s birth) First 1] Suffix (ex., “Jr")

‘Persons who are not U.S. citizens/nationals : £
F If you or any family member applying for or getting MassHealth or Commonwealth Care answers no to all three of the following questions and fits any of

the immigration status codes listed below, numbered 1 through 17, you must fill out the chart below.

List a/l immigration statuses that have applied to each person since that person entered the U.S.
Send copies of both sides of all immigration cards (or other documents that show immigration status).
See the MassHealth Member Booklet for a more complete description of immigration statuses.

P> 1.Are you or any family member on active duty, or a veteran of the United States Armed Forces with an honorable discharge,
or did you or any family member serve under U.S. command during World War Il orinVietnam?. . . . . . . . . . . oo v ... O yes CIno

If yes, you may stop here, but list applicable family members.

Names:

If no, go to the next question.

P> 2.Are you or any family member the spouse, widow or widower, or dependent of a person on active duty or a veteran described above?. [ Jyes [Ino
If yes, you may stop here, but list applicable family members,

Names:

If no, go to the next question.

P> 3.Are you or any family member a victim of domestic abuse and no longer living with the abuser? . . . . . . . .. .. ... .... Clyes [Tno
If yes, you may stop here, but list applicable family members.

Names:

If no, you must fill out the rest of this page.
P> Use these codes to describe your immigration status in the chart below.

4. Amerasian admitted pursuant to 9. Legal permanent resident 14. Person residing under color of law (PRUCOL),  15. Victim of severe forms
Section 584 of Public Law 100-202  10. Native American with at least 50% including temporary protected status and of trafficking

5. Granted asylum American Indian blood born in Canada applicant for asylum (See the MassHealth 16. Iragi Special Immigrant
6. Conditional entrant 11. Granted parole Member Booklet for more information.) 17. Afghan Special Immigrant
7. Cuban/Haitian entrant 12. Refugee
8. Deportation withheld 13. Person with a visitor visa/other

Status codes (List all that apply.) Date status awarded U.S. entry For office

Name
2 b c d a b ¢ d date use only

P~ If you or any other family member applying for or getting benefits does not fit any of the immigration status codes listed above, numbered 1 through 17,
you or that family member may get only one or more of the following: MassHealth Limited, Healthy Start, CMSP, or the Health Safety Net.

Note: Family members who want to get only one or more of the following: MassHealth Limited, CMSP, Healthy Start, or the Health Safety Net, do not have
to give us a social security number. We will not match their names with any other agency including the Department of Homeland Security (DHS). You do
not need to send proof of their immigration status. But you must list their names below. MassHealth Limited pays for emergency services only. See the
MassHealth Member Booklet for more information.

P> List below the names of family members who want to get only one or more of the following: MassHealth Limited, Healthy Start, CMSP, or the Health
Safety Net.

Names For office use only Names For office use only

7 Vau misct raad nado R rarafill and cinn and dato it B
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Page 8 Eligibility Review Form (***Signature page. If two adults in household, BOTH must sign.)

Please read this page carefully, then sign and date the bottom of the page.

This form will be used to review your eligibility for MassHealth, the Children’s Medical Security Plan (CMSP),
Healthy Start, Commonwealth Care, and the Health Safety Net.

| give permission for my current and former employers and health insurers to release to MassHealth, the Commonwealth Health Insurance Connector
Authority (“the Health Connector”), and the Division of Health Care Finance and Policy any and all information they have about my health-insurance
coverage and health-insurance coverage for members of my family group. This includes, but is not limited to, information about policies, premiums,
coinsurance, deductibles, and covered benefits that are, may be, or should have been available to me or members of my family group.

1 understand that MassHealth may enroll me in available employer-sponsored health insurance if that insurance meets the criteria for MassHealth
payment of premium assistance.

1 and my spouse understand that our employers may be notified and billed, in accordance with the regulations of the Division of Health Care Finance and
Policy, with regard to any services I and my spouse and any of our dependents may get from hospitals or community health centers that are paid for by the
Health Safety Net.

If 1 or any members of my family are found to be eligible for assistance through MassHealth, the Health Connector, or the Division of Health Care Finance
and Policy, I give permission to MassHealth, the Health Connector (Commonwealth Care), or the Division of Health Care Finance and Policy (the Health
Safety Net) to get any records or data: (1) to prove any information given on this review form, or other information I give while I am a member; (2) to
document medical services claimed or provided; and (3) to support continued eligibility.

I understand that if I am aged 55 or older, MassHealth may be able to get back money from my estate after I die. Under current practice, this does not
apply to Commonwealth Care,

I understand that if 1 or any members of my family are in an accident, or we are injured in some other way, and get money from a third party because of
that accident or injury, we will need to use that money to repay: (1) MassHealth (for MassHealth, CMSP, and Healthy Start) or the Health Connector or my
current health insurer (for Commonwealth Care) for certain medical services provided (For MassHealth, these certain medical services are explained in
the MassHealth Member Booklet. For Commonwealth Care, these certain medical services must have been provided to me by my health insurer.); or (2)
the Division of Health Care Finance and Policy for medical services reimbursed for me and any family members by the Health Safety Net. I also understand
that I must tell MassHealth (for MassHealth, CMSP, and Healthy Start), my health insurer (for Commonwealth Care), or the Division of Health Care
Finance and Policy (for the Health Safety Net) in writing, within 10 calendar days, or as soon as possible, if I file any insurance claim or lawsuit because of
an accident or injury to me or any family members applying for or getting benefits.

1 understand that if T or any members of my family are eligible for MassHealth, CMSP, Healthy Start, Commonwealth Care, or the Health Safety Net, I must
tell MassHealth of any changes in my or my family's income or employment, family size, health-insurance coverage, health-insurance premiums, and
immigration status, or of changes in any other information I gave on this review form within 10 calendar days of learning of the change.

I also understand that by signing below, I give permission to MassHealth to go after and collect third-party payments for medical care and medical support
from the parent of any child under age 19 who is getting or applying for benefits.

If I or any members of my family are eligible for MassHealth or CMSP, I understand that I may have to pay a premium set by MassHealth. I also
understand that if I fail to pay the premium, MassHealth may refer my past due balance to the State Intercept Program (SIP). If I am 2 certain American
Indian or Alaska Native eligible for MassHealth Family Assistance, | may not have to pay any premiums under MassHealth Family Assistance. If [ or any
members of my family are eligible for Commonwealth Care, I understand that [ may have to pay a premium set by the Health Connector.

I certify that I have read or had read to me the information on this review form, including the enclosed information about filling out the form, and the
information in the MassHealth Member Booklet, and that T understand my rights and responsibilities. I further certify under the penalty of perjury that the
information on this review form is correct and complete to the best of my knowledge.

If you are acting on behalf of someone in filling out this review form, the enclosed MassHealth Eligibility Representative Designation Form must also
be filled out and sent back with this review form. Your signature on this review form as an eligibility representative certifies that the information on this
review form is correct and complete to the best of your knowledge.

If you think MassHealth’s decision about whether you are eligible is wrong, vou have the right to appeal or file a grievance. If you are denied benefits or
your benefits are stopped, you will get information about how to appeal a MassHealth decision and also how to file a grievance about any Health Safety
Net decision.

The head of household, all persons aged 18 or older, and all parents of any age who have children living with them who are
getting or want to get MassHealth, CMSP, Healthy Start, Commonwealth Care, or the Health Safety Net, must read this page
carefully, and sign and date below. If you are signing below as an eligibility representative, a filled-out MassHealth Eligibility
Representative Designation Form must also be submitted, or already be on file with MassHealth.

X
Signature of member/applicant or eligibility representative Date
X
Signature of member/applicant or eligibility representative Date
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Income Verification

You will need one paystub from any job held, lower the better. If they have any income other than paystub
you will need the current year Federal tax return. If the current year Federal tax return puts them over the
income guideline, but during the current year their income has dropped a YTD profit and loss may be
completed and it will trump the last year’s tax return. Alimony requires a copy of the court order. Child
support requires proof in the form of a letter and a canceled check or court order. Pensions, Social
Security, Annuities and Unemployment will require statements showing the monthly amount being
received.

Citizenship and Identity

Citizenship and identity can be proven two ways.
1. Passport

2. Birth Certificate and Driver’s License

(Note: children will need a student id if over 14 with no license)

@Heortlond
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Bank Draft Form

Strategic Transitions
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Disclaimer Form

| agree to use Strategic Transitions (“ST”) as my designated representative to the state.

| fully understand that these resources are available to me through the state of MA, and it is something |
can do independently.

| understand that | am paying ST for a service. ST will take my application and process it.

There is a onetime fee for the submittal of this application. This is a non-refundable application fee.
This covers ST following your application through the system from application to approval.

If for some reason your application is not approved you will get a refund of the application fee.
Strategic Transitions will charge me a monthly service charge for as long as | use their services.

This monthly service charge includes:

1. Allows you to call us for any questions you may have.

2. We will discuss and help you handle any correspondence from the state you receive.

3. We will process your Eligibility Review yearly.

4. We will have any and all dealings necessary on your behalf with MassHealth.

5. We will provide any information you may require to enroll and handle any issues that may arise during
the year.

If I no longer require there services | will give them a written notice 30 day in advance of termination via
mail, e-mail, or fax. If termination occurs within 4 months an early termination fee will apply.

Applicant:

Signature: Date:

@Heortlomd

N A N C I AL
AN INTEGRITY J[ COMPANY

/\

46 FOR AGENT USE ONLY HEALTH CONSULTANT | 5



State Training Manual HEALTH CONSULTANT

Designated Representative Form

This form allows us to discuss matters with the state on behalf of the client.

SECTION I: Hligibility Representative Designation  (If applicant or member is able to sign)

Part A—to be filled out by applicant or member— please print , except for signature.
oy et | hava chozan B following parson io ba my ligibliiy mprezontative, and et | endorsiand the dutlas and
responsibiltics this porson will fovn (35 axplined on the oS Sde of B form).

Ehgibility representate name: S LIATEQIC Transitions
Bigbity epresantatve adoeess: PO, Box 51074 New Bedford, MA 02645

Blgibiity reprasantative tolsphona ne: ( £ 7407 22-3387 saistionship o you: REprasentative
My name: My S50 ey ks of bt
My sigraitum: Ttz

Part B—to be fillad out by eligibility representative

| cartify thak | know enosegh about T abows 3pplicant of membses bo ke responsl ity for e comaciness of T dimmants

mada during tha aligiblity proces, and that | undersznd my dubios and resporalbilities = this porson’s algbility represenizihm
(25 saplained on tha other Sda ol Tils fomm).

Bigibility mpreaniabive sgratun: Dale:

Why do we offer this service?

The answer to that question is simple. It is to make money!

The best part about making money with this service is that we are doing a great service for our clients.
Aside from finding them a plan that will be very inexpensive and offering great coverage, we deal with all
the hard aspects of acquiring their coverage. We also help the client enroll in the program and provide
help if they need it during the year. We also complete their yearly review to ensure they stay approved for
the plan available to them.

All in all, a great deal for our valued clients.
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