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Ol e | 0 IN (o the Self-Service
Portal (SSP)
= First click on Partner

" Next, click on Login &
Enroliment
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e Emmmmmmseoosos—=ms o Application Center
Application Center Login & Enrollment L O g I n &. En rO I I m e nt

= Enter your User ID
" Enter you Password

" (Click Login

EMROLL AN APPLICATION CENTER

Click herato enrod an Applicsla Center and iz salellls ocal o

EMROLL AS ATRUSTED USER

Foenredl as an Al catian Lenler Hegreserdalive, Matager, or CROVL PO yo Srust Festermata & Frusted Uies scesurt.
Click hare to ceate your rusied Lher drcounk

¥ youaca W ke g ply by sl ta bean Az leat oneDester ar an Appl cadon Cenger Bepresemiative, the reqal red farme can befaund here




My Apphication Center
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My Application Center:
Trusted User

= Submit Applications
= Report Changes

= Update Profile

= Manage My Account.
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My Application Center:
—_— Managers & CEO/CFO

E@ e =  Submit Applications
E'I womane = Report Changes
= Update Profile
ﬁ e e e et = Manage My Account
— = Payment History
f‘ﬁ ettt ety s = Update Application Center
R Location and
L Representative Profiles

My Application Center



Applications

START AN APPLICATION

Click here ar on the “Apply Mow™ Button to start a new agplication for health coverage. fyou have already started an application
bart haree not yet submitted it, you mayconmtinue that application by ciicking the *Continue® link in the secticn below.

INCOMPLETE APPLICATIONS

IFypou harve starbed an application but have not yet submitbed i, a “Continwe” Bnk will be displayed below._ You can dick on that link to reburn to your
apalicatian.

Ay WARNING

Please keep in mind, you have 24 hours tocomp lete and submit any incomplets apalications. If an application is not submitted within 24 hours, & will
be defeted and you will need to start a new application.

LOCATION NAMEID APPLICATION START DATE PRIMERY SUBEMIT BY CONTINUE
CENTER CONTACT/APPLICATION
REFRESENTATIVE WUMEBER
HAKE/ID

You do not have any incomplete applications.

SUBMITTED APPLICATIONS

Thie tabie below displays applications you have submitted within the past 5 years. You can check the status of an application if it was submitted in the
past &0 days.

* Month: ary - *Vear: iard - FILTER =

LOCATION HAMEND APPLICATION APFLICATION SUBMIT DATE PRIMARY CONTACT APFLICATION ANDY
CENTER HUMBER PAYHENT STATUS
REFRESENT,
HAKE/ID

You do not have any applications smbmitted in the past 5 years.

LOUISTANA
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Medicaid

Applications

= Start an Application
= Incomplete Applications
= Submitted Applications
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Start an Application

* |ndividual Is not
e currently receiving
S Medicaid.
= Click the Apply Now
button to start a new
application

Applications
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Incomplete Applications

INCOMPLETE APPLICATIONS Click on the Continue
L e e e m—— hyperlink to navigate to
the last screen saved
i ON the selected
T mm—— application

AFELILATION
CENTEN
PR SN TATTVE WUMELLR
e T

D ARNIMNG

Vi g E et By ST ETE B RS L
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Submitted Applications

™ L ..‘-'”-uc.“m,“m : Arvpemed withyne . v chech the status of as spplication i it beutted in the CIiCk On the

Py Application and

i ——— el -—— Payment Status
e — Information about the

selected application.



LOUISIANA
Medicaid

Start an Application

= [ndividual Is not
Applications currently receiving
BTAET Al AFFLHCATHNN Med|Caid.
o e -
[==] = Click the Apply
Now button to start
a new application
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Apply For Assistance

ou are ready o start your application. Here are some helpful hines.

WHO CAM USE THIS APPLICATION

- Use this application for amyone needing health care assistance.

- Apply even # you o your child already has health.coverage. You could be eligible for kower-cost or free coverage.

- Eamilies that include immigrants can apply. Vou can apgly for your child euven if you aren't eligible for cousrage. Apalying wont sffect your immigration
=satus ar chances of becaming 3 permanent resident ar citizen

Apply for assistance

When you apaly for coverage you' need i provide some infommation about you and your household, incheding incame, any insurance you asTently have,
and some additional isems. Infarmation you ghe us will be used to help determine benefit levels.

Flease hae the fallowing items whil

completing your appication:
- Social Security Humbers

- Chtizenship or knmigration information

[]
- Income infarmatian for svery member af your housshold
- Palicy nunsbers for any curent health insurance plans couering me miers of your househald .
= Medicat bills from the past 3 manths
I anyone inyour househald is claiming a disability ar over age &5, you may also be asked for the foliawing infarmation:

- Pawer of attorney, Curatar er interdiction Documents
- Succession doosments

- Account information far all Bank Accounts, Annuities, Certificates of depasit {£0z), IBAs, 301-Ks, Keoghs and fetirement accounts -
- List of Safe-deposit box items .

- Stock and Bonds informmation

- Vehicle Regstration or Titles

- PFroperty Cvamed or inherited praperty
= Life and Burial Insurance Foficies
- Burial or Funeral Accounts inchuding Ere-arranged Burial Comracts with Funeral Homes

e continue

HOW TO COMPLETE THE APPLICATION
- It may take betwesn 10.60 minutes ko complete the applicatian

- You may use the “Brevicus" and “Nest® buttons at the bottom of each page to go thraugh the application

- Yourkformation is autpmatically saed eveny time you dick et .

- You £an start and then sawe your apalication. Vou can log back in B combinue and complete your applicatian (s
- Orice you have answened 28 the questions, cick the “Submét™ button at the end of the application.

- We will cantact you if mare infarmatian i needed regarding your application

- Fields noted with an asterisk (*] are required.

Click the “Mest” Button tn saue your information and continue.

WHO TO INCLUDE ON THE APPLICATION

Who do you need to inchsde on this application?
Tellus about all the Family members win B with you. If you file tases, we need to know about everyone on your i retem. (fou don't nesd to file tases to
et heatth coverage.]

Do Include: DO NOT Include:

- Yourself - Yourunmarried partner whe doesn't need health coverage

- Yourspouse - ¥owrunmardied partner's children

= Yaurchildren under 21 who Bve with you = ousr parents wha live with you, but file their awn tax retum (6§ you'ne oes

- Yaurunmarried partner whe needs health coverage 21}

= fmyone you inchde on your tax returm, even § they don't B with you = Gther adult relathes who file their cwn tax retm

= Armyone else under 21 who you take cane of and lives with you = Non-relaties that will nat be inchuded as a dependent when you file
raxes

= PREVIOUS. HEXT =
e ——
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Who Can Use this Application

= Anyone
= Parents
= Families of Immigrants

WHO CAN USE THIS APPLICATION

+ Use this application for anyone needing health care assistance.

« Apply even if you or your child already has health coverage. You could be
eligible for lower-cost or free coverage.

« Families that include immigrants can apply. You can apply for your child even
if you aren’t eligible for coverage. Applying won't affect your immigration

status or chances of becoming a permanent resident or citizen.
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What You Will Need

WHAT YOU WILL HEED
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How to Complete the Application

HOW TO COMPLETE THE APPLICATION

+ |t may take between 30-60 minutes to complete the application.

« You may use the “Previous” and “Next” buttons at the bottom of each page to go through the application.

» Your information is automatically saved every time you click “Next”.

» You can start and then save your application. You can log back in to continue and complete your application(s).
» Once you have answered all the questions, click the “Submit” button at the end of the application.

» We will contact you if more information is needed regarding your application.

+ Fields noted with an asterisk (*) are required.

Click the “Next” button to save your information and continue.
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Who To Include On The Application

Who do you need to include on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return.

(You don't need to file taxes to get health coverage).

DO Include: You DON'T have to include:

*  Yourself .
*  Your spouse .
*  Your children under 21 who live with you .
*  Your unmarried partner who needs health coverage

»  Anyone you include on your tax return, even if they don't .
live with you

«  Anyone else under 21 who you take care of and lives
with you

Your unmarried partner who doesn't need health coverage
Your unmarried partner's children

Your parents who live with you, but file their own tax return
(if you're over 21)

Other adult relatives who file their own tax return
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Privacy Policy

Privacy Policy

Wie wan L Shire pour e b n, unkiss e Lie 25y v Bl to. We'll oaly usi pour S 10 288 il you e slifible lor BeSe sl oF Balp paping ho
coreer g We'll chech you grawers using imfoemation we slready have snad ieformation from oifer sbate sedd lederal aperoes. IFE dossn 'L ematch, we may
otk ygu 1o send i precd

Feople whi don'L wan] coversge von'| Be dsked absut cifpenship ar mmigration sLaba

IMAPORTANT: To e if yon bie 2ligibhe, v My fpid (o 2ot IRfarmation from che intemal Resenae Seedace (RS, Sodial Security ddmenntraton (S54) the
Degartmend of Homeland Secirity, @ndlor 3 Corsumer repomng agenty. Ve nesd this informanion 1o give you the best senice posbls. We may also check
your micamation lited to make sefe i Jp o dats, Well et you kngw il we fnd iomithing ha (hanged

Liearn mone aboul your data and Privacy Act Statemeent

"1 agree to hase iy indarmation chescked veith the soeces lted abowe g ieed for this appldac ation. Evenpons | listed on the apglicatsos sho sgreet
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Wit (L) s I Tipmeum e b

Primary Contact

Primary Contact

=  Adult household member

completing interview.
S * [anguage preference Is
I EE—— important.

i, Pl [ L] i D i 9 e (o, W ] i Pl el W M B I [ B e ] 078

+ £ I i s L
By 1 e e a6 sy fen wed arem e BN el e e geetong e, 0 80 FTT 1310 30 v e ity gue 177
il il HESS-I3N-GTIL .

Sacisl ety Farste

B . = May be requested but not
required
. = Don’t make them up!
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MAILING ADDRESS

Is your mailing address the same as your home address above? | Yes b

* dddress: 628 N Fourth Strest

alling Address

Apt Suite, otr.: | SteETad

~ BEEEE .. .. B = Adult household member
S = Address and contact info

HOTE: We encourage you to enter at least coe phene number so that you can be contacted about this application if necessary.

e 10 = AR designation, if requested

Work Fhone . .
Mabille Phone: - -
Othar Fhane: 235 |=| 19 =) 084

Personal Emall Address Bcationcenter. servicedfla.gay

Work Emal Address: lcationzenter. senvicedflagay

AUTHORIZED REPRESENTATIVE

You can give someane you trust permission to help us with this application. Theywould be able to: talk with us, see your information and act foryou [do
things B prowi de informatian we ask far or sign the apnlication for yoau). This person i called an "authorized representative®. fyou ever need to change
your authorized representative, you may either repart 3 change through your account or cantact Medicald.

* Do you want t name sameone as an authorized representatie? _ -




Start People

CONFIRM WHERE YOU LIVE
Thae folicwing address was suggested 2t 2 valld address:

E28 N &th 5t Ste 6743
Baten Bouge, Loaisiana TR0

* Wauld you L to e thic address?

CONFIRM MAILING ADDRESS

Thae foliowing address was suggested 2t 2 valld address:
EX8 N &1h 5t Ste 6743

Daten Bouge, Lowisiana 70803

* Wauld you Lo bouee thic address?

Health Coverage Income

Exporsa

REzoTes

LOUISTANA

DEPARTMENT OF HEALTH

Medicaid

Confirm

Physical Address — Correct?
Mailing Address — Correct?




LOUISTANA

DEPARTMENT OF HEALTH

Medicaid
|
RN Prosle Health {aver sg e e Exgperise besaurie Susbwrain
y == Primary Contact Summary
rimary Contact Summary
Hem w3 mummary of what ot kel em en br. Yo s nod requred to groe 2l nicrmat on Selcos yoe wbeit Be apeicahon,

a I i rasuid [l B S e your e swers, £l an “Chape”
u i il [ e oo b oot e, ol ke on “Erase”

= Allow applicant to review

= Dreo you'se sowireesd thn sumemany ared all e | shormahion @ooerect, chcs B “Heet™ bufton atise bt of tha AIEE .
= Options
REVIEW YOUR AMSWERS: PRIEIARY CONTACT INFORMATION .
::I:-l'l:ﬁ::l;l: :.::1:1-‘:::;&?1 1 Eazt ko Foups :‘:\:ﬁmﬁﬂ{l :.::::‘: :IE-:.: & CHAaCE 2 . Save and EXIt
T3 oD
3. Next

REVIEW YOUR ANSWERS: AUTHORIZED REPRESENTATIVE

Worn d bl rest Sppnt an hothorzed Repre ot atnee.

I'o axid an dafhorined Beprecemtalve, clich e "Add” buton :E
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einrome | —-—  People in Your Home:

e = Taxable Household
= o |mportant

e reee pesr Lesisl Larurey Humdes o oo e b stk see rage snd haoe am ELM, Frresoliog praee DL e b b mae e # g rlan § s e s
+ e g vl w ey ol vage B g el ] ey prvm s Abe ol yueas T tad T aasiby Namsney du xbue b e cerre sl ol bee sl e by S e e e

el T s N e g ©Or 1] e Ve Bl Do ] Ml B P B v SR P TH S S, Gl - EOT T RAND O i . el ke s Iy . e

e = Living arrangement
O = Date of Entry
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Ethnicity and Race

ETHMICITY

W b seraen [ 0l H o gares, LeBns, of Spanaoh orgn, chech sl Bha? saply. oatiznal]
Pussrio Rican Eaxcan Eaxcan Amercan Chicaols
(RS Ll Ursrisan

Select BN pernon ' race. Chock al thad apply. ioptonal

dmaream ind ap'klacs Y e s Ml o e her Fac 8 ksl nader
Az am Indien Japamess SETmoan

Blach ae B C5% Bedban Eiagih ‘LTI et

= rapn CEL N ETITER | e

Filpna e Raian o Hher

® ArvebriCan |l e A A HBEHES MMy MDA Rl N0 Dy DA SR80 Jonl oy Bl SOEc e | o ro L iveini] peerioed 5. o R 3 dwelm) 0 il %, A LBER
Filad Tom, Do Rl MBS0 S oL Bpale Bo rec s o S mvet reaceed wenvicen ol |l an Haadth Secvioee, inbal hoatth pros dare, orwrhan Indian health
P e

L

[Er S Tt AR - T PR Tl - P ey i
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MEDSCAL BILLS IN THE LAST 3 MONTHS
# Do thin peraon hawe medical iy, paid ot unpaid, with 8 dete of wervics within the et thess ontat T b
* SaErt tha WRHA WL PG S (ERTR] I8CRITIRG Ve ical bl
| Fetarsany varTs Aol
Dats ol Sarvice:
Popwidar of Sardce | R
FORMER FOST LR CARL
Wi this paraoe i Roakar carmin Louslsns ot age 18 o clder? | No -
HOBS WAIVER SLOT
Harvm you bven oifered a Home and Commenity Baed Services wabest sick!
My avs urmr i you have boen affered s Mome snd Com runity lased Serviom waveraic, chck b bormoes inbormation. | Mo -

WETERAN INFORMATION

1600 PN 3 vean b T s 5 3 deEated wEenn! | Mg =

PEOPLE i YOUR HOME

Wha de ou reed b iestlude on Thin s lation |

Teil 12 adaout o] $re ey TeermiSers wh ben wé b you . Fyou Fle b, we nwed fo know sioul res rpone an yow bm sl ($ou don Eieed to fle besdo
et Rt coverage. |

Do Include- DO RO balid

u Tt = Tou wAma e BTN WD B06I '] Seed REMTS COVETRE

o P gt P e L e

v o chvbdren e 31 wha her with you = o L e By it yous Dt e thesr s 1am reRun [ yoes e geer

- P TS ST WG R NI LRI a

» o you inchadde oo your b nebarm, eve i they dan't bvemith pos = Dther acult relathen wh Be ek cwn tax ehue

. o acier 3| wive yoe bakon care of and Bves wish you = Mpn-ralatives Hust wil not be incheded s 3 dependent when yos fla
tassy

I * Goremn maak s aehd et e b s apicatien! | (ST
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Start Peopls Health Coverage Income Expenses Aesources Sulbmit

Appdention Membar # XIOTSI5E

People in Your Home

You harve tald us that there is anather person in your home. Please provide maone information about this person.

PERSOMAL INFORMATION - -
Flease enter yowr name exactly as it agpears on your Social Security card or birth certificate. . P e rS O n a I I n fo r I I l at I O n
* First Mame: Catness Mid die Mame: * Last Mame: Ballou Suffa: -

= SSN request
2= O O = Living Arrangement

*Dakeof Birth: | D420 &
Maritad Status | Single -
* Is thiz person requesting health coverage? | Yes -

We need youwr Social Security Number if you want health coverage and have an S5M. Providing your 55H can be heloful even if you don't want health
coverage, and can speed up the application process. 'We need your Social Security Mumiber to check income and ather information to see who's efighle for

g DO NOT refuse assistance

uzers should call 1-800-225-07T4.

T e ¥ because

* Wyouw did not provide a Social Security Numbser [S5M|, have you applied forome? | Yes

SSN or verifications are unavailable

LIVING ARRANGEMENT

* What is this person’s Bving arrangement? | Medical Fadlity
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People in Your Home

CITIZENSHIP INFORMATION

*Is this person a U5 citizen or LS. national? fes =

* s this person a naturalized or derked citizen? Mo =

ETHHICITY

Ifthis persan is of Hispanic, Lating, or Spanish origin, check all that appdy. [ontional)
Puerta Bican Mexican Mexican American Chicanofa
Cuban Gther Unlenown

RACE

Select this person’s race. Check all that apaly. (optional}
American indian/slaska Nathe Guamanian or Chamomo Other Pacific islander
asian Indian lapanese Samaan
Black or African American Eorean Vietnamese
Chiness Native Hawailan White
Filiping Crther Asian a5 Other

* gmerican Indians and &lasia Natfves may not have to pay cost sharing and may get special ennaliment periods. Are you an American indian, Alaska
Mathue, or someone whio s efigile to receive or has over recebved senvices at Indlan Health Services, tribal health peowiders, or wrban Indian health

prewiders?

Mo -
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People in Your Home

MEDICAL BILLS IN THE LAST 3 MONTHS

* Does this person have medical bills, paid or unpaid, with a date of ithin the last t * | Yes -

* Select the month in which this person started incurring medical bills:

Feruary March ) April

Date of Serdce: tyjmaen &

Provider of Serdce: | womans haspital

FORMER FOSTER CARE

Was this person in faster care in Loulsiana at age 18 or clder? | Mo -

HCES WAIVER SLOT

Have you been cfered 2 Home and Cammunity Based Services watver siat?

IFyou are unsure if you hive been affered a Home and Community Based Services waker slot, click here far more information. | No -

WETERAN INFORMATION

Isthis persan a veteran or the spouse of a deceased veteran? | No -

PEOPLE IN YOUR HOME

Wh do you nesd to include o this application?
Tell u= abiout allthee Eamily members whe live with you. 1Fyau fle taxes, we need 3 know shcut sveryone an yaur b retum, (You don't nesd to fis taves to

grt health cowerage.)

Do Include: DO NOT Include:

- Yoursetf - ‘fourunmarried partner who dassn't need heatth coverage

« Your spouse - ‘fourunmarried aartner's children

« Your children under 21 who live with you = ‘our parents who lhve with you, but file their cwn tax retum {ifyou're ver
« Your unmarried partner who needs health coverage a1y

= Anyane you inchude on your tax reburn, even i they don't live with you - Gither adult relathves who file their own tax return

» Anyane else under 21 who you take care of and lives with you « Hon-relatives that will not be included as a dependent when you fle

taxes

* 0o yau want to adld anather person to this application? | (RN I

— e
—— ——
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Former Foster Care

Spodoatos faEnbear | X0 8SI8E

& BEFORE YOU GO TO THE MEXT PAGE:

» Erron This indhidual is under the age of 18, so they do not need to provide answers to the Foster Care questions below. Please update the age or

change your answer.

People In Your Home
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How Are You Related

Start Poople Health Coverage income Expenses Hesouroes Submit
Aol bleroher § X785IAK

How You Are Related

Flease tell us how the peaple in your home ane related.

* CAT'S RELATIOMSHIP TO CATNESS

Cat Ballou Catness Ballou
L ovjonon [T - & o0
= PREVIOUS MNEXT »
e — e —
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. Additional Personal Details

Additional Personal Details

= Disability
= Tax Filers
= School enrollment
B =  Breast and Cervical Cancer
= Deceased
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More About Pregnancy

Start People Health Coverage Income Expenses Aesouroes Sulbmit

AppOattion Memebar i ISR

More About Pregnancy - Cat [01/01/2000]

You harae told us that Cat is curmently pregnat or had a pregnancy that ended im the last 3 momths. Please provide mone information about Cat’s pregnancy.

PREGMANCY DETAILS

If Cat is currentty pregnant, please enter the foll owing:

Number of babies expected during this pregnancy =
What is the expected due date? m T,

If Cat was pregmant in the last 3 months and the pregnancy ended, please enter the follcwi ng:

Humber of babies expected

Whiat date did the pregnancy end? d4/o 20
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Primary Caretaker

ey Louisiana
LJ DEPARTMENT OF HEALTH L Leoggad in as Hathrn Lo hedt

Start Pooplc Health Coverage Income EXpOnses Aezources Sulbmat

Apodoation flaccbar i XE0TESIE

PRIMARY CARETAKER — CATNESS [04/01/2021]

* Mark the primary caretaier for Catmess. IF none of the Endividuals below are the caretaker, please select “Ho one®.

| ® | Mo One/Someone outside of the haonme |

Cat

Ballou
[anfan2aoo0]

—
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Start People Health Coverage Income Expenses Aesources Sulbmit

Appleation Nemobar § X165

More About Living Facility — Catness [04/01/2021] I\/I O re A b O U t L I V I n g Fa.C I I I ty

You hane tald us that Catness. either lives in or will be moved in the med 20 days to ac

e Provide Facility Information:

FACILITY DETAILS " Ty p e
Facility Name: | Wamams hospital o N a.m e

o = Address
- e = Dates of residence

= Date entered
= Date Discharged

whendid Catnessenterthe | pgpayzon = End/Discharge Dabe:
Medical facility®

L[}

|5 Catniess expected to stay in the Medical facility for at lesst 30 days? | Yes -

s sttt ey o s ot [ = 30 Days?
= Patient Fund Account?
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Start People Health Coverage Income Expenses Resournoes Submit

Apgdoathing flambar ¢ X3HASIEE

Household Member Summar
Here is a sunmary of what youw've bold us so far. 'You ane not requined ko ghve all information before yow submit the application.

+ IFyouwould like ko change your answers, click om “Change".
= IFyouwsould like bo remowe information, click on “Erase™.
 IFyou would like to add infosmation, cick on “add®.

» Omoe you've reviewed this summary and all the information is cosrect, dick the “Hext™ button at the bottom of the page.

Review to ensure accuracy of
e iInformation entered up to this

Cat Ballu [T Yes i horne # CHANGE
Femals Offered wabser slok? @ L]
e — O I nt I
Catness Baliou P Ves sedical Facility # CHANGE S ERASE p "
Femals Offered waher slot?
[ fenf200m] Mo

To add a person toyowr home, click the "Add ™ bartton. +ADD

e = People in your
ni:E:umunmnm RELATIONSHIPS o — home

Cak Ballou Farent of Catness [04/00,/2021) # CHANGE

= Relationships
S = Disability

MHAME TYPEOF MSABILITY CHAMGE [ERASE
Wou have not p any irfor
To add someone who has a disahility, select that person's name from the - +ADD
diron doswm menu bedoer. Then, ciick the “aAdd™ bartton.




LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

REVIEW YOUR ANSWERS: TAX INFORMATION

TAX FILER FILING JOINTLY? DEPEMDENTS CHAMGE [ERASE.

Wou have not provided any tax filing information.

o Household Member Summary

direen menu below. Then, click the *Add® buttan.

enmrous s s = Tax Information

HUMBER OF BABIES WUMBER OF BABIES P
il - = Pregnhancy
DAIE DATE [END DATE

Cak Ballou Humber of Bables Mumber of Babies Evpected: | # CHANGE S ERASE

[onfn2000] Dux Dabe:

= School Enroliment
o : —— = Primary Caretaker

REVIEW YOUR ANSWERS: SCHOOL ENROLLMENT
HAME %I_m TVPE OF SCHOOL GRADUATION DATE CHANGE ERASE

¥ou have not previded any school enroliment informatizn for individuals ages 18-22.

To add somecne wha is eniralled inschool, select that person’s name - Im
froem the drap down menu Selow. Then, click the “Add™ buttan.

REVIEW YOUR ANSWERS: PRIMARY CARETAKER

CHILD PRIMARY CARETAKER CHANGE
Catness Baliou Ho Oney/Someane putside of the home: # CHANGE
[t fan2021]



REVIEW YOUR ANSWERS: FACILITY
NAME MAE OF FACILITY ADDRESS PATIENT FUND CHAMGE
ACCOUNT AMOUNT
Catness Baliou Womans hospital 628 N Fourth Stroet EncdDischarge Cate # CHAWGE
[cufan 20 st &74-2 harbon rauge,

L& TO802

T add or remove semeane whis lives in a facility, you must reburn ta the persan’s People in Your Home screen and uadate where thiy |fee

REVIEW YOUR ANSWERS: DECEASED INFORMATION

NAME DATE OF DEATH CHAMGE ERASE

You have not provided any deceased infarmation.

To add someone wha s deceased, select that person's name from the - +ADD

dron dovwn menw below. Then, cick thie “idd® bautton,

MEKT =

e |

LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

Household Member
Summary

= Faclility

= Deceased



Information About Health Coverage

Information about current health coverage for the following individuals, whether from a job or another source, may be needed in order to complete your
apalication. You many still qualidy for health benefits even if you already have health coverage.

EMPLOYER SPONSORED HEALTH COVERAGE
Mark everyonewho isoffered health coverage through an employes, even if they are not enrolled.

ak Cakness
1 Ballou i Eallou

[0 2004) (04,0 f2031]
PRIVATE HEALTH INSURANCE

* Mark everyone who has private health insurance. i no one has private health insurance, please mark "4a ane®.

+F Hoone
ak Cakness
1 Ballou i Eallou
(0/mf2004) (o4 f2021]
OTHER HEALTH COVERAGE

* Mark everyone who has health coverage through Medicaid, CHIP, Tricare, Medicae, Veteran &ffais, the Peace Corps or other insurance. If no one has
other health coverage, please mark "No one®.

4" Hoone

Cak Cakness
1 Ballou i Eallou
(010 2004) (0400 f20210]

LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

Information about Health
Coverage

= Employer Sponsored
= Private Health Insurance
= QOther Health Coverage




Health Coverage Summary

Here is & sumsemary af what yeu've bald e 50 far. Ve 3he net required £ ghve a8 islormation befons ye wlimit e applicasian,

= I you would lise to change pour anseers, clidon “Change”.

o I yom waiald lies to réenosee |nbarmation, click on “Eraes”,

» I you would Lise to add infiermation, click on “Add®.

» Dnee you've revieweed this summarny and 2l the information is coemect, click the *Next™ button at the bottom of the page.

REVIEW YOUR ANSWERS: EMPLOYER HEALTH COVERAGE

HAME EMROLLED? [EMPLOYER HAME WHD 5 ELIGIBLE. CHAMNGE ERASE

Yom did not pravide any Empleyer Health Coverage imfermation.

T ackd emaployer haalth covevage, select that pessen's nams fram the b on
dirop dowm meenu below. Than, click tha “Add" button.

REVIEW YOUR ANSWERS: PRIVATE HEALTH INSURANCE
HAME IHSURANCE HAME IPOLICY HUMBER Wn\m’m CHAMGE ERASE

Vou did mot provide Private Hesith Insursnce infermatian.

To add private health insursnce, select thak person’s name fromi the drep - &
dora mana below, Then, ciick the *Add™ buthon.

REVIEW YOUR ANSWERS: OTHER HEALTH COVERAGE

HAME TVPE MEDICARE TYPE ﬂrum CHAIGE ERASE

You did net provide Other Health Coverage information.

To add other health coverage, select trat person’s name frem the drog - + ADD

e mgnial below, Then, ik the “ASS” buttan

LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

Health Coverage Summary

Review to ensure accuracy of
Information entered up to this
point!




LOUISTANA

DEPARTMENT OF HEALTH

Medicaid

Start People Heealth Coverage Income Expenses Aesources Submit

Appdeation Plambar § XTEI55

Income

= People who have a job
= People who have
self-employment income
i — = People who have income

* Mark everpone who has income they eam through seif-employment jondy apolies to ages 14 and up). if no one is seff-employed, select *Mo one”.

from other sources

Cat
1 Ballou

[t/t1/2000]

tell us as much as possible about the income.

PEOPLE WHO HAVE A JOB

* Mark eweryone who has income they eam from a jobs [only applies to ages 14 and up). If no one has a job, select *No one®.

PEOPLE WHO HAVE INCOME FROM OTHER SOURCES
* Mark everyone who has income received from ather sources besides a job. Click here to sse which types of other income we would like to know about. If

na one has income from other sources, select *Ho one®,

4 Noone
Cat Catness
Ballou Eallou
(oo f2000) (o4,/00/2021]

« PREVIDUS SAVE & EXIT MNEXT ©
[~ [




LOUISTANA

DEPARTMENT OF HEALTH
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Appdention Meobar & XEHESISE

ncome Summary

Herels a summary of what you've tald us so far. ¥ou ane not requined to give all information before you submit the application.

IF youw would like to change vour answers, click on “Change”.
1Fyouw would like to remowve infarmation, click cn “Erass™.
IF youw would lie ko add Enfoemation, ciick on “Add®.

Gnce you've reviewed this summary and all the information is correct, ciick the “HNext” butbon at the bottom of the page. R evi eW to e n S u re aCC u raCy O

REVIEW YOUR ANSWERS: EMPLOYMENT INCOME

- oEEx iInformation entered up to this
point!

To add emaloyment income, select thak person’s name from the drop
diowen menu below. Then, click the “Add™ button.

REVIEW YOUR ANSWERS: SELF-EMPLOYMENT INCOME

MAME MAME OF BUSINESS TYFE OF WORK MONTHLY GROSS
INCOME
MONTHLY EXPFENSES

You did mot provide Self-Employment income

To add self-ermaloyment income, select that person's name from the
dircsn dovam muenu bedow. Then, cick the “Add ™ bartton.

REVIEW YOUR ANSWERS: OTHER INCOME

HAME TYPE OF INCOME AMOUNT FRECUUEMNCY

¥ou did not prowide Other ncome imformation

To add other income, select that persan’s name from the dinop dowm
menw below. Than, dick the “Add® button.




LOUISTANA

DEPARTMENT OF HEALTH

Medicaid

Expenses

Appieation Membar i XEHS5E8

Expenses

Please tell us abowt maney paid by the people listed below. fyou pay for certain things that can be deducted from your federal income tax return, those

expenses may help you become eligible for Medicaid. Please tell us as much as possible 2bout these expenses.

PEOPLE WHO HAVE EXPEMSES
* Mark the ind ivid uails who have expenses (AlimonyChild Support payments, Student Loan interest paid, etc). This only applies to indiiduals ages 14 and

up. Click here bo wew types of expenses we would like to know about.

| Ho one

at
Ballou
101,70 F2 0040 )

= FREVIOUS SAVE & EXIT
e —
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g ——— Expense Summary

Apolention ambar f METEGIEE

Expense Summary

Here ks a summary of what you'e bald us so far. You are not requined ko give all information befone yow submit the application. I 2 eVI eW to e n S u re aC C u raCy Of
+ [fyou would like ko change your answers, clickon “Change".

R —— information entered up to this

v [Fyou would lie to add informatian, ciickan “Add®.

+ Omoe pou've reviewed this summary and all the information is comrect, cick the “Nexdt® button at the bottom of the page. - t I
point!
REVIEW YOUR ANSWERS: EXPENSES
NAME TIPE AMOUNT [FREIUENCY CHANGE ERASE

‘fou did not prowvide amy expense information.

I'o add expenses, select that person's name from the drop down menu
beeorwe. Thn, click thie “Add" button.

e -
— e ——




Start People Health Coverage Income Expenses Aesources Submit

Appdention farobear § X0T8SI5E

Resources

Plesse tell us more about the respwrces cwned by the people listed below. Telling s about all rescurces helps us comiplete the applicatian faster,

PEOPLE WHO HAVE RESOURCES

Mark all of the indrviduals wha hiree resouncll. Click here to see which resources we would like to know about. linc one has respurces, select "Ho one™.

4| Ho one

Cat Catness
‘t Ballou i HBallou
[0/, 2000) [0 2021

SO0LD, TRANSFERRED OR GIVEN AWAY RESOURCES

Mark the individuals that have ever sold, transferred, or given away a rescurce in the last B0 manthes. Fno one has seld, transferresd, ar given away

resources, select “Ho one®.
| M

Cat Catness
Ballou HBallou
[0/, 2000) [0 2021

MOMNEY HELD BY SOMEOME ELSE

Mark the individuals that have money in an account cwned by someane else. if no one has maney held by someone else, select™No one

| Mo one
Cat Catness
1 Ballou & Ballou

[0/, 2004] (o401 /2021]

= PFREVIOUS SAVE & EXIT MNEXT =
— —

LOUISTANA

DEPARTMENT OF HEALTH

Medicaid

Resources

= People who have resources
= Sold, Transferred, or Given

away resources
= Money held by someone
else




LOUISTANA
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Start People Health Coverage Income Expenses Hesources Submit

AppOention Mesobar i XEHSSISE

Resources Summary
Here is a summary of what you'we told us so far. You are not required to ghve all information before you submit the application.

IF pouw would likke to change your answers, clickon “Change™

IF pouw waould likke to remowe information, click on “Erase™.
= IFypow would like o add infoernation, click on “Add®.
» Omce you've reviewsed this summary and all the information is correct, diick the “Nest™ buttan at the bottom of the page.

S Review to ensure accuracy o

MAME CATEGORY TYPE WALUE [ AMOUNT | CHANGE ERASE
BALANCE

. iInformation entered up to this
e e e R — p O| nt'

REVIEW YOUR ANSWERS: S0LD, TRANSFERRED, OR GIVEN AWAY RESOURCES

MAME TYPE OF WORTH AMOUNT RECEIVED CHANGE ERASE
RESOURCE/DATE OF
TRAMSFER

Yo did net privide any Seld, Transferred, or Giwen Amay Resource Information.

Toadd someone wha has scid, transferred, or ghven away a resouros,
select that person's name from the drop doawn menu below. Then, ciick
the “Add” buttan.

REVIEW YOUR ANSWERS: MONEY HELD BY SOMEOMNE ELSE

MAME BMOUNT CHAMGE ERASE

Vou did net provide information about Money Held by Semeone Else.

T'oadd somecas wha has maney held by somecne else, sslect that
perzan’s mama from the drop down menu below. Then, click the “Add™
batteen.

cenenons e
oo e




LOUISTANA

DEPARTMENT OF HEALTH

Medicaid

e .
ot s e e anm S Health Plan Information

Apodvation flescbar i X $SI5E

Health Plan Information C Compare health p|anS

Maost peoale with Medicalid need to choose a Heatth Plan. & Health Plan ks a group of doctors, nurses, and other staff who wark together to provide health

care. You can look at information about the different Health Plans by dicking hers. u Appllcant m ay Select a
plan for each individual

HEALTH PLAN SELECTION

The Health Flans listed below only apply to Lovisiana Medicaid. i you are refered to Health Insurance Marketplace for health coverage, you will have

to sebect another plan.

Health Plan forCat [01/002000): | Astna Betber Health of Louisiana b

Health Plan for Catmess [0800000021 ) | [AREEGETR et i wal & TS Tl 5 =0




LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

S
s s - Health Plan: Warning

A WARNING

Please review your
selections.

+ Yaou have selected different health plans far the peocale n your household. i you ane sure about your selecticns, please click Mext

Health Plan Information

Maost people with Medicaid need to choose a Health Plan. & Health Plan is a group of doctors, nurses, and ot her staff whoowark together to provide health
care.You can look at information about the different Health Plans by dicking, here.

HEALTH PLAM SELECTIOMN

The Health Plans lisked below ocnly apply to Louisiana Medicaid. If you are referned ko Health Insurance: Marketplace for health coverage, you will have

to select another plan.

Haalth Plan for Cat [01/01/2000): |
Health Plan for Catness [nafayzazy): |

- P
A A




LOUISTANA

DEPARTMENT OF HEALTH

Medicaid

e e e s Dental Plan Information

Acdcition hambar i XSS

Dental Plan Information

Most pecale with Medicaid need to choose a Dentad Plan. You can look at more information about the different Dental Plans by clicking here.

1. Compare dental plans
2. Applicant may select a
B plan for each individual

The Dental Plans Ested below anly apaly to Lowsiana Medicaid.
Dental Plan for Cat [01/01/2000) |

Dental Plan for Catness (0412021 | AR

s (O
—— e —
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:gn:d 5u::m - - SI g : A : d S - b ! It

CHL ST RGN RO AT 1. Child Support Enforcement
]

Thie Child Support Enforcemestt program provides custodial parents with assistance in obtaining child and medical support for their children by locating .
parenits, establishing patemnity, establishing suppart orders, and collecting and distributing chitd support payments. To provide these services, the child P ro ra m I n fo r m at I O n
suppart agency will require your coaperation.
O —— 2. Cooperation with Child Support
* Do you think cocperating to collect medical support will result in harm to youw or your child[ren]? 08 was the childiren] born out of incest, born as the m
result of rape, was the childjren) adopted, ar are the children)'s parent(s] deceased? n O rC e e n

Yes = If you chonse yes, Medicaid will not refer you to the Child Support Enfarcement agency.

3. Renewal of Coverage in Future
- Il
e o Years

Ho = if you choose no, Kedicaid meay refier you to the Child Support Enforcement agency.

Please answer this question for the child [ren) listed below:

REMNEWAL OF COVERAGE IN FUTURE YEARS

To make it easier bo determine your eligibility for help paying for health coverage in future years, you may allow the Lovisiana Department of Health
{LDH} and the Federally Facitated Marketplace (FFd) to use your income data, including information from tax neturns. The LDH and FFW will send
you & natice about this agreement, ket you maies any changes, and you can opt out at any time.

Renew my eligibility automatically for the net: -




LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

Privacy Option

PRIVACY OPTION

if you or amyane on this application is a victim of domestic vialence or abuse, you have the oppartunity to male your apolication and case
nfcrmation private so that it cannot be viewed online. Fyou are a victim of domestic violence or fear for your safety, you may alsa call the Louisana

Domaestic Hotline at 1:888-311-1333 for free, confidential 24-hour 2ssistance. Even ifyou are not a victim of domestic violence or abuse, you may still

chioose to maloe your case private and not Wewable online.
By selecting “Yes", you or others will not be able to view case information, renew your benefits, or report changes online. | would like my case

to be marked as private, so that my infarmation cannat be viewed online.

fes No



RIGHTS AND RESPONSIBILITIES

By signing and submitting this applcation, | state that | have permission from all of the people listed on the application ta both submit their informatian to
LDH, and recefe any information about their eligib@ty and healthcare coverage. lunderstand that f anpone on this application enrolis in Medicaid, 1am
giving LU#H our rights ke any maney cwed tous by any cther health insurance, legal settlement, a spouse or parent, or ather thind party.

WHAT THE LOUISLAMA DEFARTMENT OF HEALTH (LOM| HAS THE RIGHT TO EXFECT OF YOU (the person applying for heaith care assistance)

CITIZENSHIP AND IMMIGRATION STATUS: Vau state that the infarmaticn about ctizenshin and immigration status gjven at the beginning of this
apalication form is true and correct.

REPORTING THE TRUTH: You state that the information you give an this application formis b d correct. You und d if g
Information that is not true o i yau puracsely da not tel infarmation that you are supacsed to, you may get health benefits that you should not get. IFthat

hagpens, you can by law be punished for fraud. A, you may have b pay money back b LBH for the bills it pald by mistake.
'VERIFICATION OF INFORMATION: You understand that LDH is autharized to gather the infarmaticn requested in this application and any suaparting
dooumentation, inchuding social security numbers, under the Fatient Pratection and Afordabile Care Act [Public Law Ma. 111-148}), as amended by the Health
Caire and Education Beconciliation Act of 301 [Public Law Ma. 111:152), and the Sccial Security Act.

Vou understand that providing the requested infarmaticn {Including so<ial security numbers] isvaluntary. Howees, falling to provide it may delay or
prevent you from getting health coverage through Medicaid or any other insurance afferdability program.

Vou understand that LOH will check the Infarmation you ghve us o make sure it is correct. You gve LOH permission to contact any outside sources)
neceszary ba check this infarmation, process your an plication, determine eligibility, and athersise aperate the Medicaid program. These cutside sources

may include:

» Federal agencies (such as the bntemal Revenus Servics, Social Security Administration, and Department of Hameland Security), ather state agencies,
and/or locall grvernment agencies.

+ Banks, financial institutions, and cansumer reporting agencies.

« Employers identified an applications for eligibility determinations.

« Doctars or ather medical providers.

- dpplicants/enolless, and autharized repressntatives of applicants eno s,

» LOH contractors engaged to perform a function for the Medicaid program.

+ dmyane else s required or allowed by law.

¥ou give these outside sources permission to give LOH any information about you, or any person necessary for this appli cation, that it may request.

Vou understand that this pemmission wil end when this application is denied, when your Medicald eligiblity ends, or when you submit a written statement
ta Lb#H cancelling this parmissian, whichewer comes first. & cancellation may prevent yau from being found to be aligibie for Modicaid.

SOCIAL SECURITY NUMBERS: You understand the social security numbers will anly be used to get informatian from these outside sources to verify income,
miake eligibility determirations, or for ather purpases divectly connacted to the sdministratian ofthe Medicaid program.

PAYMENT OF MEDICAL CARE BY A THIRD PARTY: vou understand by accepting health care assistance, the Department has the right to get money recefved

by you from ather saurces like insurance payments or Ewsuit settlements for services that LOH has aaid for you.
REPORTING CHANGES: ¥ou agres to tell LDH within 10 days of these changes: 1} iFyou move out of state; 2} changes in mailimg or home address; 3} iF

anyone mowes in or out af your home; 4} changes in fealth isurance and premiums; and 5 changes in income.

WHAT ¥OU (the person applying for health care assistance] HAVE THE RIGHT TO EXPECT FROM THE LOUISIANA DEPARTMENT OF HEALTH [LDH]

RIGHT TO A FAIR HEARING! Yo s £3n ask for a Fair Hearing ifyou think any decision made om the case k unfair, incomect, o mads tna
late.
MO DASCRIMINATION: | ki that undler federal b, discrimination isn't pemil the basis of race, colar, natianal origin, sex, 2gs, sl odentation,

pendar identity, ar disability. | zan Fe a comalaing of discrimination by visiting s, hhes gouacr/office file, caling the US DHHES Regjonal Office for Civil
Rights at 1-500-368-$01%, or writng to the LDH at PO Box 3818, Baton Rouge, Louistana TO821.

ESTATE RECOVERY: You uncerstand that Estate Recovery rules require the Denartment ta recover the cost of certain health care assistance payments from
your estate. These casts include the total amount of payments for facility services, wahver sarvices, haspital care, and prescription drugs received at age 55

or alder by Long Term Care and/or Home and Community Based Services reciplents. The Department will not make a claim against the estate while you or

yau i sl Iiving ar iFyou b il whe Is under age 21, blind, ar disabled. Coflection may nat be made iFitis nat cost efisctive
Forthe Department ta do so, or iFyour heirs apply for a hardship waheer after your death and the hardship walver is granted by the bepartment. 4 hardship

may st f the estate praperty Is the anly source of Income for the heérs, f that income s limited, ar cther extenuating drcumstances.

LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

Rights and Responsibilities
READ THEM




LOUISIANA

DEPARTMENT OF HEALTH

e e Voter Registration Options

n u
You may alsa apply to register to vote online 3t www geausevote.com. A valld Louisiana deiver’s license or 10 catd s required. W I S h t O r e I S t e r )
You mary click hees ta print and mail the Mail Voter Registration Application, n

A Mall Yoter Registration Application will be matied to you.

= (Geauxvote.com
IF YOU DO NOT CHECK EITHER BOX YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO VOTE AT TMIS TIME. u
Applying to register or decining to register to vote will nat affect the amount of assistance that you will be provided by this agency, [ ] A p p | y b y M al I

If you would Like help in filling cut the voter registration application form, we will help you. You may call us toll-free at 1.888.342-6207. The decision
whother 1o seok or accept help Is yours, You may fill out the applicatan form in private,

If you choase to register to vote at this time, the information about the location where you completed the application to regjster will remain confidential
and witl only be used for voter registration purpases. ¥ you choate not to register to vote, that information will alsa be kept confidential

If you beliewe that someane has interfered with your right to register or to decline to register to vote, your right to privacy in deciding whether to register or
in applying to register to yote, or your right to choose your own poltical party or other political preference, you may file a complaint weth:

Lowslana Secretacy of State

Commissioner of Elections

PO, Box 94125

Baton Rouge, LA 70804-9129
Phone: (toll free) 1-800-833- 2605




ELECTRONIC SIGMATURE

| certify under pemalty of perjury that the informaticn I hewe ghaen on this application is true, complete, and oorrect to the best of my knowdedge, induding
the infarmation | have ghen regarding the U.5. citizeaship or mmigration status of all househald members. |understand that | and amy adult household
] by Wil Do subgect tod squalification and prasecution and will be required to repay inaligibie benefits or services if we know ngly ghve falza, incoerect,
or incomiplete information in crder to obtain or try to obtain health cane assistance. By signing this application, | give permission for the release of
infiarmiation to the Lowisiana Department of Health by amy persons or agencies who have knowledge of my droumstanoes.

* Are you a LDH e mgloyee, or are you related &0 a LDH emplayes ! Yas M
*Please check this bax to lok us know that you have read your rights and responsibilites

*Please check this bax to let us know that you have read the "Electronic Signature Agreement”

* Plonze select the correct descrigtion of the perzan signing this appiication
| amn the applicant signing for nysel

| am signing on the applicant’s behalf

* First Mamss: * Last Namma: * Usar PIN:

ec

LOUISIANA

DEPARTMENT OF HEALTH

Medicaid

tronic Signature

Final step

Read the statement as
written

Attestations



LOUISIANA
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Confirmation

Confirmation

Youhave completed this application and your information has been sent to the department mentioned below For review. Pr| Nt a co py for the app| iC ant

APPLICATION INFORMATION

Application

If you would like bo review the surmmary of the application you submitted and print or save a copy of your application for your files, please click the Print
POF button below, If you decide to print or save, please keep in mind that your application has your private, persenal infprmation on it

Heep in mind that you'll need to have a program called Adobe Acrobat Reader to see and print the summary. If you don't have this program on your
computer, you may install it for free by clicking on the button below:

I'ﬂ:..%

bl

LOUISIANA DEPARTMENT OF HEALTH

Your information has been sent to the department mentioned below:

Louisiana Medicaid/LACHIP

PO, Box 91283

Baton Rouge, LA 708219378

Cistomer Service Humber: 1-886-342-6207
Fax Mumber: 1-877-523-2587

Email: MyMedicaio@a. gov




LOUISIANA

™ DEPARTMENT OF
L . BEALTH

Medicaid

o

" Thank you for you
Partnership!!!
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Helpful Links and Contact Information

AC Resource Library
https://Idh.la.gov/index.ctm/page/1274


https://urldefense.proofpoint.com/v2/url?u=http-3A__ldh.la.gov_index.cfm_page_1274&d=DwMGaQ&c=z0YJtLPVFNa3_zu-3_83mA&r=mS3Qr0V_sKOoJBzLOMbb4Kgjxtws_XM-7j-oN5hCF2E&m=OPDSbtsX3cwfl59K0x24Ka-o45CAwRw5opHvwHJQhr0&s=u1yxHWcD_mjiUEvkp4iQW9QAAC_9noDFtYMrEiYIYPw&e=

Application Centers (AC)
= ApplicationCenter.Service@lIa.gov
= (225) 342 - 6312
= Valerie McManus

Customer Service Unit (CSU)

= Phone (888) 342 - 6207
= Fax (877) 523 — 2987

EPO Programs Manager

Kathryn.Loechelt@la.qov
(225) 219 — 0912

Medicaid Outreach

MedicaidOutreach@la.gov

LOUISIANA

DEPARTMENT OF HEALTH

Medical Eligibility Determinations Team (MEDT)
. MEDT@la.gov
= (225) 219 - 7873
. Miranda Winters

Newborn Eligibility Unit (NEU)
. NEU@la.gov
. 337-447-4145
. Shauna Meche

Optional State Supplement (OSS)

OSS@la.gov
(225) 342 — 1646
Paige Logan

Outstation

Outstation@la.gov
(225) 342 — 1646
Paige Logan
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