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PLEASE DO NOT REMOVE THIS PAGE; IT MUST BE USED IN THE RETURN ENVELOPE TO MAIL THE
COMPLETED FORM BACK TO YOUR LOCAL AGENCY.

It is Time to Renew Your Health Commonwealth of Virginia

Department of Social Services

Coverage from Virginia Medicaid. Questions? Call: 540-955-3700

Clarke County (043) Letter Date: March 13,2023
311 E. Main St. Response Due: April 12, 2023
Berryville, VA 22611 Case Number:
Case Worker Name:

Worker User

Blue Mom
311 E Main ST
Berryville, VA 22611

Completing your renewal online ww
or by phone (1-855-242-8282) ca
See below for more informati

If you do not complete y re al, you wi@&ur Medicaid health coverage

Please complete
your renewal by:

April 12, 2023

Renewyour @ Online*: ® By Phone:
Medicaid in Go to Com Help.Virgin@ Call 1 855 242 8282/ TTY: 1 888
any one of Click on “Renew My fits.” 221 1590; this call is free.
these ways b
To create a @ © By mail or fax:
Clarke County (043)
=  Go to CommonHelp.Virginia.gov 9501 LUCY CORR CIRCLE, PO BOX
»  Click “Check My Benefits.” 430
=  To link your case to your CHESTERFIELD, VA 22611
Fax: (540) 955 3958
CommonHelp account using the 0 In Person:
information below, log in and select Bring the completed form to:
“Manage My Account.” Clarke County (043)

311 E. MAIN ST.

Case Number: BERRYVILLE, VA 22611

Client ID:

you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

: Case #:- Page 1 of 22 Correspondence #:-
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This is a renewal of your Medicaid benefits. Information regarding open enrollment to change health
plans (such as Anthem or Optima) will be mailed separately. Open enrollment dates depend on where
you live. Go to https://www.virginiamanagedcare.com for more information.

*Free Internet access may be available at your local Department of Social Services or public library.

How to 1. Answer all the questions on the form.
complete this

2. Review the information about you and each member in your household
renewal form

and/or on your tax return. Cross out wrong information. Write in new
information and add anything that is missing. If you have household
members who are new to the home and/or would like to apply, please
fill out all applicable sections of the renewal for that person.

3. Sign and date the form at the end of the renewal.

What we need \we filled out the form with the information we have in our records. Cross out
wrong information. Write in new information and add anything that’s missing.
This form will ask about:

=  Section 1: Information about ho e can contact you
= Section 2: Information about y eral tax return
=  Section 3: Your household membe \
= Section 4: Other health ig WVerage
@ ti e

Afout resources a N facility care

if any, th to your household or
lete ONLYSifsome in your household is eligible for
coverage fro

: Complete O omeone in your household is an American

= Section 5: Informatiog
= Section 6: Informa
=  Next, fill out al

Alaska Natife
o Appendix C: Complet&QONLY if you are choosing someone to help with your
application

o Appendixi; @te ONLY for someone who is now applying for health
cover 4@ irginia Medicaid or whose circumstances may have
o Additionalfnformation: Voter registration and Non discrimination
information

We need information about each person living in your household or listed on your
tax return, including those who:

=  Have Medicaid health coverage now,

= Do not get Medicaid health coverage, but want to apply

= Do not have Medicaid health coverage and do not want to apply.
We will check your answers using information available in data sources, like the
Internal Revenue Service (IRS), the Social Security Administration (SSA), and the
Department of Homeland Security (DHS). If the information does not match our
records, we may ask you to send more information.

_—

-1,& You can get this letter in another language, in large print, or in another way that's best
ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
i Case #:
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What happens  After you return the renewal form, we will review it to see if you and others in your
next household are eligible for Virginia Medicaid. If we have more questions, we will
contact you.

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best
%ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
P Case #

- Page 3 of 22 Correspondence #:-
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n Information about how we can contact you

¥ Review the contact information | v Cross out wrong information. Write in new information and
we have on file for you below. add anything that is missing.
Blue Mom Name
Home address Home address Apartment #
311 E Main ST
Berryville City State Zip code
VA 22611
Mailing address Mailing address Apartment #
City State Zip code

Phone number:
Cell: Home:

Best phone number to reach you during the QVD Home\ rk

Email address, if you have one:

Information ab
You can still renew

» Review the information
» Cross out any information t wrong. Whrite i
your next federal tax return.

any new information about how you plan to file

¥ Review your tax information her

Person filing tax return: Tax dependents (if anyone is missing, write their
Blue Mom name below):

If this person is filling a joint return, write the | Blue Girl
name of the spouse:
Name (first, middle, last & suffix)

» If anyone who lives with you will be claimed as a dependent on someones else's tax return, write
the name of the filer and the dependents below. Include only names that donot appear above.

Name (first, middle, last & suffix)

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best
for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

- Page 4 of 22 Correspondence #:-

%ﬁ Case #:
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n Your household members

» Review the information below. Cross out anything that is wrong. Fill in any missing information.

Person 1: Blue Mom This person's Social Security number is onfile O notonfile

If not on file, write this person's Social Security number here, if they have one:

(] This person is no longer living in the household. Date person left the household:

(mm/dd/yyyy)

Person 2: Blue Girl This person's Social Security number is onfile O notonfile

If not on file, write this person's Social Security number here, if they have one:

(] This person is no longer living in the household. Date person left the household:

(mm/dd/yyyy)

» Review people in your household not receiving Medicaid#fand write in any new people in your
household

Person 1:
] This person is no longer living in the house son Ief?\@hold

New Household Member(s) Name: (firs iddlle, last & sufﬁQ
If anyone in your househol@irently erb@;inia Medicaid and wants to apply,

complete Appendix D.
: @ household or on your tax return.

r,
@ urn pregnant or was pregnant within the last 12 months?

on below.

(mm/dd/yyyy)

» Answer these questions for eve

Is anyone in your household or on yo

[J Yes[JNo Ifyes, fill in the informat

Name (first, middle, last & suffix) How many babies are/were What is/was the expected due
expected? date/pregnancy end date?
(mm/dd/yyyy)

Is anyone in your household or on your tax return an American Indian or Alaska Native?

[JYes [JNo Ifyes, fill out Appendix B.

» Answer these questions for anyone who is renewing or applying for health coverage.

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best
' for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

ﬁ Case #: - Page 5 of 22 Correspondence #:-
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» Does anyone need help with every day activities, like bathing, dressing, eating, walking, or using
the bathroom in order to live safely in your home? or

Has a doctor or nurse told anyone in your household that they have a physical disability, a
long term disease, a mental or emotional iliness, or an addiction problem?

[JYes [ No If yes, write the name(s) below.

Name (first, middle, last & suffix)

Has anyone turned age 65 years old or become blind or disabled?

[1Yes [1No Ifyes, fill out Appendix D.

Has anyone entered a nursing home, assisted living facility, or started receiving nursing care in the
home?

[1Yes [1No Ifyes, fill out Appendix D.

Is anyone who is renewing or applying for health coverage incarcerated (detained or jailed)?

[JYes [ No If yes, write the name(s) below.

Name (first, middle, last & suffix) \
Facility Name (place of incarceration) Q \:

Plan First is a limited benefits program
contraceptives, testing, and family
www.coverva.org/planfirst.
Individuals between the ag

ices lik ly planning exams, prescription
elated Iab%s.

rn more:
64 are a lly evaluated for Plan First.

If you do not want household ers betweemghe ages of 19 and 64 to be evaluated for Plan First,
write their name(s):

d Older than 64:
ers younger than 19 and older than 64 qualify for Plan First,

Household Members Younger t
If you want us to see if household
write their name(s):

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

In the past, the following household members chose not to be evaluated for Plan First coverage. If
they now want to be evaluated, circle their name(s) below:

ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
22 Case #:

- Page 6 of 22 Correspondence #:-
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n Other health insurance coverage

Does any person who is renewing or applying for health coverage have other health insurance?

» Review the information and cross out any information that is wrong. Write in any new insurance
information for your household.

» If someone in the household has new insurance through an employer complete Appendix A.

Name(s) of person with other health insurance: Policy number:

Insurance company name: Monthly Premium Amount: $

Type of insurance: O Medicare O TRICARE O Veteran's health coverage [ Marketplace
O Premium Assistance (HIPP or FAMIS Select) OO Other insurance (write below)

O Check here if this other health insurance has ended. Coverage End Date:

(mm/dd/yyyy)

If you have indicated that health insurance has ended for ber(s), please provide

O Check here if this other health insu varage is offer h a job.
ﬂ Information about inqe ;

» Provide the information belo your household or on your federal tax return who has
income, whether or not they ar@ ewing or applying for health coverage.

» If someone has more than one typ&®f income, tell us aboutall of their income.

» If you need more space, make a copy of this page or call your local office for copies.

» Cross out wrong information. Write in new information and add anything that is missing.

Person who has the job: Name (first, middle, last & suffix)
Blue Mom

Employer name and address:
Swim shop

Address: City: State: Zip code: Phone number:
VA

Monthly gross income currently on file: $3,200.00

You can get this letter in another language, in large print, or in another way that's best
for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

; Case #: - Page 7 of 22 Correspondence #:-
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Is this person still employed at this job? [ Yes [ No if No, date they left the job:

(mm/dd/yyyy)

How often are wages and tips paid?

[1 Weekly [] Every two weeks [] Monthly [] Twice a month [ Yearly [] Other

[] Not regularly (for example, if this person works under a contract)

How much does this person earn (before taxes are taken out)? S

Average hours worked each week:

If anyone in the household has changed or has a new job, list him or her and answer the questions
below.

Name (first, middle, last & suffix):

Employer name and address: City: State:  Zip code: Phone number:

Start Date:

How often are wages and tips paid?

[] Weekly [] Every two weeks [1 Monthl

L 2
ice a month [J @D Other
?

How much does this person get paid (b S)7

Average hours worked each week:

» If anyone in your househoid ployed d jobs, we need to know about their work.
» Cross out wrong informatio te in new ifformagion and add anything that’s missing.

Name (first, middle, last & suffix):
Type of work: O

What do you expect his or her inco e this year? Amount: $

How much net income will this person get from self employment (or odd jobs) this month?
Amount: S

Net income means the profits left over after business expenses are paid. For more information about
business expenses visit https://www.coverva.org/.

» Information about other income. If anyone in your household has income from sources other than
a job, like Social Security income, pensions, Veterans benefits, or annuities.
» Cross out wrong information. Write in new information and add anything that is missing.

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

& :ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
22 Case #:

- Page 8 of 22 Correspondence #:-
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Name (first, middle, last & suffix):

Income Type: How much? $

How often?

O Yearly [0 Every two weeks [ Monthly [0 Weekly [ Twice a month [J Other

O Not regularly (for example, if this person works under a contract)

Deductions — Only certain individuals are eligible to receive deductions.

» If anyone in your household has pre tax deductions from pay, tell us what kind. Deductions are
amounts, listed on your tax return, that are subtracted from your income for certain expenses.

» You should not include expenses that members of your household subtracted from their self
employment gross income. Common deductions include student loan interest paid, contributions to
individual retirement arrangements (IRAs), and contributions to health savings accounts (HSAs).

Name (first, middle, last & suffix):

Deduction Type How much monthly? $

Name (first, middle, last & suffix):

Deduction Type %ow mucwthlv? S
V ®
n Information about res and nursil{ ility care

» This section refers to individuals who r older, blind, abled and/or receiving nursing
care in a facility or in the home

» If this section does not ap anyone in your hopg

» Cross out wrong informat in new infa

ue to section 7.
and add anything that’s missing.

Resources include things like ¢ ing/savings
retirement funds. Resources also includ@ert

counts, stocks, bonds, life insurance, and
vehicles, annuities, and trusts.

Owner esource Amount

S
S

If this person or their spouse who lives with them are working, do either of them have expenses
related to work? [J No [ Yes Ifyes, attach proof.

Does this person or their spouse or child have medical expenses not covered by Medicaid?
O No [0 Yes Ifyes, attach proof.

Name of the nursing facility, state institution, or community based care provider:

Has this person or their spouse sold or given away any resources within the last year?
0 No [0 Yes Ifyes, fill out below.

You can get this letter in another language, in large print, or in another way that's best
for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

; Case #: - Page 9 of 22 Correspondence #:-
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Resource Type Value Date Sold or Given Away

S

If married or separated, spouse's name: Name (first, middle, last & suffix):

Does this person's spouse have any home expenses? If yes, tell us below.

Rent/Mortgage: S Utilities [J Yes [0 No

Homeowner's/Renter's Insurance: S Real Estate Taxes: S

Maintenance Charges for Condominium: S

Does this person’s dependent(s) have any income? If yes, tell us below.

Social Security: S Social Security Income: S
Civil Service: S Veterans Administration: S
Retirement/Pension: S Disability: S
Wages: S Other ( tocks, Annuities, Dividends,

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

%ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
A5k Case #:

- Page 10 of 22 Correspondence #:-
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7 @ Sign the application

Your rights and responsibilities: Review the information below and sign the application.

e | know that | must tell my local Department of Social Services if anything changes and is
different from what | wrote on this form within 10 days. | can call 1 855 242 8282 (TTY:
1 888 221 1590), contact or visit my local agency, or visitCommonHelp.Virginia.gov to report
any changes. A change in my information might affect whether someone in my household

qualifies for coverage.

e |understand that if I do not qualify for health coverage, my local Department of Social Services
may send my information to the Health Insurance Marketplace (www.healthcare.gov) to see if
| qualify.

e | understand that | am authorizing the local Department of Social Service (LDSS) and the
Department of Medical Assistance Services (DMAS) to obtain verification/information necessary

to determine my eligibility for Medicaid or FAMIS.
e | have permission from everyone whose information is on this form to submit their information
to Virginia Medicaid and to receive any communications about their eligibility and enrollment.

Renewal of Coverage in Future Years: Read the statemeiits below and choose.

Giving the Virginia Medicaid program permission to use federal tax r&turn to confirm my income

can make it easier to renew health coverage an ay al renewal &pen automatically. |
understand that | can change my mind at Qe contacth\ | Department of Social
o

Services.
| give permission to use updated inco@

penalties under fedefs if I'Provide false or untrue information.

n from &urns for the next (check one):

Signature of Household Contact or Authorized Representative Date

ALL individuals in the home 21 or older (or 18 or older in a home without a parent) who are
renewing or applying for health coverage MUST sign below. A spouse can sign for their spouse.

Print Name Signature Date

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best
' for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

ﬁ Case #: - Page 11 of 22 Correspondence #:-
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Appendix A - Complete ONLY if someone in your household is eligible for
new health coverage from a job

Renewal

» Tell us about the job that offers coverage for your household.

» Take the Employer Coverage Tool on the back of this page to the employer who offers
the coverage to help you answer these questions.

» If more than one person has coverage offered through a job, make a copy of this page.

Employee Information

Employee Name (first, middle, last & suffix) Employee Social Security Number

Employer Information

Employer Name Employer Identification Number

Employer Address Employer Phone Number

2P C3§\
ut employee % erage at this job

City St

Name and title of person who can be cont

Name le

Phone Number ddres

If you are currently eligible f@r coverage offered by t @ ployer, or will become eligible in the next 3
montbhs fill in the informatio o)
If in a waiting or probationary period, what date you enroll in coverage?

List the name of anyone else who j i coverage from this job

(mm/dd/yyyy)

Name (first, middle, last & suffix) Name (first, middle, last & suffix)

Tell us about the health plan offered by this employer

Does the employer offer a health plan that meets the minimum value standard*? [ Yes [] No
For the lowest cost plan that meets the minimum value standard offered only to the employee
(don’t include family plans) provide the premium that the employee would pay is the maximum
discount was received for any tobacco cessation without any other discounts. $

How often? [J Weekly [J Every 2 weeks [ Twice a month [J Once a month[] Quarterly [J Yearly

What changes will the employer make for the new plan year (if known)?

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

& :ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
22 Case #:

- Page 12 of 22 Correspondence #:-
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(] Employer will offer or change health coverage
[] Health coverage will not be offered for the lowest cost plan available to the employee
that meets the minimum value standard*.

Employee premium cost $ Date of change

(mm/dd/yyyy)
How often? [] Weekly [] Every 2 weeks [] Twice a month []J Once a month[] Quarterly [] Yearly

Employer Coverage Tool

This section should be completed by the employer to help answer questions about any employer
health coverage that you are eligible for (even if it is from another person’s job, like a parent or a
spouse).

Is the employee currently eligible for coverage or will the employee be eligible in the next three
months? []Yes [JNo (If yes, fill in information below. If no, stop and return form to employee.)

If in a waiting or probationary period, when can the employee enroll in coverage?

(mm/dd/yyyy)

Does the employer offer a health plan that covers an emp s spouse wendent?m Yes [JNo
If yes, which people? [JSpouse []Dependents

Tell us about the health plan offered by this
Does the employer offer a health plan that
(If yes, please complete the informati

yer
he minimum

ndard*? []Yes []No
nY¥orm to employee.)

For the lowest cost plan that mee

include family plans) provid pr
received for any tobacco ce

How often? [] Weekly [] Every 2 weeks [] Tw& month [] Once a month[] Quarterly [] Yearly

iMimum vaIu%ar ffered only to the employee (don’t
ium that the @y would pay is the maximum discount was

hout any ounts. $

If the plan year will end soon and
information below. If you do nd

at the health plans offered will change, write in the
stop and return form to the employee.

[1 Employer will offer or change health coverage
[] Health coverage will not be offered for the lowest cost plan available to the employee
that meets the minimum value standard*.

Employee premium cost $ Date of change
(Premium should reflect the discount for the (mm/dd/yyyy)
wellness program.)

How often? [J Weekly [J Every 2 weeks [J Twice a month [J Once a month[J Quarterly [ Yearly

*An employer sponsored health plan meets the “minimum value standard” if the plan’s share of the
total allowed benefit costs covered by the plan if no less than 60 percent of such costs (Section 36B
(c)(2)(C)(ii) of the Internal Revenue Code of 1986).

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
22 Case #:

- Page 13 of 22 Correspondence #:-

e
e
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Appendix B - Complete ONLY if someone in your household is an
Renewal American Indian or Alaska Native

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

» American Indians and Alaska Natives can get services from the Indian Health Services, tribal
health programs, or urban Indian health programs. They may not have to pay co pays and may
get special monthly enrollment periods.

» If more than two people are American Indian or Alaska Native, make a copy of this page.

Person One Name (first, middle, last & suffix):

Has this person ever received a service from the Indian Health Service, a tribal health program, or
urban Indian health program? [JYes [JNo

If no, does this person qualify to get these services?[] Yes 1 No

List any income that includes money from these sources: How much S
Payments from a tribe for natural resources, usage rights, |income?
leases, or royalties.
Payments from natural resources, farming, ranching,
fishing, leases, or royalties from land designated as
trust land by the Department of Interior (including
reservations and former reservations).
Money from selling things that have cultug

How often?
[1 Weekly [J Twice a month

Every gwo weeks
O Mont&Yearly
CleNagiregular(for example, if this

rks under a contract)

List any income that includes money from these How much S
Payments from a tribe for natural res , usage rights, |income?

How often?

[J Weekly [ Twice a month

(] Every two weeks

[0 Monthly [J Yearly

[ Not regular (for example, if this
person works under a contract)

(] Other

trust land by the Department of Interior (including
reservations and former reservations).
Money from selling things that have cultural significance.

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

%ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
A5k Case #:

- Page 14 of 22 Correspondence #:-
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Complete ONLY if you are choosing someone to help with
your application

Appendix C -

Renewal

» An authorized representative is a trusted friend, partner, or lawyer you choose to sign your
renewal form, get information about this renewal form, and act for you with this agency.

» If we have an authorized representative on file for you, their information is shown below.
Review the information. Write in any changes to the information.

» If you want to name an authorized representative, complete below. Make a copy of this
page if you need additional space or if you need to add an additional authorized representative.

If you have an authorized representative on file, their name is shown below. Complete this
section to confirm this information is still correct.

We show this person is your authorized Do you still want this person to be your
representative: representative? [JYes [JNo
If yes, has any information changed? []Yes [JNo

If your authorized representative's information has changed, or if you would like to name a new
or different authorized representative, write in the inférmation below.

Name of authorized representative and/or organizatio

Zip Code

Address: City Sta

Phone number: Ph ork [ Other

Relationship to Applicant: §

Please indicate the duties the you to authorize,for erson.

(1 Apply for benefits O ive BEnefits []Rec ttefs regarding actions taken on your case
(] Receive request for infor dedtod ligibility

] Other: é

Your Signature (person applying or renewifig for coverage): Date

You can choose one Outreach Wa lication Assister/Certified Application Counselor/

Navigator/Broker

» Complete this section to authorize a certified application counselor/navigator/broker to be able to
access confidential information related to your health coverage case.

» If we have a person/organization on file for you, the name is shown below. If you want to
add/change your certified application counselor /navigator/broker, write in the information below.

Outreach Worker/Application Assister/Certified Application Counselor/Navigator/Broker name and
name of organization:
ID Number (if applicable):

Do you still want this person to be your representative? [] Yes [INo
If yes, has any information changed? [ Yes [ No
Write in any new information below:

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best
' for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

ﬁ Case #: - Page 15 of 22 Correspondence #:-

e
e
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Complete ONLY for someone who is now applying for health
coverage from Virginia Medicaid or whose circumstances may
have changed.

Appendix D -

ENEYEL

» Fill out this page for people who are listed in Section 3 who areapplying for Medicaid or
whose circumstances have changed.
» Make a copy first if you need space for more people.

Tell us about this person’s citizenship or immigration status.

Name (first, middle, last & suffix)

Date of Birth: Social Security Number:

Is this person a U.S. citizen or U.S. national? [J Yes [J NoIf yes, go to Additional Information. If no,
answer all of the questions below.

Document Type Alien or | 94 number Card or foreign passport number

Visit www.coverva.org for more information abou ellglb |grat|on sttus and document types.

] Check here if this person has arrived in the U
is teran or\ member in the U.S.

1 Check here if this person, their spouse, or g @

military.
i main person t care of a child under the age of 19.
ing for medl&ljs from the last three months.

er care at age older and had Medicaid health coverage.

Additional Information
[]1 Check here if this person lives wij
(] Check here if this person wants
[] Check here if this person

What is s race? Check all that apply. You may
e | choose nOfto answer this question. You do not have to answer
stion to be eligible for Medicaid.

If this person is Hispanic/Lati
check all that apply. You do not
to answer this question to be eligible | thi

for Medicaid. ican Indian or Alaska Native
[] Chicano/a n Indian [ Black or African American
[J Cuban ilipino (] Chinese
[J Mexican Japanese [J Guamanian or Chamorro
0 Mexican American O Native Hawaiian J Korean
[J Puerto Rican (] Other Asian (] Other Pacific Islander
[ Non Hispanic/Unknown [J Samoan [J Viethamese

[ White

STOP! Continue ONLY if someone in your household is 65 or older, blind, or disabled.

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best
' for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
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Complete ONLY if someone in your household who is 65 or older, blind, or disabled.

Person's Name

What resources does this person or their spouse have? Resources include things like
checking/savings accounts, stocks, bonds, life insurance, and retirement funds.

Resource Amount

| |nwn

STOP! Continue ONLY if someone in your home is receiving care in a nursing facility or in
the home by a medical professional.

Complete ONLY for someone in your household who is in a nursing facility or receiving
nursing care in the home.

Name of the nursing facility, state institution, or communi sed care provider:

If married or separated, spouse’s name: Nam Mlast & suffix):
Does this person’s spouse have any home e ses? If yes, t g
Rent/Mortgage: \ tilities UJ Yes U No

Homeowner's/Renter's Insur. : Q S Real Estate Taxes: S
Maintenance Charges for Comd®minjum: S Q
Does this person’s dependent(s) have anyincome? If yes, tell us below.

0
Social Security: S 6 Social Security Income: S
Civil Service: S Veterans Administration: S

Retirement/Pension: S Disability: S
Wages: S Other (Trusts, Stocks, Annuities, Dividends,
Interest, etc): S

Has this person or their spouse transfered any real or personal property within the last year?

LNo [ Yes Ifyes, fill out below.

Property Transferred Value of Transfer Date of Transfer

$

Any household members who are 18 or older and not living with a parent or who are 21 and older
and are now applying for coverage must also sign Section 7 of this renewal form.

You can get this letter in another language, in large print, or in another way that's best
for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
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Additional
Voter Registration & Non-discrimination Information

Information

Voter Registration

If you are not registered to vote where you live now, would you like to apply to register to vote here
today? (Applying to register or declining to register to vote will not affect the amount of assistance
that you will be provided by this agency.)

Please check one box only:

[1Yes, | would like to apply to register to vote.
[1No, | would not like to apply to register to vote.
(11 am already register to vote.

IF YOU DO NOT CHECK ANY BOX, YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TO REGISTER TO
VOTE AT THIS TIME.

If you decline to register to vote, this fact will remain fidgntial. If you do register to vote, the
office where your application was submitted will be keptonfigdential, an@l be used only for

voter registration purposes. V
ion application X will help you. The decision
ill out the a tiof?form in private.

If you would like help filling out the voter r
whether to seek or accept help is yours. Y

If you believe that someone has igterfe h your right to er or to decline to register to
vote, or your right to privacy in de gaynether to regiSter or in‘applying to register to vote, you
may file a complaint with t ry of the Virgi ate Board of Elections, Washington

Building, 1100 Bank Street, 804-864-8901.

CONSTITUTES THE CRIME OF ELECTION , WHICH IS PUNISHABLE UNDER VIRGINIA LAW AS A
FELONY. VIOLATORS MAY BE S UP TO 10 YEARS IN PRISON, OR UP TO 12 MONTHS IN
JAIL AND/OR FINED UP TO $2,5

WARNING: INTENTIONALLY MAKING A i‘ : TEQFALSE STATEMENT ON THIS FORM

To register to vote visit: https://vote.elections.virginia.gov or call or go to your local agency to
request a paper voter registration form. If you need help completing the form, visit your local agency.

(for agency use only)

Voter Registration form completed:[] Yes [ No
Voter Registration form given to applicant for later mailling (at applicant's request){]

Agency Staff Signature Date

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

%ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
3 Case #
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Non-discrimination Information

It is important we treat you fairly. We will keep your information secure and private.

This agency complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. This agency does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

This agency provides free aids and services to people with disabilities to communicate effectively
with us, such as, qualified sign language interpreters and written information in other formats
(large print, audio, accessible electronic formats, other formats). If you need these services, call
us at (804) 786- 7933 (TTY: 1-800-343-0634). This agency also provides free language services to
people whose primary language is not English, such as qualified interpreters and information
written in other languages. If you need these services, call us at 1-855-242-8282 (TTY:
1-888-221-1590).

ervices or discriminated in another way
sex, you can file a grievance in person,
E. BroadS#, Richmond, VA 23219,

If you believe that this agency has failed to provide thes
on the basis of race, color, national origin, age, disabi
by mail, or by phone at: Civil Rights Coordinator, DM
Telephone: (804) 786-7933 (TTY: 1-800-343-06

¢

U.S. Departm Ith and Human Services,
. gowfocr/portal/lobby.jsf or by mail
20

Independence Avenue, SW,

You may also file a civil rights complaint

or phone at U.S. Department of H
Room 509F, HHH Building, Was .
Complaint forms are available at : . office/file/index.html.

ﬁ Case #:

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
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}-ﬂ& You can get this letter in another language, in large print, or in another way that's best P,
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Correspondence #: - ::ﬂ“ﬁ
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"'ﬁ You can get this letter in another language, in large print, or in another way that's best
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English: Get help in your language

This Notice has important information about your benefits or application for health coverage from Virginia
Medicaid. Look for important dates. You might need to take action by certain dates to keep your benefits.

You have the right to get this letter for free in your language, in large print, or in another way that is best for you.
Call us at 1-855-242-8282 (TTY: 1-888-221-1590).

dinly saelwall Ao Juaal :Arabic

O il sl il e lgdle Jpeanll il die i Lele

B Aagall o)) il e sl Virginia Medicaid S Liss yé
dbﬁ\ﬂ Lalaia 3aasa @J\}a d)&g &_1\;\);1_3 Vz\,ﬁ\&l\ dﬂs Oy

Spanish: Obtenga ayuda en su idioma

Este aviso tiene informacién importante de Virginia
Medicaid sobre sus beneficios o solicitud de
cobertura de salud. Busque fechas importantes.

Puede que necesite hacer algo antes de ciertas (b S Aol 2 gulaa cclia]y Ulne laal) 138 e J guasl ol 3o,
fechas para conservar sus beneficios. Tiene derecho o e Uy Joal ) Ay Joadly
a obtener esta carta en su idioma, con letra grande, (TTY: 1-888-221-1590) 1-855-242-8282
o de cualquier otra manera que sea mejor para

usted, de manera gratuita. LIdmenos al S Juala 3t e G4 A :Urdu
1-855-242-8282 (telefonia de texto [TTY]: e Virginia Medicaid b odisiy S o (ae i 55 )
1-888-221-1590). ol o el ol e o Sl 0 ) Smps S

=S 26 DA ot S Gl S Ry s
o g Qo S SR8 G883 oA papata
S b Gy 2 5 e ) Al bk o S
 dols i3 e S 53 e

o) 1-855-242-8282 User - =
S Js

A AT AT qATH T o o

Korean: £219| H0{2 T F2 WOMR.
0| &X|Mod= HX|L|ot HIC|AH 0| 22| o2
HE S e ol B3 AMH Cist 28
HETJI E0{ }&LICH oo CHEt B8

Ot YT XI5t U&LICH =S Hrog{H

b2 YT R| Z%|E #|5tAdoF BFLICH Of .
EX|IME EQlo| A5t Sloj2 E= 2 n

A2 CIME MAIZ i 2ol £
EfoleditHoz B2z HI2 £ 0l= Hp
UG LICH K30l A 2olsh FHAIR. &

FT T AFLTHAT 21 Tt 2
;825'-5 |?jl\l2A8|2082 (TTY: 1-888-221-159 qTaT #, 73 e &, 71 0 Pt e dr
) T =37 &, 9o I 2 v At )1

Vietnamese: Nhén gidp d& b clia quy vi -242-8282 (TTY: 1-888-221-1590) T¥ ®IF < |
Théng bao nay cé thdng tin quan tropg'vé cach quy .
& Y gind ay Q 34 Ok 4 Sas il acFarsi

anharJ phuc lgi ho\ac cach r-13|c.) dc{n nhj;\n bao hiémy N USRTTA I e 5 e Sl sl A Sl o

té thudc chwong trinh Medicaid cua tiéu bang e A . Y .

AR . @ = Virginia Medicaid I e 5 il (i ) Lask
Oong

Virginia. Hay chu y dén nhitng ngay quag Bin (sl 23 3Y ALE 2Ly 41515 4.5 e (sleg 6 45 250
vi c6 thé phai hanh dong trudc moigo nga o 21 G Led 2o Jans el e sles 5 U e

Théfg bé? nay dé"tié’p .txuc nhlénbphu i. QuyVi co iy p Lad o s G Lk ol 4 ol 4 5 4l
quyén nhan thu ndy mién phi bang tiéngWiét, bing o o e by ikl | o€ il 5 Cand i (il 148 ¢ Ko
chit khé 1&n hodc theo céch nao phiu hgp nhat voi 8 Ll (TTY: 1-888-221-1590) 1-855-242-8282
quy vi. Xin goi cho ching tdi theo s6 1-855-242-8282 _
(may TTY: 1-888-221-1590). Bengali: STt SO SR AR M1

_ Virginia Medicaid &3 SR 11 A=< 1901 20-191-
Chinese (Traditional): Fi &\ Fl 958 5 S WEY SRTUT ST SR TSRS SO O @8 - 1B

FEATEHBENVirginia MedicaidE%Uﬁ%ﬁ ST SRTGISHE SRS STATHI | SIS SRS
7¥<1%EF' ENEEEH, BFEFEENAS. &7 SR 1of-STRT BIE] A12ST BT SR AT =AU
HREEERLAHZaERTE , TREREEN YT SRS SR FAL T S| SIS SRR AL

E*‘Jo CERGERGERNES. KORER e ST, I A=A G5 ST SIS ST

Hi S EA AN SR WEIRER, FEA TS 5T T -1 G a8 BB <

1-855-242-8282 ( TTY: 1-888-221-1590 ) o PG SRV BUEA{ERL 1w o 2 T
1-855-242-8282 (TTY: 1-888-221-1590)|

ﬁ for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
Case #
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Tagalog: Tumanggap ng tulong sa inyong wika

May mahalagang impormasyon ang patalastas na ito
tungkol sa inyong mga benefit [kapakanan] o
paghiling na masakop ng segurong pangkalusugan ng
Virginia Medicaid. Tignan ang mga mahahalagang
petsa. Maaaring dapat kumilos kayo sa ilan mga
petsa upang mapanatili ang inyong mga benefit. May
karapatan kayong matanggap ang sulat na ito sa
iyong wika. malaking mga letra, o sa anumang paraan
na pinakamahusay sa inyo. Tawagan kami sa
1-855-242-8282 (TTY: 1-888-221-1590).

Ambharic: (272P ACS T $TT

£V TI0FOPP NACETP 729008 071eTH T PPPTPY
OP9° M. 1147 TIavANFT APl AldAL aPL8 PHA
10 AALAL PETT LAt PPPTP W8 LLLTNP:
OO PTF DT ACIPEPTT DAL A LOLATNP T4
LUPSA: LU L8N 147 NLIRP? +AP O &.L0TF
2P @RI ALCHP NP0 E (1AA a0 VI&F 09T
a1k A\PH: 05 (1 1-855-242-8282

(TTY: 1-888-221-1590) apLmA L AN

French: Obtenez de I'aide dans votre langue
Cet avis contient des informations importantes sur
vos prestations ou votre demande d’assurance-
maladie auprés de Virginia Medicaid. Recherchez |
dates importantes. Vous devrez peut-étre pren
des mesures avant certaines dates pour conserv
vos prestations. Vous avez le droit d'obten
lettre gratuitement dans votre langu ro
caractéres ou de la maniére qui vous

mieux. Appelez-nous au 1-85 -828\ (ATS:
1-888-221-1590).
Russian: Monyunte nomoub Ha M A3blKe

B 3TOM yBELOM/IEHWM COLEPKUTCA BaXKHas
MHOOPMALLMA O BALUMX /IFOTAX MW 3aABKE H
MeAMUMHCKOE CTPAX0BOE MOKPbITUE

C t d
BupaxuHua. ObpatnTe BHUMAHUE % 4atbl.
OT Bac moxeT TpeboBaTbCA BbINONHEHNQTEX 1K
WHbIX JENCTBUIA B ONpeaeseHHble CPOKK ANA
COXpaHeHwWA BaWmX NbroT. Bbl UMeeTe NpaBo Ha
becnnaTHoe Nosy4eHNe STOro NUCbMa Ha Ballem
A3bIKe, KPYMHbIM WPUPTOM UK B APYrom ya,06HOM

ans sac dopmare. No3BOHUTE HaM MO HOMEPY
1-855-242-8282 (TTY: 1-888-221-1590).

}-ﬂ& You can get this letter in another language, in large print, or in another way that's best

ﬁ Case #:

for you. Call us at 1-855-242-8282 (TTY: 1-888-221-1590).
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German: Holen Sie sich Hilfe in lhrer Sprache

Diese Mitteilung enthalt wichtige Informationen zu
Ihren Krankenversicherungsleistungen oder zu lhrem
Antrag auf Krankenversicherung von Virginia Medicaid.
Achten Sie auf wichtige Daten. Sie miissen
moglicherweise zu bestimmten Terminen MalRnahmen
ergreifen, um lhre Leistungen weiterhin zu erhalten. Sie
haben das Recht, diesen Brief kostenlos in lhrer
Sprache, in GroRdruck oder auf eine andere Weise zu
erhalten, die flr Sie am besten ist. Rufen Sie uns bitte
an unter 1-855-242-8282 (TTY: 1-888-221-1590).

Bassa: M béin gho-kpa-kpa dyée dé wudu m poge mu
Cée-dg nia ke bédé b3 kpa de bé bé wé bé k5 bada m
béin gbo-kpa-kpa bé dyée 2 ju ké m dyi gbo-kpa-kpa z5
bo ni kpddd-dyuad dyi kana je sdin dé nya Kiiun jé gbo-
kpain-nain nia dé V3jinia kee ni. D& wé kpa de bé k3 ma
m béin gbo-kpa-kpa bé nia ke dyée kee jé dyédé gbo.
M k3 bé m ké gbo-kpa-kpd nia ke 25 bo wé jéé bé bada,
bo-kpa-kpa b&> dyé. M béin céeé-dg nia ke
wudu m poge mu dé cée-de-dyede boo-

wié ka koida k3 mu m m3 bé wa ké ni
Se-d&d ceqyftee mu. D3 a niifi 8¢ niba nia ke k3
855-292:8282 (T]Y: @ 90).
ugi

Ibo: Nweta enye &\ gi
kwuputa nke a nWere ozi di mkpa banyere uru ndi gi

aka tkpuchi ahuike site na Virginia

Medicaid. Cho a deeti di mkpa. Aga-achoro ka ime
ufod& G bochi iji dowe uru gi gasi. | nwere
i kwukwo ozi nke a n’efu n'asusu gi,

: 1-888-221-1590).

ikiie A

e n’iji nnukwu mkpuruedemede, maobu n'uzo
@ acha mma maka gi. Kpoo anyi na 1-855-242 8282

(

Yoruba: Gba iranlowo ni ede re

Akiyesi yi ni iwifun-ni pataki nipa awon anfaani tabi iwe
ibewe fun agbegbe ilera lati Virginia Medicaid. Wa
awon 0jo pataki. O se é se lati gbe ighése ni awon o0jo
kan lati fi awon anfaani re pamo. O ni eto lati gba leta
yi ni ofe ni ede re, ni kikosile gadagba tabi ni ona miran
ti 6 dara fun 0. Pé wa ni 1-855-242-8282

(TTY: 1-888-221-1590).

Correspondence #:-






