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DEPARTMENT OF HEALTH & FIUMAN SIRVICFS

Centers for Medicare & Medicnd Services

Atlanta Regional Office ‘ M s
61 Forsyth Stevet, Suite 4T20

Atlanta, GA 30303 CENTERS FOR MEDICARE & MEDICAND SERVICES

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS

September 19, 2014

. . RECEIVED
Lawrence Kissner, Commissioner t
Department for Medicaid Services SEP 2 5 201 lop S
275 East Main Street, 6 WA Lsa  vevine o
ankforl, KY 40621-0001 DFPT FOR MEDICAID SERVICES 5(“"-‘-5-'7 f VAN
OFFICE OF THE COMMISSIONER v C
Dear Mr. Kissner: F

Zy
On November 6, 2013, the Centers for Medicare & Medicaid Services (CMS) approved Q/ﬁS // 4
Kentucky's State Plan Amendment (SPA) 13-0007-MM2 with an effective date of

January 1, 2014, This SPA included approval for the state to use interim alternative single
streamlined online and paper applications until June 30, 2014.

The CMS has reviewed the changes submitted with respect to Kentucky's alternative single
streamlincd online and paper applications. The revised applications address the concerns
outlined in the companion lctter that was issued with the SPA's approval. This letter serves as
official approval of Kentucky’s alternative single streamlined online application and altemative
Sigle streamlined paper application, I

Enclosed is a copy of the approved application materials. Please incorporate these pages into the
State Plan following the attachments to S94 entitled, “Use of the Alternative Single Streamlined
Application,”

If you have any additional questions or requirc any further assistance, please contact
Melanie Benning at 404-562-7414 or Mmmmmng@pmm.

Sincerely,
Qia.d—i-e, /g“e‘%b

Jackie Glaze
Associate Regional Administrator

Enclosure
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Application for More Than O e Person

THINGS TO KNOW

TN No: 13-0007-MM2
Kentucky

> -. % - u!. ’ &
2 4"Ffoe'or IW-coBt,Coveraga fromiMedicald or the Kentucky Children’s
¢ Haalpgﬁlng_urgnce Program (KCHIP) :
v * PaymentjAssiatance, that-céin help you pay for your health coverage

Y o, o2

» . Aftordable héalthiinstrance plans that offer comprehensive coverage to

* ;. help you sty well = 2 "

..

Membars of &'househdld, (spouses,,péiriners, children, other) who:
v o Livern /iniKentlicky and|plan {0'stay in Kentucky

‘e -Araincluded on, your.tak fetuirm, even if they don’t live with you

- ot ‘Live:with Jou, even if taxes are not filed
Apﬁlwfagf%’r":ﬁnl'iﬁ"_é' éﬁﬁwﬁgkyﬂectak'\f,;gov.

N, * A oo ble el | L H
oo ;ng sociél!g_qqynty:?umge,r"(gr,dqgument number if you are a legal immigrant)
» Employer and .}‘g‘cgr'nq‘;ihfdrmaugm(for example, paystubs, W-2 forms, or wage
- AndiEdstatements) .- & &
WEask qbﬁm;@ﬁﬁoéﬁlcéﬁg;hiﬂﬁnﬁg; (SSN), your Income and other

'i’r.\‘fg_miau_ﬁé't'izto.seei&_y'gg;gga_lij‘y for;and.if you can get any help paying for
YULIERINICOVOIROe COsts, e’ -

{it,youtneedihélp getting!aniSSN, call 1-800-772:1213 or visit
gisggla':!se":'curlty.’go??r TrYa‘-fﬁs%rl.s’_.shqvulg call 1 800-325-0778.

oy ;
We'll keep ﬁll’ilié"lnfonn?:tloﬁﬁs‘rgd‘u give us private, as required by law.
= Mail or fax your completad, signed application to

Office of the Kentucky Health Benefit Exchange
12 Mill Creek Park
Frankfort, KY 40801

Fax: 1-502-573-2005

* [t you do not have all the information we ask for, submit your application
anyway. We will contact you for the missing information if we cannot complete
the determination based on the information you give us

* It we can make a determination, we will send you detalled information about
the steps you will need to follow to select a plan. You will need to go online, call
us, or get assistance from an insurance agent or kynector to enroll in a plan.

» Online: www.kynect.ky.gov

* By phone: Call Customer Service at 1-855- 4kynect (459-6328)

« In person: Find a list of places near whers you live by visiting our websits
or calling us.

« Contact an Insurance agent or kynector: Visit our website or call 1-855
4kynect (450-6328) for a list of insurance agents and kynectors near you.

« Espafiol: Llame a nusstro Servicio al Cliente gratis al 1-855- 4kynect
(459-6328)

» TTY users call 1-855-326-4654

Approval Date: 09/05/14 Effective Date: 01/01/14
594-1



Health Coverage &
kynect Help Paying Costs

Kenlucky'ns Healthenre Co nocton Application for More Than One Person

Tell Us about Yourself (the Responsible Party)

Complete this part of the application with information about the Responsible Party (even if
the Responsible Party is not applying for coverage). If you are compieting this application
for someone else, you must use Appendix B to enter your contact information,

1. First name, Middle imitial, Last name & Suffix (as it appears on your Soclal Security card)

2. Social Secunty Number (SSN) Wae need your SSN if you want coverage and have a8 SSN. Giving us your SSN can
be helpful if you don't want health coverage too sinca it can speed up the application
rocess.

3. If you want coverage and SSN :s not provided, select the reason for not providing it.
{3 Religious Objection O3 Not eligible to receive SSN due to afien status O Applied for SSN
O Do not have an SSN and may only be 18sued an SSN for a valid non-work reason O Refuse 1o provide SSN

4. If you are applying for health coverage, check here 0 and answer all questions.
If you are not applying for health coverage, do not answer questions 25-31 on the next page.

5. Date of Birth (mm/dd/yyyy) 6. Gender
O Male O Female

7. Do you hive in Kentucky and pian to stay in Kentucky? (Only required if you want coverage) ClYes [ No
8. Home Address - [1 Check here if you do not have a Home Address. You will stili have to entor a Mnnln; Addrass below,

9. City ‘110, State 11.ZipCode 12, County

13. Mailing Add ess (Only required if ditterent from home address)

4. City 15, Sta 16. Zip Code 17. County

18. Pumary Phone Number  Home O Woark O Cell 19. Secondary Phone Number Home OO Work ! Cell
( ) ( )
20. 3 Check here to allow kynect o send text message 21, [J Check here 1o allow kynect to send text message

alerts to your prmary phone number. alerts o your sacondary phone number,
22. Preferred Spoken Language (if not English) 23. Preferred Written Language (if not Engiish)
% | you need help wth your apphca ‘on or to apply fe  er online, go to v or call 1-855-3kynact (458-
6328). Para ayuda en Espaiiodl, I ma graus al 1-855-4kynact (459-83 ).
sl = Form XHBE-}10 Rev NA.NY. 4 -
TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14

Kentucky 594-2



24. Do you, the Responsible Party, plan to file a federal Income tax retum for covarage year 20147
(You can apply for health insurance evan if you don't file a federal income ltax relum J)

YES. W yes, answer questions a—d NO. if no, skip to question d.
a. What will be your filing status? 0O Married Filing Jointly O Married Filing Separately
I Single O Head of Household

b. It mamied, what is your spouse's name?
c. Do you have any tax dependents? Yes (O No
It yes, list nama(s) of dependent(s):
d. Are you claimed as a dependent on someone else's tax retun? [Yes (I No
If yes, list the name of the tax filer:
How are you related to the tax filer?

Answer the following questions only if you want coverage:
25. Are you offered health coverage from a job (including someona else's job, like a spouse’s job)?
O Yes. i yas, you will need to completaland include Appendix A with this application. O No

28. Do you want help paying for medicat bill§'from the last 3 months? [Yes L[ No
H yes, which month(s)?

27.AreyouaU.S. 28. If you are not ﬂ,,.';,!,;,s- citizen or national, do you have immigration status?
citizen or national? Ol Yes. Answer'questions a—d below.
8. Immigration.Document Type:
OYes [INo b. Document ID Number:
¢. Have you l‘i;ied In the U.S. since 10067 Yes O No
d. Areyou aileteran or active-duty member of the U.S. military? 0 Yes DO No

28. Are you of Hispanic, Latino or Spanish origin? (OPTIONAL) Yes  No
30. Race - (OPTIONAL)

1 White 'O American Indian 3 Filipino O Vietnamese O Guamanian or Chamotro
O Black or African [ Alaska Native 03 Japanese O Other Asian O Samoan

émerican 3 Asian Indlan 0 Korean [J Native Hawaiian O Other Pacific islander
0O Chinese

31. i you have lost a household member recentty, you may be able to get halp paying for his/her medical bills. Please give
us the following information about the deceased family member:

Name: Date of Birth: Gender CIMale
Is this person of Hispanic, Latino or Spanish origin? (OPTIONAL) [OiYes ONo CFemale
Race {OPTIONAL): .

mmher Members of the Household

Next, you will need to give us information about the other members of your household (include all members of your
housshold, even if they do not want health coverage). Include spouse, children, and others who lve in Kentucky and
plan to stay in Kentucky, are included on your tax return (sven if they don't live with you), and live in your household
even if taxes are not filed. If you need to include more than four persons on this application, attach addtional pages with
their information.

Get started with the members of your tax househald.

H you need hslp with your ai:pllcauon or to apply faster online, go to www.kvnect.ky.coy or call 1-855-dkynact (458-
6328). Para ayuda en Espaiial, lame gretis al 1-855-4kynect (459-8328).

Form KHBE-I10 Rev. 06-01-14
TN No: 13-0007-MM2 Approval Date 09/05/14 Effective Date. 01/01/14
Kentucky 594-3




Person 2
1. First name, Middle in tial, Last name & Suffx (as it appears on Soclal Seourity card) 2. Relationship to you

3. Social Secunty Number (SSN) We neod PERSON 2's 88N if PERSON 2 wants coverage and has a SSN. Giving
us the SSN can be helpful if not applying for health coverage 100 since it can speed up
the abofication process,

4. |f PERSON 2 wants caverage and SSN is not provided, select reason for not providing it.

CIReligious Objection INot eligible to receive SSN due to allen siatus OApplied for SSN  CINewbom without SSN
LIDo not have an SSN and may only be issued an SSN for a valid non-work reason ORefuse to provida SSN

5. If PERSON 215 applying for health coverage, chack here [ and answer all questions.
IFPERSON 2 is not applying for health coverage, do not answar questions 12-17.

&, Date of Birth {(mm/dd/yyyy) 7. Gender
Male O Fomale
8. Does PERSON 2 live at the same address as the RESPONSIBLE PARTY
OYes. if yes, do not enter -n address below. No. it no ent:r P-RSON 2's address below.
9. Home Address 10. Mailing Address (Requlred If different from Home Address)

11. Does PERSON 2 plan to file a tederal income tax teturn for coverage year 20147?
(individuals can apply for health insurance even if they don't file a federal income tax relurn.)

YES. If yes, answer questions a—d. NO. If no, skip to question d,
a. What will ba PERSON 2'sfiling status? (1 Married Fillng Jaintly L1 Married Filing Separately
O Single 0J Head of Household

b. If married, what i1s the spouse's name?
c. Does PERSON 2 have any tax dependents? [ClYes [ No
If yes, list name(s) of dependent(s):
d. Is PERSON 2 claimed as a dependent on someone else's tax retum? OYes [ONo
If yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer?

12. Is PERSON 2 offered heatth coverage from a job (including somecne else's job, like a parent's or spouse’s job)?
(] Yes. if yes, you will need to complete and include ix A with this application. [ No

13. Does PERSON 2 want help paying for medical bills from the last 3 months? CYes 0 No
i yas, which month(s)?

14.1s PERSON 2 a U.S. 15. If not a U.S, cltizen or national, does PERSON 2 have immigration status?

citizen or national? O Yes. Answer questions a—d below.
a. immigration Document Type:
OYes (ONo b.. Document iD Number:

¢. Has PERSON 2livedinthe U.S. 8ince 19967 [ClYes 0O No
d. |s PERSON 2 a veteran or active-duty member of the U.S. military? OYes CINo

16.1s PERSON 2 of Hispanic, Latino or Spanish origin? OYes [INo
17. Race - (OPTIONAL)
O White CJ American Indian O Filipino 0O Vietnamase O Guamanian or Chamorro
2 Black or African {1 Alagka Native O Japanese 0 Other Asian [J Samoan
Amarican {1 Asian Indian O Korean O Native Hawailan [ Other Pacific Islander
{0 Chinese
E E] If you need hslp with your apphcation or to apply faste onf na, goto .Qov or call 1-855-4kynect (459-
8328). Para ayuds en Espafiol, llame gratis ai 1-855-4kynect {458-63 aJ.

TN No. 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky $94-4



Person 3

1. First name Middle insial, Last name & Suffix (as It appears on Social Security card) 2, Relationship to you

3. Socfal Security Number {SSN) We neod PERSON 3's SSN if PERSON 3 wants coverage and has a S8N. Giv ng

us the SSN can b helpful if not applying for health coverage 100 since it can speed
ihe aonlication procass.

4. If PERSON 3 wants coverage and SSN is not provided, select reason for not praviding it.
CiReligious Objection  [Not eligible to receive SSN due to alien status DApplied for SSN  ONewborn without SSN
[ODo not have an SSN and may only be issued an SSN for a valid non-work reason DRefuse to provide SSN
5. If PEASON 3 is applying for health coverage, check here [1 and answer all guestons.
if PERSON 3 is not applying for health coverage, do not answer questions 12-17,
6. Data of Birth (mm/dd/yyyy) 7. Gender
CiMale O Femaie

8. Does PERSON 3 live at the same address as the RESPONSIBLE PARTY?
OYes. It ' es, do not enter an address balow. DINa. It no, ent r PERSON 3's addre  below.

8. Home Address 10. Manling Address (Required if different from Home Address)

11. Does PERSON 3 plan ta file a federal income tax return for coverage year 20147
(Individuals can apply for health insurance even if they don't file a faderal income tax retun.)

YES. If yes, answer questions a—d. CINO. If no, skip to question d.
a. What will be PERSON 3 sfiling status? {1 Married Fifing Jointly O Mamed Fil ng Separa ely
1 Single 0J Head of Household

b. ifmarmed, what is the spouse’'s name?

¢. Does PERSON 3 have any tax dependents? [OYes [ No
If yes, list name(s) of dependent(s): '

d. Is PERSON 3 claimed as a dependent on someone else’s tax retum?  1Yes [J No
If yes, pieasa list the name of the tax filer:
How Is PERSON 3 related to the tax filer?

12. Is PERSON 3 offered health coverage from a job (including someone else’s job, like a parent's or spouse’s job)?
DOYes. t , you will need to complets and include Appendix Awiththis ~ jcation. £ No

13. Does PERSON 3 want help paying for medical bills from the last 3months? [iYes [ No
if yes, which month(s)?

14, 1s PERSON 3 a U.S, 16. i not a U.S. citizen or national, does PERSON 3 have immigration status?

citizen or national? {1 Yes. Answer questions a—d below.
a. Immigration Document Type:
DYes O No b. Document ID Number:

¢. Has PERSON 3livedinthe U.S.since 19887 O Yes O No
d. !s PERSON 3 a veteran or active-duty member of the U.S. military? OYes CINo
18. 18 PERSON 3 of Hispanic, Latinoor S ishori in? OPTIONAL [lYes ONo

7. Race - (OPTIONAL)
O White 0O American indian {1 Filipino 0 Vietnamese O Guamanian or Chamoro
O Black or African {3 Alaska Native O Japanese O Other Asian O Samoan
American O Asian Indian O Korsan C? Native Hawalian O Other Pacific Istander
2 Chinese

It you need help with your application or to apply faster onlins, go o www.kvnect.kv.gov or call 1-855-dkynect (459-
6328). Para ayuda en Espaiial, llame grabs a! 1-855-4kynect (459-6328).

Form KHBE I10 Rev. 05-01-14

TN No: 13-0007-MM2 Approval Date: 09/05/14
Kentucky $94-5

Effective Date: 01/01/14



Person 4
1. First name, Middle initial, Last name & Suffix {as It appears on Social Security card) 2. Relationship to you

3. Sacal Security Number (SSN) Wa nead PERSON 4's 8SN if PERSON 4 wants coverage and has a 8SN. Giving
ustheSSNcanbahalpfulifnotapplymgforheanhcovaragetooslnoettcanspeed up

4. if PERSON 4 wants coverage and SSN s not provided, select reason for not providing it.
DReligious Objection  CINot efigible to receiva SSN due to alien stalus DlApplied for SSN CINewborn without SSN
Do not have an SSN and may anly be issued an SSN for a valld non-work reason DRefuse to provide SSN

5. (f PERSON 4 15 applying for health coverage, check here [ and answer all questions.
if PERSON 4 Is not applying for haalth covarage, do not answer questions 12-17.
6. Date of Birth {(mm/dd/yyyy) 7. Gendar
CiMale ™ Female
8, Does PERSON 4 live at the same address as the RESPONSIBLE PARTY?
OYes. If yes, do not enter an address below. CiNo. If no, enter PERSON 4's address below.

9. Home Address 10. Matling Address (Required if different from Home Address)

11. Does PERSON 4 plan to file a federal income tax retumn for coverage year 20147
(Individuals can apply for health insurance even if they don't file a federal income lax retum.)

YES. If yes, answer questions a—d. ONO. If no, skip to question d.
a. What will be Person 4's filing status? [ Married Filing Jolntly O Married Filing Separately
0O Single ] Head of Household

b. Ifmamed, what is the spouse's name?
¢. Doss PERSON 4 have any tax dependents? (JYes [JNo
if yes, list name(s) of dependent(s):
d. s PERSON 4 claimed as a dependent on someons else's fax retum? OYes O No
it yes, please list the name of the tax filer:
How 1s PERSON 4 related to the tax filer?

12. |s PERSON 4 offered health coverage M'ta?job (including someone else’s job, like a parent's or spouse’s job)?

WRR, T

O Yes. I yos, youwillneed to com  teafidlinciude “pendix A with this application. O No
13. Does PERSON 4 want help paying for médicélibiis trom thelast 3 monthe? ClYes D No

if yes, which month(s)? ta
.18 PERSON4aUS. 1. nota U.S¥cifizen or natichaldoes PERSON 4 have Immigration status?
cltizen or national? Yos. Answei/questions a—d below.
a. ImmigrationjDocument Type:
OYes 0No b. DocumerntiDiNUmber; o

. Has RERSONA lived ify the U.S. ince 19967 O Yes O No
d. Is PERSON:4:a veteran oyactive-duty member of the U.S. military? OYes ONo
18. 18 PERSON 4 of Hispanic, Latino or Spanish.oni"in? OPTIONAL) OYes ONo

17. Race - (OPTIONAL) g e
0 White ) American Indian {&B®iFuipino - , [JVietnamese 0) Guamanian or Chamorro
O Black or African [ Alaska Native *apanese O Other Asian O Samoan
o g::erim D Asian tndien _"{=liKorean! y  [1 Native Hawalian O Other Pacific islander
nese g,

6328). Para ayuda en Espafil, lame gratis af 1-855-dkynect (459-6328),
Form XHBE-110 Rev 05-01-14

% If you need help with your application or to apply faster enfine, go 1o www.kyngct ky.goy or call 1-855-4kynect (459-
[E1HEr:

TN No: 13-0007-MM2 Approval Date: 09/05/14

Effective Date: 01/01/14
Kentucky 594-6



Additional Questions

If the answer to the following questions is yes for more than one person, use additional
sheets of paper to give us the delalls.

1. 1s anyone that is applying for health coverage on this appiication currently in prison or jail or has been
released in the past three months?

[JYES. Hf yes, answer guestions a—d. ONO. ifno goto quastion.z.
a. Who?
b. When did this person enter prison? (mm/dd/yyyy) ; .
c. When did this person leave prison? (mm/ddyyyy):.
d. is this person currently waiting for a decision on charges? [lYes [OINo

2. Has anyone on this application had a pregnancy end (giving birth or losing a pregnancy) in the past three
months or is currently pregnant?

DOYES. i yes, answer questions a—d. ONO. If no, go to question 3.

a. Who?

b. What Is the due date or the last date of pregnancy? (mm/ddfyyyy)

c. How many children are/were expected with this pregnancy?

d. Would this person like to be referred to WIC {a program that offers food to women, infants & children)? OYes CINo

3. Is anyone on this gpplication American Indian or Alaska Native?
CJYES. W yes, complete Appendix C and mail it with this application. ONO. if no, go to question 4.

4. Does anyone applying for health coverage on this application need help with activities of daily living (ke
bathing, dressing, etc.) or live in a medical fac lity or nursing home?

OYES. if yes, who?. ONQ. If no, go 1o question 5.

5. Is anyone that is applying for coverage on this application blind or permanently disabled?
DYES. if yes, who? CINO. If no, go to question 6.

6. Does anyone In your household that is applying for health coverage on this application currently have other

CJYES. If yes, answer questions a-h. BINO. if no, go to question 7.
a, Who? f. Policy number

b. Type of coverage g. Coverage start date

c. Name of pollcy holder h. Coverage end date

d. Name of insurance company
. Address of insurance company

7. Was anyone in your housshold receiving Medicald when he/she became too old to be eligible for foster care
placement? LIYES. If yes, who?
In what state did he/she kve? How ald was he/she?
ONO. H no, go to Step 4 on next page.

8328). Para ayuda en Espaiiol, lame grats al 1-855-4kynect (458-8328),
Form KHBE-120 Rev. 06-01-14

% If you need help with your application or to apply faster online, go to www.kynoct-ky.qov or call 1-855-akynect (458-

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky 594-7



mncome and Deductions
Use additional sheets of Paper if you need to add mare than two jobs.

Income from Job 1 !1. Who eams this income? 2. Who is this person’s employer?

3. What is the gross amoun! this person makes (before taxes)? |4, How often? [J Weekly (] Twice a month
$ £ Every two weeks £ Monthly

5. IF SELF-EMPLOYED b. Gross income a. How often?

a. Type of work

c. Seif-employment Expenses
d. NET income (Grass minus expenses)

Income from Job 2 6. Who eams this income? 7. Who is this person's employer?

B.What is the gross amount this person makes (before taxes)? |9, How often? O Waeakly O Twice a month
$ & Every two weeks (I Monthly

10. IF SELF-EMPLOYED b. Gross Income e. How often?

a. Type of wark

t. Selt-empioyment Expenses
d. NET income (Gross minus expenses)

1. Additional Income: Give us information about any additional income that household members on this
?f application may recsive. Do not include income from child Support, Supplemental Security Income (SS1),

veteran's income, or Worker's Compensation. it none, leave blank.

Type of Income Who Recelves it? How Much? How Often?
O Social Security $ OWeekly  OTwice a month CiMonthly
O Pensions S DWeekly  CITwice a month CMonthly
J Interest or If)lvidend - $ OWeekly  OTwice a month OMonthly
O] Disabllty Payments $ CWeekly  CiTwice a month OMonthly
O Unemployment $ OWeekly  OTwice a menth OMonthly
I Other $ OWesakly  CITwice a month OMonthly
12, Hpﬁ"g'él@‘g-‘ggg_ﬁcﬂqns: Give us information about things that members of your household pay and that

'+ ¢8in B6 dBGUSIBA oh an income tax retum, Giving us this Infdrmation could make the cost of health
“insurance 1ower. If nore leave blank,

Type of Deduction Who? How much? How often?
D Alimony Paid $ OWeskly  DOTwice a month CIMonthly
O Student L.oan Interest $ OWeekly  DTwica a month CIManthly
O Educator Expenses $ OWeekly  OTwice a month OMonthly
D Schoof Tultion & Fees $ OWeekly  OTwice a month OMonthly

15;_!;?:1‘9- : "'ﬁiéh"nlw? Iﬁ”‘“'““_e: What is your estimated yearly household income for the coverage year
°([ncz.luglqg ':ny Tb@tm nges, bonuses, seasonal income, etc.)?

.

b

AL Nme alf *o

6328). Para ayuda en Espafiol, lame gratis a 1-855-akynect (459-6328)
Form KHBE10 Rev. 06-01-14

% i you need heip with your application or to apply faster onlne, gofo www kynect.ky.gov or call 1-855-akynact (459-

" TN No: 13-0007-mm2 Approval Date; 09/05/14 Effective Date: 01/01/14
Kentucky 594-8



Sign and Date this Application

« | am signing this application under penalty of perjury which means | have given true answers to all the questicns on
this farm to the best of my knowledge and betief. | know that | may ba subject to penatties under federal and/ar state
law if | provide false and/or untrue Information,

* | know that | must tell kynect if anything changes from what [ wrote on th s application within 30 days of the change. |
can visit kynect.ky.gov or call 1-855-4kynect (459-6328) to report any changes. | understand that a change in my
information could affect the eligibllity for member(s) of my housshold,

» It | think kynect has made a mistake, | can appeal iis decision. To appeal means fo tell somsone at kynect that | th nk
the action is wrong, and ask for a fair review of the action. | know tha { can be represented in the process by
someone other than myself. My eligibility and other important informaton will be explained to me.

» | know that under federal law, discrimination is not permitted on the bas  of race, color, national origin, sex, ags,
sexual orientation, gender identty, or disability. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/office/file.

« | understand that kynect will check my answers using information in databases from the Internal Revenue Service

(IRS), Sacial Security, the Department of Homeland Secunty, and/or any other trusted sourcs. If the information
does not match, | may be asked to send prood.

Renewal of coverage in future years: To make it easier to determine my eligibility for help paying for health coverage
in future years, | agree to allow kynect to use income data, including information from tax returns and other trusted dat
sources. kynect will send me a notice, l¢ me make any changes, and | can opt out at any time.

Yes, renew my eligiblity automatically for the next: (select ane)

0 6 years (maximum atiowed) Ol4ysars 3years 2years [J1yaar

U Do not use information from tax retums or other data sources to renew my coverage.

Voter Registration: If | am not registered to vote or not registered where | currently live, | can choose to register to

vote by checking yas below. If | check yes, | will receive a voter registration application in the mail. Checking yes or no
below does not affect the outcome of this application.

O Yes, 1 want to apply to register to vote. An application will be mailed to ms. [CINo, | don't want to register to vote.

it anyone on this application is eligible for Medicaid or KCHIP:

+ lunderstand that if Medicaid pays for a medical expense, any other health insurance or legal setttement
paymenis will go to Medicaid to relmburse it for the expense.

* lunderstand that my application may be reviewed to make sure that eligibility was determined correctly. It my
application is reviewed, | must cooperate with the review.

Does any child on this application have a parent living outside of the home? TIYes [ No
If yes, 1 give the Cabinet for Health and Family Services (CHFS), Child Support Office, the right to enforce

medical support fram the child's absent parent(s). Iif | think that cooperating with the Child Support Office will
harm me or my children, | can tell CHFS and | may not have to cooperate.

S gnature Date (mm/dd/yyyy)

E E It you need help with your application or to apply fastar onl ne, go to www.kvnect ky.qov or call 1-855-8kynect {a50-
6328), Para ayuda en Espanol, ame grats al 1-855-4kynect (459-6328),
E t  Form KHBE410 flev. 06-01-14
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eal Coverage
ky nect & Help Paying Costs

Kentuckys Hoalthcare Cannaction Application for ne Pe sSon

?

*  Frao or fow-cost insurance from Medicald or the Kentucky Children's
Health !nsurance Program (KCHIP)
Payment Assistance that can help you pay for your heaith coverage
Aftordable health Insurance plans that offer comprehensive coverage to
. help you stay well

1 [ .

-
[

N .-
"Sobndviae wst
e yggﬁnmqqgkmgmlqn to stay in Kentucky
. a'Do'nolihave.‘gqy.g'g!_:_Le_pdents and cannot be claimed as a dependent on
ii'  A86maona 'elad’s tax return
0 LY v ‘ v
‘ I 4 N
) - y '_pl'y#f‘éis,t_ef oqliﬁa’ét'www:kynect.ky.gov.

Sg;féu“g%béial.sﬁéa_gg‘iify?ﬁu@bar (or dacument number if you are a fegal immigrant)
: o !E;‘ggl_qyer,aand&nog‘me information (for example, paystubs, W-2 forms, or wage
(M o)

’m&ﬁ.%t'ﬁur%gjﬂ&cm Number (SSN), your Income and other
(nformationito see i you qualify for and if you can get any help paying for your
;h‘é'a_!@;'cgvef“ﬁﬁef@é‘été_:”‘" !

it yBu.hdad:HlE getting sk SSN, call 1-800-772-1213 or visit socialsecurity.gov.
TTY users shoutd call 1-800-325-0778.

We'll keap all the information you give us private, as required by law,

¢ Mall or fax your completed, signed application to:

THINGS TO KNOW

Office of the Kentucky Health Benefit Exchange
12 Mill Creek Park
Frankfort, KY 40601

Fex: 1-502-573-2005

¢ [fyou don't have all the information we ask for, submit your application
anyway. We will contact you for the missing information if we cannot complete
the datermination basad on the information you give us.

 Ifwe can make a determination, we will send you detailed infarmation about
the steps you will need to follow to selact a plan. You wilt need to go online, cafl
us, or get assistance from an insurance agent or kynector to enroll in a plan.

Online: www.kynect.ky.gov

* By phone: Call Customer Service at $-855- 4kynect (459-6328)
* Inperson: Find a list of places near where you live by visiting our website
or calling us,

» En Espaiiol: Llame a nuestro Servicio al Cliente gratis al 1-865- 4kynect
(459-6328)
* For TTY services call 1-855-326-4654

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky 594-1



Health Coverage
kyn ect & Help Paying Costs

Kemlueky's Hosithearo Cannactan Application for One Person

113l Tell Us about Yourself

If someone else is helping you fill out this application, use Appendix B to give us that
person's information.)

1. First Name, Middie inibal, Last name, Suffix (as it eppears on your Social Security card)

2. Social Security Number (SSN) We nesd your SSN if you want coverage and have a 88N. We use SSNa t
check incoma and other information to see if you ara eligible for help with heaith
coverage costs

3. If you want coverage and SSN is not provided, select reason for not prowiding it.

[ Religious Objaction ] Not eligibla to receive SSN due to alien status 01 Applied for SSN
D Does not have an SSN and may only be issued an SSN for a valid non-work reason O Refuse to provide SSN
4. Date of Birth (mm/dd/yyyy) 5. Gender

) Male O Female

6. Do you live in Kentucky and plan to stay in Kentucky? (lYes [I No
7. Home Address - [ Check here if you do not have a Home Address. You will stlll have to enter a Mailing Address below.

8, City 9, State 10. Zip Code 11. County

12. Mailing Address (Only required If ditferent from home address)
13. City 14, State 15. Zip Code 16, County

17. Primary Phone Number D Home  Work [JCell 18, Secondary Phone Number [JHome  Work O Cell
( ) ( )

19, 11 Check here to allow kynect to send text message 20. Check hers to allow kynect to send text message
aleris to your primary phone number. aleris to you secondary phone number.

21. Preferred Spoken Language (if not English) 22, Prefarred Wr tten Language (if not English)

23. Have you had a pregnancy end (giving birth or losing a pregnancy) in the past three months or are you currently
pregnant?  CYes. If yes, answer guestions a-c. ONo
a. What is the due date or the last date of pregnancy? (mm/dd/yyyy)
b. How many children arefwere expected with this pregnancy?

c. Would you like to be referred to he program that offers food to Women, Infants and Children (WIC)? OYes CINo

24 Are you offered health coverage from a job (including someone else's job, I ke a parent's job)?
O Yes. If yes, you will need to complete and inciude Appendix A w th th's application. O No

25. Do you want help paying for medical bills from the last 3 months? [OYes No
If yes, which month(s)?

E E if you need help with your applica on or to apply faster online, go to www.kynect.ky.qov or call 1-855-9kynect (459-
_".; 6326). Para ayuda en Espafiol, lame grati a! 1-855-4kynect (458-6328).
(1T Form KHBE-111 Rev. 06-01-14
TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective

Kentucky $94-2



26. Do you plan (o file a federal income tax return for coverage year 20147
(You can apply for health insurance even il you don't file a federal income tax ralumn.)

YES. If yes, answer questions a & b, LINO. If no, go to question b.

8. Willyou file as a single person with no dependents? [OYas [ No
If No, stop using this form. Use the Health Coverage & Halp Paying Costs Application for More Than
One Person to include your tax dependenis (even if you do not want fo apply for health coverage for them.)

b. Are you claimed as a dependent on someone else's tax retum? OYes 0O No

if Yes, stop using this form. You will need to apply for covarage with the parson claiming you on their tax raturn
(even if that person does not want coverage.)

27.Are youa U.S, 28. if you are ot a U.S. ¢t zen or national, do you have immigration status?
citizen or national? O Yes. Answer questions a~d below,
2. Immigration Document Type:
OYes ONo b. Document ID Number

c. Have you lived in the U.S. since 19967 Yes DO No
d. Are you a veteran or active-duty member of the U.S, military? DYes [No

29. Are you of Hispanic, Latino or Spanish onigin? (OPTIONAL) Yes [ONo
30. Race (OPTIONAL)

£ Whits [J American Indian 0 Fifipino [J Vietnamese [0 Guamanian or Chamorrg
1 Black or African 3 Alaska Native O Japanese O Other Asian 0O Samoan
American 0 Asian Indian 0 Korean 0 Native Hawalian O Other Pacific Islander
(] Chinese
31. Are you American indian or Alaska Native?
) OYes. If yes, complete Appendix C and mall it with this application, DNo
)
- 32. Are you currently in prison of jail or have you been released in the past three months?
OYes. If yes, answer questions a~c. ONe

a. When did you enter prison? (mm/dd/yyyy)
b. When did you leave prison? (mm/dd/yyyy)
c. Ara you currently waiting for a decision on charges® [Yes [INo
33. Do you need help with activites of dady living (ke bathing, dressing, 8tc.) or live in a medical facility or nursing home?
0O Yes 0O No
34, Are you bind or permanentiy disabled? 0] Yes No

35. Were you receiving Medicaid when you became too old to be eligible for fos!-r care placement? ([lYes [1No
If yes, in what slate were you living? How old were you?

36. If you are filling out this application on behaif of a person who recently passed away, enter the deceased person's date
of desth:

Eﬁ If you need help with your applicat.on or to apply faster onling, go to www.kynectky.aov or call 1 -855-4kynect (459-
|

J ¥ 6328). Para ayuda en Espafol, flame gratis al 1-855-4kynact {458-8328),
% FormKHBE-m1 Rev, 06-01-14
TN No: 13-0007-MM?2 : Approval Date: 09/05/14 Effective Date: 01/01/14
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SISl Current Job and income Information

Use additional sheets of paper if you need to add more than two jobs.

income from Job 1 [1. Who eams this income? 2, Who 1s this person's employer?
3. What s the gross amount this person makes (before taxes)? 4. How often® ] Weekly 0O Twice a month
$ L [ 1 Every two weeks [ Monthly
5. IF SELF-EMPLOYED b. Gross Incoma €. How ofien?
a. Type of work c. Self-amployment Expenses
d. NET income (Gross minus expenses)
Income from Job 2 |6. Who earns this income? 7. Who is this person’s employer?
8. What is the gross amount this person makes (before taxes)? |9. How often? [3 Waekly T} Twice a month
$ _ 1 Every two weeks [ Monthly
10. IF SELF-EMPLOYED b, Gross Income e. How often?
a. Type of work

¢. Self-employment Expenses
d. NET income {Gross minus expenses)

11. Additional Income: List here any additional income you may receive, give the amount and how often you
get it. Do not include income from child support, Supplemental Security Income {SSI), veteran's income, or
Worker's Compensation. If none, leave blank.

Type of Income How Much? How Often?
0 Social Security $ [IWeekly CITwice a month OMonthly
OJ Pensions $ DWeskly (JTwice a month CIMonthly
O interest or Dividend $ DOWeekly OTwice a month OMonthly
D Disability Payments $ OWeekly  [ITwice a month CIMonthly
O Unemployment 3 OWeekly ~ CiTwice a month CMonthly
0 Other § CWeskly DTwice a month OMonthly

12. Houséhold Deductions: Give us information about things that you pay and that can be deducted on an
income tax return. Giving us this information could make the cost of health insurance lower.

Type of Deduction How Much? How Oftan?
O Alimony Paid $ OWeekly OTwice a month OMonthly
O Student Loan Interest $ Oweekly OTwice a month CiMonthly
[ Educator Expensas $ OWeekdy OTwice a month OMonthly
O School Tuition and Fees $ Oweokly OTwice a month OMonthly

13, Yearly Income: What is your estimated yearly income for the coverage year (including any monthly
changes, bonuses, seasonal income, etc.)?

$

6328). Para ayuda en Espanal, liame gratis al 1-855-4kynect (458-6328).

E.‘ if you need halp with your application or to apply faster onling, go to www.kynect.ky,qov or call 1-855-4kynect (469-
N
= Form KHBE-111 Rev. 06-01-14

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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W Other Heaithcare Coverage

Do you have health coverage now, including dental and major medical coverage that is not Medicaid or
KCHIP?

O YES. It yes, complete the information below. I NO.

Type of coverage Policy Number
Name of policy hoider Coverage stan daie
Name of insurance company Coverage end da'e

Insurance Company’s Address

Sign and Date this Application

* | am signing this application under panalty of perjury which means | have given true answers 1o all the questions on
this form to the best of my knowledge and beliet. { know that | may be subject to penalties under federal law If |
provide false and/or untrue information,

» | know that | must tell kynect if anything changes from what | wrote on this application within 30 days of the change. |
can visit kynect.ky.gov or call 1-855-4kynect (459-6328) 1o report any changes.

= If | think kynect has made a mistake, | can appeal its decision. To appeal means to tell someone at kynect that | think
the action is wrong, and ask for a falr review of the action. | know that | can be represented in the process by
someone other than myself. My eligibility and other important information will be explained to ma.

s | know that under federal law, discrimination is not permittad on the basis of race, color, national origin, sex, age,

sexual orientation, gender idenbty, or disability, | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/officeffile.

» | understand that kynect will check my answers using information in databases from the Internal Revenue Service
{IRS), Soclal Security, the Department of Homeland Securdy, and/or any other trusted source. If the information does
not match, | may be asked to send proaf.

Renewal of coverage in future years: To make it easier to determine my eligibility for help paying for health coverage

'n future years, | agree to allow kynect to use income data, including information from tax returns and other trusted data

sources, kynect will send me a notice, let me make any changes, and | can opt out at any time.
Yes, renew my eligibility automatically for the next: (select one)

.- 5 years (maximum allowed) O 4years [3 years []2years [J1year
O Do not use information from tax retumns or other data sources {0 renew my coverage.

Voter Registration: i | am not registered to vols or not registered where | currently live, | can choose to register to vote

by checking yes below. If | check yes, | will receive a voter regisiration application in the mail. Checking yes or no below
doss not affact the outcome of this application,

] Yes, | want to apply to register to vote, An apphcation will be mailed to me. ONo, | don't want to register to vote,

if 1 am eligible for Medicaid:

» | understand that if Medicaid pays for a medical eéxpense, any other health insurance or legal settiement payments will
go to Medicaid to reimburse it for the expense.

* | understand that my application may be reviewed to make sure that elgibllity was determined correctly. If my
application Is reviewed, | must cooperate with the review.

Signature Date (mm/ddAyyyy)

E E'. It you need help with your application ar to apply {aster online, go to www.kynect.ky.gov or call 1-855-dkynect (458-
2 €328). Para ayuda en tspanol, lame grats al 1-855-4kynect {459-6328),
[ER3gE:  FormKHBti1 Rev. 06-01-14
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APPENDIX C

American Indian or Alaska Native (Al/AN)

kynect

Konlucky Hoolthcoro Gonnoction

Complete this appendix if you or a fam ly member is American Indian or Alagka Native. Submit this with your
application for health coverage.

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

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

NOTE: If you have more people 1o Inciude, make a copy of this page and attach.

AlJAN PERSON 1 Al/AN PERSON 2

1. Name First Mi First M
(First name, MI, Last name)

2. Member of a federally recognized tribe Yes Yes

It yes, inbe name and state if yes, Iribe name and slate

No {1 No
3. Has this person ever golten a service from the
Indian Health Service, a tnbal health program, or g :28 ED] I:s

urban Indian health program, o through a

relerral from one of these programs?

i no, is this person ellgible 1o get
services from the indlan Health
Service, tribal health programs, or
urban Indian health programs, or
through a referral from one of these

If no, is this person & g ble o get
sarvicea from the Ind an Heallh
Service, tnbal health programs, or
urban Indian heaith programs, or
through a referral from cne of

programs? these programs?
oy No Ye No
4. Certain money received may not be counted for $ $
Medicald or the Kentucky Children's Health
Insurance Program (KCHIP). List ny income
(amaunt and haw often) reported on your How ohen? How aften?

application that incldes money from thesa
sources:

s Per capita payments from a tribe that come
from natural resources, usage righ ,
leases, or royallies

¢ Paymenis from natural resources, famning,
ranching, fishing, leases, or rayaltiss from
land designated as Indian trust land by the
Department of the (nterior (including
reservations and former reservations)

» Money from selling things tha have cultura!
significance

It you need help with your application or to apply faster enline, go 1o www.kynect ky.gov or call 1-855-9kynect (458-6328). Para
ayuda en Espariol, llame gra is al 1-855-4kynect (459-6328).

Form KHBE-CO! Rev.06-01 4
TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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Submission Materials for
Kentucky SPA approval

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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As a response to the letter that accompanied the Centers for Medicare
& Medicaid Services (CMS) approval of state plan amendment (SPA)
transmittal KY #13-0007-MM2 Kentucky will demonstrate how we plan
to address the following five issues identified regarding our application
for financial assistance on kynect. These changes will be made on our
Self Service Portal, Worker Portal and our paper applications.

The five items identified by CMS are:

1. Kentucky will include questions about business deductions from self-
employment income in its applications to allow for a calculation of
taxable self-employment income, which is the net income remaining
after self-employment business expenses are deducted.

2. Kentucky will include questions about tribal income deductions
allowed for American Indians and Alaska Natives (Al/ANS) in its
applications.

4
.
¥ 5 . -,

’0

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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Kentucky will restructure its applications so that all applicants who
are Al/ANs are asked whether they have received services from
Indian Health Service organizations, tribal health providers, and
urban Indian health providers (I/T/Us), rather than requesting this
information from only members of federally recognized tribes.

Kentucky will no longer display questions about tobacco use for
applicants potentially eligible for Medicaid or CH P.

Kentucky will remove questions regard'ng absent parents who go
beyond flagging whether there is an absent parent living outside
the home and whether the applying parent agrees to corporate
with medical child support enforcement post-eligibility.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
ntucky 594-3



#1 — Business Deductions for Self-Employment

 kynect is modifying our application to clearly call out self-
employment expenses for the applicant. The Self Service Portal
(SSP) and Worker Portal (WP) screens will be modified to allow the
user to input their income, expenses and identify the frequency of
their income/expenses. The net self-employment income wil be
calculated automatically based on the user’s input for gross income,
expenses and frequency period.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky $94-4



Self Service Portal

Entered Total Howschold Income

< 000
Hows hold Income

Self Employmm at Inconse

T

) doa t T urre oty ke fro s b
-

Total your selif @employmant expenses andg entaer that amount in the "Seif-Employment Expensos™ box.
The total saif amployment net income will be autaoamaticall calculated
NcoMme 1o Da 3 Nogati-e NnuMmber }

nis acceptable for your oyt
Cick the button Add INncoMme Source o ocld cletads o

* T an e

No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
ntucky 594-5



Worker Portal

TN No: 13-0007-MM2

Kanturl

Determiration
Self-Employment Information < B
oO® =]
Approval Date: 05/05/14 Effective Date: 01/01/14
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Worker Portal — screen 2

< Back to Case Summary Applicatton Registration

No: 13-0007-MM2

ntucky

individusi information
Name
Income Type
Payer
Dates
£Hective Bagin Date
Bay Detalls

Total Gross Amount

ncome Pay Details-Simplified

SOMEMAME
TESTINGAPP 33F

Eatned

fob

3/1/2014

B 1]

Approval Date: 09/05/14

594-7

- - -
-

Eligibtity Determinstion

Individual & 0031583

Earned/Unearned

tncome Type Self Employed

Etfective End Date

Pay Frequancy™ I I_I

Effective Date: 01/01/14

e e Wik
Post Confirmatto
Sy Pending
Cate Muode Trveaw

Applicetion Date 6/2/20
Renewsl! Dato

tiouschold Members

SOMENAME T.. Primary

Age ¥ Fam Famais
by 10038 JAXT

13h

Address
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Paper Application Changes

Family Financial Assistance Appilication: (page 8 )

31249 Income and Deductions
Use additional sheets of paper if you heed to add more than two jobs.

Income from Job 1 [1. Who eama this income? 2. Who is this person’s employer?
3, What Is the gross amount this person makes (before taxes)? |4, How often? [] Weekly O Twice a month
5 0 Every two weeks OO Monthly

b. Gross Income e, How often?
c. Self-employment Expanses
d. NET income (Gross minus expenses)

Single Financial Assistance Application: (page 4)
Current Job and Income Information

Use additional sheels of paper if you need to add more than two jobs.

5. IF SELF-EMPLOYED
a. Type of work

income from Job 1 |1. Who eamns this income? 2. Who is this person’s employer?

3. What is the gross amount this person makes (before taxes)7 '4. How often? [J Weekly O Twice a month
$ | O Every two weeks (3 Monthly

5. IF SELF-EMPLOYED b. Gross Income e. How often?

a. Type of work c. Sef-employment Expenses

d. NET income (Gross minus axpenses)

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky 594-8



#2 — Tribal Income Deductions

* kynect is modifying our application to aliow American Indian/Alaskan
Natives to have the opportunity to enter deductions from tribal
income. These deductions will only be available if individuals in the
application have identified themselves as American Ind‘an/Alaskan
Natives.

« For the paper applications we have adopted the style of the federal
paper applications in that we will now have an appendix for
American Indian/Aiaskan Natives to complete. This appendix will
include a section for these deductions.

TN No: 13-0007-MM2 A
roval : .
entucky :9':,;3 Date: 09/05/14 Effective Date: 01/01/14



Self Service Portal — Screen 1

£} Owerviaw Appiications $ Paymonts Pians & Programs 3 Messages Asststers LI settings

© appiication ntarod Total Household Income 3 720.00
Start Your Application

ousa old Income - Expensa
Build Your Househald

Household Incomaea Buillder Progress:

1obh Income salf.employed in.ome Other Income Expenses

H anyonn in your housahold includes daducirons from paga 1 of thewr incamae tax retym teling us abaut
them couid maka the cast of heshth masurance a hle lower A few examplaes include

Allmony «* Post High School Tuhion and Faes {only if

clpimed as a tax deducthion on page 1 of
Student Loan interast ‘our tax fetum])

Cducatar Expenses

Amencan IndianfAlaskan Natrve (AIZANY income Lo deduct includes Par capita payments tom the tnbe
thsl come from astural rasources, ussge nghls, ledses or roysiies payments wamed from land

des.gnated as Inthan land by the Department of Intonor money from salhing things that have cultural
signficanca

Check the box <t to Bn - ne who currently pays tor one of tha ex enses listed above

TN No: 13-0007-MM2
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Self Service Portal — Screen 2

No: 13-0007-MM2

antiselbya

Emtecred Totsl Howusshold lncosrme

Houwusehold Income - Exparnsas

iIf onyone n your household inchudes deducto s from page 1 of ¢ o mcome tax
return, tellnp us about them could Muake the co 1 f hoallh Isu a ca a kil Jowaear A

fove exampies nclude:
' Ahenony w Poxt Mg School Tutwn and
Fees (only if clasrerd as a tax
- Y. P
=t n o deducton o page 1 of your tax
' et [ retu

Amearican ndian/Alaskan Natrve (AVAN) mcome to dedouct mcludes Par capfta
payments from the tribe that come from natura!l resources, usage Hghts, eMases or
royates, payments carned from land designated ss indmn land by the Dep rtment of

mterior, money from seling th s tha ve Lkl gl g TR e
Chach, thea DutTon Add Lagrerce 1o oo ¥ ¥
anLY Souvos
—Sabent £ — -
Boschert LoOdary vt
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Worker Portal

< Bach b Cunp Farraary
Campemans -
L B -
DRt S Sastie By -
-
AFIC. Spaes Sawenary -
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Paper Applications — Appendix C

. v

4, Certain money received may not be counted for
Medicaid or the Kentucky Children's Health
Insurance Program (KCHIP). List any income
(amount and how often) reported on your
application that includes money from these
sources:

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

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

¢ Money from selling things that have cultural
significance

$

How often?

How often?

TN No: 13-0007-MM2 Approval Date: 09/05/14

tucky $94-13

-

Effective Date: 01/01/14



#3 — Indian Health Services, etc.

» kynect is modifying our application to ask all American
Indians/Alaskan Natives if they have ever gotten a service from the
Indian Health Service, a tribal health program, or urban Indian health
program, or through a referral from one of these programs. If they
answer no to that question then we wi | also ask if this person is
eligible to get services from the Indian Health Service, tribal heal h
programs, or urban Indian heaith programs, or through a referral
from one of these programs?

 For the paper applications we have adopted the style of the federal
paper applications in that we will now have an appendix for
American Indian/Alaskan Natives to complete. This appendix will
include a section regarding these services.

TN No: 13-0007-MM2

Kentuckv

Approval Date: 09/05/14 Effective Date: 01/01/14
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Worker Portal

NOTE - the second
question regarding
eligibil'ty for Indian
Health Services is
only enabled if the
first question
regarding receipt of
services is answered
no.
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Paper Applications — Appendix C

3. Has this person aver gotten a service from the
Indian Health Service, a tribal health program, or
urban Indian health program, or through a
referral from one of these programs?

O Yes
O No

If no, is this person eligible to get
servicas from the indian Healith
Service, tribal health programs, or
urban Indian health programs, or

] Yes

{1 No

If no, is this person eligible to get
services from the Indian MHealth

Service, tribal health programs, or
urban indian health programs, or

through a referral from one of these through a referral from one of
programs? these programs?
O Yes O No O Yes 0 No

TN No: 13-0007-MM2 Approval Date: 09/05/14

Kentucky 594-17

Effective Date: 01/01/14




#4 — Tobacco Question for Medicaid/CHIP Individuals

- As part of our application changes kynect will be developing a Post-
Eligibility module. This will enable us to ask program specific
guestions once an individual's eligibility has been determined. The
tobacco usage question will now be able to be asked of only
individuals eligible to shop for Qualified Health Plans.

TN No: 13-0007-MM2 - .
o Approval Date: 09/05/14 Effective Date: 01/01/14



Self Service Portal
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Worker Portal
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Paper Applications

« The tobacco usage question has been removed from both the family
and single financial assistance application.

No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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#5 — Medical Support Enforcement

* kynect will modify our application to only ask the appropriate
individuals MSE questions in the Pre-Elig’'b’ ity component if they
agree to cooperate with medical support enforcement and if
answered No, they may answer if they have good cause for not
cooperating.

 Then in our Post-Eligibility module we wi | ask additional optional
questions regarding the non-custod al parent. The individual’s
response to these Post-Eligibility questions does not affect their
eligibility. If they have good cause for not cooperating they will not be
asked these Post-Eligibility questions.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky cas 2
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Self Service Portal — Post-Eligibility (optional questions)
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Worker Portal — Pre-Eli ibilit
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Worker Portal — Post-Elig bility (optional questions)
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Worker Portal — Post-Eligibility (optional questions screen 2)
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Paper Applications

« Family Financial Assistance Application

— These questions have not changed, they are in the signature portion of
the paper application for families

If anyone on this application is eligible for Medicaid or KCHIP:

1 understand that if Medicaid pays for a medical expense, any other health insurance or legal settle ent
payments will go to Medicaid to reimburse it for the expense.

| understand that my application may be reviewed to make sure that eligibility was dete ined correctly. If my
application is reviewed, | must cooperate with the revie .

Does any child on this application have a parent living outside of the home? OYes [ONo

If yes, | give the Cabinet for Health and Family Services (CHFS), Child Support Office, the right to enforce
medical support from the child’s absent parent(s). If | think that cooperating with the Child Support Office will
harm me or my children, | can tell CHFS and | may not have to cooperate.

« Single Financial Assistance Application

« Since this application is for a single individual there are not cooperation
with medical support enforcement questions. No modifications have been
made to this application.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky 594-28
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Atlanta Regional Office

61 Forsyth Strest, Suite 4120

Adanta, Georgia 30303

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS o Cro FORMEDLCARE & MEDICAID SERVICES

September 30, 2014

Lawrence Kissner, Commissioner ] e
Department for Medicaid Services }
Attn: Leslic Hoffman i [ — =
275 East Main Street, 6WA | [ f
Frankfort, KY 40621-0001

OF KGR | M CAID 5 RVICES
Dear Mr. Kissner: ““mw’»? o 5 uuﬁf#afg,gs ICHER

This letter is in response to your September 25, 2014 leiter concerning the termination of Kentucky's
Home and Community-Based Services (HCBS) Transitions Waiver, control mumber 0967.R00.00.
The state’s requested effective date of termination is October 25, 2014,

The Centers for Medicare & Medicaid Services (CMS) acknowledges the information provided by the
state regarding the requested termination. Specifically, the state has not enrolled any participants in
this waiver since the waiver’s approval. The state has successfully transitioned the waiver’s tarpet
population, individuals who are elderly and/or disabled, from long-term care facilities into the
community through existing 1915(c) waivers and the Money Follows the Person Rebalancing
Demonstration Grant Program.

The CMS would like to thank the Division of Community Alternatives’ staff for the diligent work
throughout this process. Please do not hesitate to contact Melanie Benning at 404-562-7414 with any
additional questions or issues regarding the termination of HCBS Waiver, 0967.R0(0.00,

Sincerely,

Cliaib Qlonoled

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc; Michele MacKenzie, Central Office
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop: $2-01-16

: . . ) cmr n El & ICAI smrs
Baltimor c, Mar yland 21244-1850 CENTER FOR MEDICAID & CHIP SERVIC

Children and Adults Health Programs Group \}f
OCT 6 1 2014 ’"‘“‘“:“"““W "
RE( EWErR
5,,}
““”““““""—'-1
Mr. Lawrence Kissner U 20 f
Commissioner, Department for Medicaid Services DERT RO
Cabinet for Health and Family Services OFFICE o MED!CAID “ERV!CJ:

275 East Main Street, 6 West A
Frankfort, KY 40621

Dear Mr. Kissner:

On behalf of the Centers for Medicare & Medicaid Services Modified Adjusted Gross Income
{MAGI) Conversion Team, thank you for your assistance in the current MAGI Conversion
exercise to convert your current Medically Needy income standards from the Aid to Families
with Dependent Children (AFDC)-based methodology to a new MAGI-based methodology.
Attached please find the results of the conversion of your medically needy standards for the
medically needy populations you identified in the template you completed.

Financial eligibility determinations for the non-aged, blind and disabled, medically needy groups
(pregnant women, children under the age of 18, 18 - 20 year olds, and parents/caretaker
relatives), were historically based on the methedologies of the former AFDC program.
However, with the elimination of the AFDC program and the replacement of AFDC-based
methodologies with MAGI-based methodologies for determining financial eligibility for
categorically needy families and children, we proposed revisions to the regulations at 42 CFR
section 435.831 (Medically Needy Income Eligibility) in order to provide states with the option
to apply either AFDC-based methods or MAGI-based methods for determining income
eligibility for medically needy children, pregnant women, and parents/caretaker relatives.

We anticipate finalizing this policy in regulation soon. States will then have the choice to use the
newly converted standards, or retain the limits already approved in their state plan. If the state
decides to adopt the newly converted MAGI-based standards, the state is required to submit a
state plan amendment requesting the income standards be updated to reflect the new limits. We
note that because the medically needy are MAGI-exempt in statute, the proposal to adopt a
“MAGI-like” methodology retains two elements of the AFDC-based income standards: first, the
Medicaid prohibited deeming rules; and, second, the option to apply a resource test.

We ask that you review the attached MAGI converted standards to determine whether the
conversion meets your expectations or appears to be different than what you had expected. If
you believe that any revision is needed, please notify us within 5 days of receipt of these results.



Page 2 -~ Mr. Lawrence Kissner

Please do not hesitate to contact Stephanie Kaminsky at Stephanie. Kaminsky@cms.hhs.gov or
410-786-0617 il you have any questions or comments.

Once again, thank you for your assistance in this process.

Sincerely, @
WWL%

Eliot Fishman
Director

ce:
Jackie Glaze, ARA, Atlanta Regional Office

P
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KY: converted thresholds
Date: September 10, 2014

Population/Type Citation Unit Size Original Converted
Standard Standard

Medically Needy Pregnant 1902(a){10}{C) 1 §217 $236

2 $267 5293

3 $308 5341

4 5383 5422

5 $450 $496

6 $508 S561

7 S567 $S627

g $627 $693

Add-on S60 567

Maedically Needy Children 0-17 1902{a){10)(C) 1 5217 5240

2 5267 $298

3 $308 $347

4 $383 $429

5 5450 $504

6 5508 5570}

7 $567 $637

8 5627 S705

Add-on $60 $68

Medically Needy Parents or Caretaker 1502(a}{10)(C) 1 5217 5245
Relatives

2 5267 5305

3 $308 $356

4 $383 5441

5 $450 5517

6 5508 $585

7 5567 $654

8 5627 5724

Add-on $60 570}




KY: converted thresholds
Date: $eptember 10, 2014

Population/Type Disregard Type Citation Unit Size Original Converted
Standard Standard

Medically Needy Pregnant With time-limited disregards (530 and | 1902{a}{10}{C) i $217 $252
1/3}

2 5267 $315

3 $308 $368

4 $383 5455

5 5450 $534

[ $508 S605

7 3567 $676

] 5627 5748

Add-on $60 572

With time-limited disregards ($30} 1902{a)(10){C) 1 $217 $235

2 $267 $291

3 $308 $338

4 5383 3419

5 $450 5492

& $508 $556

7 $567 $621

8 $627 $687

Add-on $60 $66

Medically Needy Children 0-17 With time-limited disregards (530 and  [1802{a){10){C) 1 5217 $255
1/3)

2 $267 $318

3 5308 4373

4 5383 $461

5 $450 5541

6 $508 $612

7 $567 5684

a $627 5758

Add-on 560 573

With time-fimited disregards {$30) 1902(aj{10)(C} 1 $217 5238

2 $267 $295

3 5308 $344

4 $383 $426

5 5450 5500

] $508 $566

7 5567 $632

8 $627 $699

Add-on 560 $67

Medically Needy Parents or With time-limited disregards {$30and  |1902({a){10}{(C) 1 §217 5264
Caretaker Relatives 1/3)

2 5267 $331

3 5308 5388

4 $383 $479

5 $450 $563

6 $508 4637

7 5567 5712

8 8627 5788

Add-on $60 $76

With tieme-limited disregards {530} 1902(a){10}(C) i §217 5243

2 $267 $302

3 5308 4352

4 5383 $436

5 5450 $512

5 $508 4580

7 $567 $648

8 4627 5717

Add-on $60 569

S



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
Atlanta Regional Office

61 Forsyth Street, Suite 4T20 ‘ M S
Atlanta, Georgia 30303 N

CENTERS FOR MEDICARE & MEDICAID SERVICES

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS

October 22, 2014

Lawrence Kissner, Commissioner
Department for Medicaid Services
Attn: Leslie Hoffman

275 East Main Street, 6(WA
Frankfort, KY 40621-0001

RE: 372 Acceptance letter — KY 0333
Dear Mr. Kissner,

We have completed our review of your CMS 372 annual report for the Home and Community-Based
Services (HCBS) Waiver listed below. Based on our analysis of the expenditure and recipient
data submitted in this report, we find the data acceptable, subject to any future data validation
reviews. A comparison of the actual data reported to the most recent CMS-approved estimates
indicates that the estimated costs without the waiver were not exceeded.

e (333 Acquired Brain Injury Waiver
(Waiver Year 1 —01/01/12 - 12/31/12)

If you have any questions, please contact Melanie Benning at 404-562-7414.

Sincerely,
Q A Chie y 2% pe-

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc. Michele MacKenzie, Central Office



DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services c M s

Atlanta Regional Office -
61 Forsyth Street, Suite 4720
CENTERS FOR MEDICARE & MEDICAID SERVICES

Atlanta, Georgia 30303

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS

October 22, 2014

Lawrence Kissner, Commissioner
Department for Medicaid Services
Attn: Leslie Hoffman

275 East Main Street, 6WA
Frankfort, KY 40621-0001

RE: 372 Acceptance letter — KY 0314
Dear Mr. Kissner,

We have completed our review of your CMS 372 annual report for the Home and Community-Based
Services (HCBS) Waiver listed below. Based on our analysis of the expenditure and recipient
data submitted in this report, we find the data acceptable, subject to any future data validation
reviews. A comparison of the actual data reported to the most recent CMS-approved estimates
indicates that the estimated costs without the waiver were not exceeded.

e 0314 Supports for Community Living Waiver
(Waiver Year 1 —09/01/10 - 08/31/11)

If you have any questions, please contact Melanie Benning at 404-562-7414.

Sincerely,

g/a chioe_ /%’3%21
ackie Glaze

Associate Regional Administrator
Division of Medicaid & Children’s Health Operations

cc. Michele MacKenzie, Central Office
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Atlanta Regional Office

61 Forsyth St., Suite 4T20

Atlanta, Georgia 30303-8909

CENTERS FOR MEDICARE & MEDICAID SERVICES

DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS

October 31, 2014 y—
RECEIVED
r“”‘“*““v
Lawrence Kissner, Commissioner Ptk

}

Department for Medicaid Services e
. DEFT FOR MEDIC s =
275 East Main Street, 6WA I OFFICE OF THE {%éf[v?r\mgg;\gggg

Frankfort, KY 40621-0001
Re: Kentucky Non-Emergency Transportation Waiver 06-R02
Dear Mr. Kissner:

We accept your request, dated October 31, 2014, to withdraw the Non-Emergency Transportation
Waiver application, KY-06.R02, submitted on September 18, 2014.

If you have any questions or need any further assistance, please contact Cheryl Brimage at
(404) 562-7116.

Sincerély,

,;)_C,é/-:@—f ﬁ«/&a&_

Jackie Glaze
Associate Regional Administrator
Division of Medicaid & Children's Health Operations
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