C Get Covered
IlinoIS Application for Health Coverage and Help Paying Costs

Apply faster online at GetCoveredIllinois.gov.

Use this application e Get Covered Illinois plans that offer comprehensive coverage to help you stay well.
to see what coverage e Ataxcreditthat can immediately help lower your premiums for health coverage and
you qualify for possible reduced cost sharing.

e Free or low-cost coverage through Medicaid or All Kids. Certain income levels may qualify
for free or low-cost programs.

Get help with this e Use this application to apply for anyone in your household.
application e Apply even if you, your spouse, or your child already have health coverage. You could be
eligible for free or lower-cost coverage.
e Households that include eligible immigrants can apply. You can apply for your child even if
you aren’t eligible for coverage.
e [f someone is helping you fill out this application, you may need to complete Appendix A.

What you may need e Social Security Numbers (SSNs) (or document numbers for any eligible immigrants who
to apply need coverage).
e Birthdates and addresses for all applicants.
e Employer and income information for everyone in your household (like from pay stubs, W-
2 forms, or wage and tax statements).
e Information about any health insurance available to your household.

Why do we ask for We ask about income and other information to let you know what coverage you qualify for and if
this information? you can get any help paying for it. We’ll keep all the information you provide private and secure, as
required by law. To view our privacy notice, visit GetCoveredIllinois.gov/Privacy.

What happens next Send your complete, signed application to the below address:

Get Covered Illinois
P.O. Box 804058
Chicago, IL 60680

If you don’t have all the information we ask for, sign and submit your application anyway. We’ll
follow up with you within 1-2 weeks, and you may get a call from Get Covered Illinois if we need
more information. You'll get an eligibility notice by your preferred contact method after your
application is processed. If you don’t hear from us, contact the Customer Assistance Center.
Filling out this application doesn’t mean you have to buy health coverage.

e Online: GetCoveredlllinois.gov

e Phone: Call our Customer Assistance Center at 1-866-311-1119 (TTY: 711).

e In-person: There may be brokers or navigators in your area who can help. Visit
GetCoveredlllinois.gov, or call the Get Covered Illinois Customer Assistance Center at 1-
866-311-1119 (TTY: 711) for more information.

e En Espanol: Llame a nuestro centro de ayuda gratis al 1-866-311-1119 (TTY: 711).

e  Other languages: If you need help in a language other than English, call 1-866-311-1119
(TTY: 711) and tell the customer service representative the language you need. We’ll get
you help at no cost to you.

You have the right to get information from Get Covered Illinois in an accessible format, like large
print or audio. You also have the right to file a complaint if you feel you’ve been discriminated
against. Visit GetCoveredlllinois.gov/non-discrimination-policy or call the Customer
Assistance Center at 1-866-311-1119 (TTY: 711) for more information.




Page 1 of 22

Before we begin

Privacy of your information: Your privacy is our top priority. We will keep your information private as required by federal and
state law. Your answers on this application will only be used to determine eligibility for health and dental coverage. We will
verify your answers using the information in our electronic databases and the databases of federal and state agencies. If the
information does not match, we may ask you to send us additional documentation. We will not ask any questions about your
medical history. If you have questions about a request for information or suspect that the request is not from us, please
contact our Customer Assistance Center. To learn more, visit GetCoveredIlllinois.gov/Privacy.

Important: As part of the application process, we may need to retrieve your information from the Social Security
Administration, the Department of Homeland Security, the Internal Revenue Service, a consumer reporting agency, and/or
other services available through the Federal Data Services Hub. We need this information to check your ability to enroll in
coverage. We may also re-verify your information at a later time to make sure your information is up to date. If we re-verify your
information, we will notify you if we find something has changed.

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

DO include: DO NOT include:

Yourself

Your spouse

Your children under 19 that live with you

Your spouse's children under 19 that live with you

Your unmarried partner, if you have children together
Anyone you include on your tax return, even if that
person does not live with you

Anyone else under 19 that you take care of and that lives
with you

Your children or your spouse's children 19 or older that
you do not expect to claim as tax dependents

Your unmarried partner, if you have no children together
and do not file taxes together

Your unmarried partner's children, if they are not related
to you and you do not expect to claim them as tax
dependents

Other people that live with you but are not your spouse
or children and that you do not file taxes with

* Your parents, if you are 19 or older, they do not expect to
claimyou as a tax dependent, and you do not expect to
claim them as tax dependents

Include the people listed here, even if they do not heed
health care coverage.

These people may file a separate application for health
care coverage.

The health coverage and help you qualify for depends on the number of people in your family and their incomes. This
information helps us make sure everyone gets the best coverage they can.

Complete Step 2 for each person in your family. Start with yourself; then add other adults and children. If you have more
than 2 people in your household, make copies of the step 2 pages for each additional member.

Please print in capital letters using black or dark blue ink only. Fill in the check boxes [ like this l.

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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STEP 1: Tell us about yourself

We need one adult in the family to be the primary contact for your application.

Primary contact information

Primary contact First name Middle name Last name Suffix
name
Home address Address line 1 Address line 2
If you don’t have a home
address, enter the ZIP ;
code and county where City State ZIP code County
you currently reside.
Mailing address Address line 1 Address line 2
Enter only if different
from your home address.
Y City State ZIP code County

Phone numbers

Mobile phone number (###) ####-#### Home phone number (###) ###-#iH##

|:|Send me important alerts to this phone number. Standard message rates may apply.

Email address

Email address Send me important alerts to this e-mail address

OYes ONo

Preferred language

Spoken language: Written language:

Communication
preferences

Preferred method of communication:
OPostal mail OPaperless

How do you want to get your 1095-A tax form?
OPostal mail OPaperless

Help with this
application

Is anyone helping you with this application?
OI am filling out this application for myself and/or my family
OI am being assisted by a certified professional (broker or assister) (complete Appendix A)

OI am being assisted by a friend or family member (Complete Appendix A if you would like to
appoint them to be your authorized representative)

Help paying for
coverage

Do you want to find out if you can get help paying for health coverage?
OYes (You will need to provide income information to see what you may qualify for)

O No (You will pay full cost for your Get Covered Illinois coverage)

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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STEP 2: Tell us about your household

Complete Step 2 for each person in your household. Start with yourself, then add other adults and children. If you have more
than 2 people in your household, you’ll need to make a copy of the pages and attach them. You don’t need to provide
immigration status or Social Security Numbers (SSNs) for household members who don’t need health coverage. We’ll keep all
the information you provide private and secure, as required by law. We’ll use personal information only to check if you’re
eligible for health coverage.

Person 1 Information

Full name First name: Middle name: Last name: Suffix:

Additional Date of birth: Are you married? Are you seeking coverage?

information (mm/dd/yyyy) OYes ONo OYes ONo

Household Write in the names of all the other members of your household and how you are related to them:

relationships

Social security Social Security Number: |:| | do not need coverage, so | am not providing
number my SSN.
Do you have a different name on your social If yes, enter the first and last name shown on
security card? your social security card below:

@Yes O No

We need an SSN if you want health coverage and have an SSN or can get one. We use SSNs to
check income and other information to see who'’s eligible for help paying for health coverage. For
more information on getting an SSN, visit https://www.ssa.gov/number-card or call Social Security
at 1-800-772-1213. TTY users can call 1-800-325-0778.

Tax household Do you plan to file a federal income tax return NEXT YEAR?

information OYeS ONO

You don’t have to file

taxes to apply for health
coverage, but you must OYeS O No
file taxes next year to

If yes, will you file jointly with a spouse? If yes, name of spouse:

. ) Will you claim any dependents on your tax If yes, list names of dependent(s):

receive a premium tax n

credit to help you pay for return’?

health coverage now. OYes O No
Willyou be claimed as a dependent on If yes, name of the If yes, how you are
someone’s tax return? filer: related to the filer?

OYes O No

Pregnancy Are you currently pregnant? If yes, number of If yes, due date

We ask this information (O Yes QNo babies expected: (mm/dd/yyyy):

to check if you may be

eligible for Medicaid on

basis of currentorrecent  \Were you pregnant in the last 90 days? If yes, when did the pregnancy end?

pregnancy. OYes O No (mm/dd/yyyy)

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Disability Do you have a physical disability or mental health condition that limits your ability to work, attend
school, or take care of your daily needs?

OYes @No

Do you need help with activities of daily living (like bathing, dressing, and using the bathroom), or
live in a nursing home, or other medical facility?

OYes O No

U.S. citizenship Are you a U.S. Citizen or U.S. National?
OYes GNO
If yes, are you a naturalized or derived citizen? Certificate of Certificate of
OYes ONO Naturalization: Citizenship:

If yes, provide your naturalization or citizenship
certificate number to the right.

Immigration status If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status?
OYes GNO
If yes, enter immigration document information below.

Name (as shown on Document type: Document humber: Status type:
your document):

Status award date: Alien or I-94 number: Card or passport SEVIS ID number
number: (optional):
Other (category code or country of issuance): Document expiration date: (mm/dd/yyyy)

Do you also have any of these documents? (check all that apply)
DCertification from U.S. Department of Health and Human Services (HHS)
DCertificate from the Office of Refugee Resettlement
|:|Office of Refugee Resettlement Eligibility Letter (if under 18)
DCuban/Haitian Entrant
DResident of American Samoa
|:|Battered spouse, child, or parent under Violence Against Women Act

DDocument indicating member of federally recognized Indian tribe or American Indian born in
Canada

DDocument indicating withholding of removal
Has your primary residence been in the U.S. since 19967
O Yes ONO
Have you had your current immigration status for the last 5 years?

O Yes @No

Are you, or your spouse or parent, an honorably discharged veteran or active-duty member of the
U.S. military?

O Yes @No

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Parent / Caretaker Do you live with at least one child underthe age  If yes, list their names and your relationship to
of 19, and are you the primary person taking them:
care of this child / these children?

@Yes ONo

Ethnicity (optional) Are you of Hispanic or Latino ethnicity? If yes, check all that apply:
OYes ONO DMexican, Mexican-American, or Chicano/a
DPuerto Rican
DCuban
DOther__

Race (optional) What is your race? (check all that apply)
|:|American Indian or Alaska N |:|Asian Indian |:|Black or African American
|:|Chinese |:|Filipino |:|Guamanian or ChamorroDJapanese |:|Korean
|:|Middle Eastern North African |:|Native Hawaiian |:|Asian American |:|Other Pacific Islander
DSamoan DVietnamese |:|White or Caucasian |:|Other

American Indian / Are you American Indian or Alaska Native?

Alaska Native Oves ONo

American Indians and

If yes, answer the questions below.
Alaska Natives can get y q

services from the Indian  Are you a member of a federally recognized If yes, enter the tribe name and the state the
Health Services, tribal  tribe? tribe is located in:
health programs, or
urban Indian health OYeS O No
programs. They also may . .
not have to pay cost Are you eligible to get health services from the Have you ever gotten a health service from the
sharing and may get Indian Health Service, a tribal health program, Indian Health Service, a tribal health program,
special monthly or an urban Indian health program or through or urban Indian health program or through a
enrollment periods. referral from one of these programs? referral from one of these programs?

Oves ONO OYes ONO
Current job and What is your employment status?

income information @Employed (start with Current job 1)
ONot Employed (skip to Other income section)
@Self Employed (skip to Self-employment section)

Current job 1 Employer name: Federal tax ID: Phone number:

Ifyour pay stub lists
"federal taxable wages"

(or "taxable income”), Employer address line 1: Address line 2:

enter that amount. If not,

enteryourgross income S ) .

(before taxes are taken City: State: ZIP code:

out) minus any pre-tax

deductions withheld b .

your employer. :/ Wages/tips before How often? Average number of
taxes: OHourly ODaily OWeekly OEvery2weeks hou:;sworked per

week:

$ OTwice amonth OMonthly OYearly

OOne time only

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Current job 2

Skip this section if not
applicable. If you have
additional jobs, make
copies of this page and
attach them to your
application.

Employer name:
Employer address line 1:
State:

City:

Wages/tips before How often?

taxes: O

Federal tax ID:

ZIP code:

ODaily OWeekly O Every 2 weeks

$ OTWice a month OMonthlyOYearly

OOne time only

Phone number:

Address line 2:

Average number of
hours worked per
week:

Self-employment
income

Type of work:

OeFr

Profit or loss?

QOloss

How much net income (profits once business expenses are paid) will you
get or how much will you lose from this self-employment this month?

$

Average hours worked
per week:

Other income this
month

Fillin all that apply, and
give the amount and how
often you get it. You don’t
need to tell us about
income from child
support, veteran’s
payments, or
Supplemental Security
Income (SS). Ifa
paymentis one time
only, write in the month
and year.

Type of income

[CJunemployment
[[JPension/Retirement
[[]social Security
[[]Net Capital Gains

|:|Ali mony received (only for divorces finalized
before 1/1/2019)

|:|Net farming or fishing income
|:|Net rental or royalty income
[[]scholarship

[Jinterest, dividends, or other investment
income

|:|Other income (write type below)

Amount

$

“ B &

®“ B B &P

How often?

Tribalincome

Complete this section
only if you are a member
of a federally recognized
tribe.

Is any of your income from any of these sources? () Yes () No

e Percapita payments from the tribe that come from natural resources, usage rights, leases

or royalties.

e Payments from natural resources, farming, ranching, fishing, leases, or royalties from
land designated as Indian land by the Development of Interior (including reservations and

former reservations).

e Money from selling things that have cultural significance.

If yes, amount:

$

If yes, how often?

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.



Page 7 of 22

Deductions

If you pay for certain
things that can be
subtracted from gross

Select all that apply, and provide the amount and how often you pay it.

Note: Don’t include child support that you pay, or a cost already considered in your answer to net
self-employment.

e @n & el Type of deduction Amount How often?
incog‘:e ta;; AL, f;“ing [CJAlimony paid (Only for divorces finalized $
us about them cou before 01/01/2019.)
lower the cost of your
health coverage. [Jstudent Loan Interest $
[Jother (Write in type below) $
Estimated annual Based on what you know today, how much do Amount Year

income

you think you will make in the calendar year for $
which you are seeking coverage?

APTC reconciliation

In previous years, have you received advanced premium tax credits (APTC) to help reduce your
monthly payment for coverage through the health insurance marketplace, including Get Covered
Illinois?

OYes ONo

If yes, in the years that you received advance premium tax credits (APTC), did you file a federal
income tax return and reconcile any APTC you used?

OYes O No @No, because | only received APTC in 2020 when reconciliation was not required.

Medicaid / All Kids
denial

When were you
denied Medicaid or All
Kids coverage?
(mm/dd/yyyy)

Were you found not eligible for Medicaid or All Kids in the past 90 days?
(Select yes only if someone was found not eligible for this coverage by
the Illlinois Department of Healthcare and Family Services (HFS).

OYes ONO

Current health
coverage

Ifyou have coverage
through your employer,
report this in the next
“Employer coverage”
section.

Are you currently enrolled in health coverage that will extend beyond 60 days from today?
OYes Q No
If yes, what type of coverage do you have? (check all that apply)

DCHIP (AlLKids) DCOBRA Coverage DMedicaid DMedicare DPeace CorpsDRetiree Health
Benefits DTRICARE DVeterans Affairs (VA) Health Care Program |:|Other Coverage

If “Other Coverage” was selected, answer the questions below.

Is this a limited
benefit coverage?

OYes ONo

Insurance Name Policy Number

(continued on next page)

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Employer coverage

Only tell us about
coverage offers that
apply to the date you
seek to begin coverage.

Will you be offered health coverage through a job (including another person’s job, like a spouse or
parent?

OYesONo

If yes, answer the remaining questions in this section.

Employer name: Employer phone number:

Employer address line 1: Address line 2:

City: State: ZIP code:

Does this employer offer a health plan that meets the minimum value standard?

OYes ONo

What is the premium amount for the lowest-
cost plan available to the person that meets the
minimum value standard? (enter to the right)

Cost: How often?

$

Health
Reimbursement
Arrangements

Only tell us about offers
with a start date
between 60 days before
today and 60 days after
today.

Will you be offered a Health Reimbursement Arrangement (HRA) through your job or another
person’s job?
@Yes ONO

If yes, answer the remaining questions in this section.

Employer name: Employer phone humber:

Employer address line 1: Address line 2:

City: State: ZIP code:
What type of HRA is offered?

Olndividual Coverage Health Reimbursement Arrangement (ICHRA)

Are you currently
enrolled, or planning
to enroll, in this HRA
offer?

OYes ONO

When will HRA coverage begin? (mm/dd/yyyy)

OQualified Small Employer Health Reimbursement Arrangement
(QSEHRA)

What is the maximum reimbursement amount
for your HRA offer(s)?

$

State employee
health benefit

Are you offered the Illinois state employee health benefit plan through a job or a family member’s
job?

@Yes ONO

Medical bills

Do you want help paying for medical bills from the last 3 months?

OYes ONo

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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STEP 2: Person 2

Complete Step 2 for your spouse/partner and children who live with you, and/or anyone on your same federal income tax

return if you file one. If you have more than 2 people in your household, you’ll need to make a copy of the pages and
attach them. If you don’t file a tax return, remember to still add family members who live with you. You will need to file taxes if

you receive tax credits. See page 1 for more information about who to include.

Person 2 Information

Full name First name: Middle name: Last name: Suffix:

Additional Date of birth: Are you married? Are you seeking coverage?

information (mm/dd/yyyy) OYes ONO OYes O No

Household Write in the names of all the other members of your household and how you are related to them:

relationships

Social security Social Security Number: |:| | do not need coverage, so | am not providing
number my SSN.
Do you have a different name on your social If yes, enter the first and last name shown on
security card? your social security card below:

OYes ONo

We need an SSN if you want health coverage and have an SSN or can get one. We use SSNs to
check income and other information to see who'’s eligible for help paying for health coverage. For
more information on getting an SSN, visit https://www.ssa.gov/number-card or call Social Security
at 1-800-772-1213. TTY users can call 1-800-325-0778.

Tax household

Do you plan to file a federal income tax return NEXT YEAR?

information OYes ONo
You don’t have to file . S .
s .
o If yes, will you file jointly with a spouse? If yes, name of spouse:
coverage, but you must OYeS O No
file thes nexty.ear to Willyou claim any dependents on your tax If yes, list names of dependent(s):
receive a premium tax 5
credit to help you pay for return:
health coverage now. OYes O No
Willyou be claimed as a dependent on If yes, name of the If yes, how you are
someone’s tax return? filer: related to the filer?
OYes ONo
Pregnancy Are you currently pregnant? If yes, number of If yes, due date
We ask this information () Yes (ONo babies expected: (mm/dd/yyyy):
to check if you may be
eligible for Medicaid on
basis of current or recent  \Were you pregnant in the last 90 days? If yes, when did the pregnancy end?
pregnancy. O Yes ONo (mm/dd/yyyy)

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Disability Do you have a physical disability or mental health condition that limits your ability to work, attend
school, or take care of your daily needs?

OYes ONo

Do you need help with activities of daily living (like bathing, dressing, and using the bathroom), or
live in a nursing home, or other medical facility?

OYes ONO

U.S. citizenship Are you a U.S. Citizen or U.S. National?
OYes ONO
If yes, are you a naturalized or derived citizen? Certificate of Certificate of
OYes ONO Naturalization: Citizenship:

If yes, provide your naturalization or citizenship
certificate number to the right.

Immigration status If you aren’t a U.S. citizen or U.S. national, do you have eligible immigration status?
OYes ONo

If yes, enter immigration document information below.

Name (as shown on Document type: Document number: Status type:
your document):

Status award date: Alien or I-94 number: Card or passport SEVIS ID number
number: (optional):
Other (category code or country of issuance): Document expiration date: (mm/dd/yyyy)

Do you also have any of these documents? (check all that apply)
DCertification from U.S. Department of Health and Human Services (HHS)
DCertificate from the Office of Refugee Resettlement
DOffice of Refugee Resettlement Eligibility Letter (if under 18)
DCuban/Haitian Entrant
DResident of American Samoa
DBattered spouse, child, or parent under Violence Against Women Act

|:|Document indicating member of federally recognized Indian tribe or American Indian born in
Canada

|:|Document indicating withholding of removal
Has your primary residence been in the U.S. since 19967
O Yes ONo
Have you had your current immigration status for the last 5 years?

@Yes O No

Are you, or your spouse or parent, an honorably discharged veteran or active-duty member of the
U.S. military?

@Yes O No

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Parent / Caretaker Do you live with at least one child underthe age  If yes, list their names and your relationship to
of 19, and are you the primary person taking them:
care of this child / these children?

OYes ONo

Ethnicity (optional) Are you of Hispanic or Latino ethnicity? If yes, check all that apply:
OYes ONO I:lMexican, Mexican-American, or Chicano/a
DPuerto Rican
DCuban
I:IOther__

Race (optional) What is your race? (check all that apply)
DAmerican Indian or Alaska N |:|Asian Indian DBlack or African American
|:|Chinese |:|Filipino |:|Guamanian or ChamorroDJapanese |:|Korean
|:|Middle Eastern North African |:|Native Hawaiian |:|Asian American |:|Other Pacific Islander
DSamoan DVietnamese |:|White or Caucasian |:|Other

American Indian / Are you American Indian or Alaska Native?

Alaska Native OYeS @No

American Indians and

If yes, answer the questions below.
Alaska Natives can get y q

services from the Indian  Are you a member of a federally recognized If yes, enter the tribe name and the state the
Health Services, tribal  tribe? tribe is located in:
health programs, or
urban Indian health OYeS ONO
programs. They also may . .
not have to pay cost Are you eligible to get health services from the Have you ever gotten a health service from the
sharing and may get Indian Health Service, a tribal health program, Indian Health Service, a tribal health program,
special monthly or an urban Indian health program or through or urban Indian health program or through a
enrollment periods. referral from one of these programs? referral from one of these programs?

OYes ONO OYes @No
Current job and What is your employment status?

income information OEmployed (start with Current job 1)
ONot Employed (skip to Other income section)
OSelf Employed (skip to Self-employment section)

Current job 1 Employer name: Federal tax ID: Phone number:

Ifyour pay stub lists
"federal taxable wages"

(or "taxable income”), Employer address line 1: Address line 2:

enter that amount. If not,

enteryourgross income S ) .

(before taxes are taken City: State: ZIP code:

out) minus any pre-tax

deductions withheld b .

your smployer. :/ Wages/tips before How often? Average number of
taxes: OHourly ODaily OWeekly OEvery2weeks hou:;sworked per

week:

$ OTwice amonth OMonthly OYearly

OOne time only

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Current job 2

Skip this section if not
applicable. If you have
additional jobs, make
copies of this page and
attach them to your
application.

Employer name:
Employer address line 1:
State:

City:

Wages/tips before How often?

Federal tax ID:

ZIP code:

Phone number:

Address line 2:

Average number of

taxes: O Hourly QDaily QWeekly Q Every 2 weeks ~ hours worked per
week:
$ OTWice a month OMonthly OYearly
QO Onetime only
Self-employment Type of work: Profit or loss?

income

O Profit OLoss

How much net income (profits once business expenses are paid) will you
get or how much will you lose from this self-employment this month?

$

Average hours worked
per week:

Other income this
month

Fillin all that apply, and
give the amount and how
often you get it. You don’t
need to tell us about
income from child
support, veteran’s
payments, or
Supplemental Security
Income (SS). Ifa
paymentis one time
only, write in the month
and year.

Type of income

[CJUnemployment

|:| Pension/Retirement
[]social Security
[[]Net Capital Gains

|:| Alimony received (only for divorces finalized
before 1/1/2019)

|:| Net farming or fishing income
|:| Net rental or royalty income
[[]scholarship

[Jinterest, dividends, or other investment
income

|:| Otherincome (write type below)

Amount

$

“ B &

®“ B B &P

How often?

Tribalincome

Complete this section
only if you are a member
of a federally recognized
tribe.

Is any of your income from any of these sources? ()Yes (QNo

e Percapita payments from the tribe that come from natural resources, usage rights, leases

or royalties.

e Payments from natural resources, farming, ranching, fishing, leases, or royalties from
land designated as Indian land by the Development of Interior (including reservations and

former reservations).

e Money from selling things that have cultural significance.

If yes, amount:

$

If yes, how often?

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Deductions

If you pay for certain
things that can be
subtracted from gross

Select all that apply, and provide the amount and how often you pay it.

Note: Don’t include child support that you pay, or a cost already considered in your answer to net
self-employment.

income on a federal Type of deduction Amount How often?
income tax return, telling [ Alimony paid (Only for divorces finalized $
SN aNCT Eeit) before 01/01/2019.)
lower the cost of your
health coverage. []student Loan Interest $
[]other (Write in type below) $
Estimated annual Based on what you know today, how much do Amount Year

income

you think you will make in the calendar year for $
which you are seeking coverage?

APTC reconciliation

In previous years, have you received advance premium tax credits (APTC) to help reduce your
monthly payment for coverage through the health insurance marketplace, including Get Covered
Ilinois?

OYes ONo

If yes, in the years that you received advanced premium tax credits (APTC), did you file a
federal income tax return and reconcile any APTC you used?

OYes(ONo O No, because | only received APTC in 2020 when reconciliation was not required.

Medicaid / All Kids
denial

Were you found not eligible for Medicaid or All Kids in the past 90 days?
(Select yes only if someone was found not eligible for this coverage by
the Illlinois Department of Healthcare and Family Services (HFS).

OYes ONo

When were you
denied Medicaid or All
Kids coverage?
(mm/dd/yyyy)

Current health
coverage

If you have coverage
through your employer,
report this in the next
“Employer coverage”
section.

Are you currently enrolled in health coverage that will extend beyond 60 days from today?
OYes O No
If yes, what type of coverage do you have? (check all that apply)

[IcHIP (At Kids) [_COBRA Coverage [_|Medicaid [_]Medicare [ ] Peace Corps [_]Retiree Health
Benefits DTRICARE |:| Veterans Affairs (VA) Health Care Program |:|Other Coverage

If “Other Coverage” was selected, answer the questions below.

Is this a limited
benefit coverage?

OYes @No

Insurance Name Policy Number

(continued on next page)

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Employer coverage

Only tell us about
coverage offers that
apply to the date you
seek to begin coverage.

Will you be offered health coverage through a job (including another person’s job, like a spouse or
parent?

OYesONo

If yes, answer the remaining questions in this section.

Employer name: Employer phone number:

Employer address line 1: Address line 2:

City: State: ZIP code:

Does this employer offer a health plan that meets the minimum value standard?

OYes ONO

What is the premium amount for the lowest-
cost plan available to the person that meets the
minimum value standard? (enter to the right)

Cost:
$

How often?

Health
Reimbursement
Arrangements

Only tell us about offers
with a start date
between 60 days before
today and 60 days after
today.

Will you be offered a Health Reimbursement Arrangement (HRA) through your job or another
person’s job?
OYes @No

If yes, answer the remaining questions in this section.

Employer name: Employer phone humber:

Employer address line 1: Address line 2:

City: State: ZIP code:
What type of HRA is offered?

Olndividual Coverage Health Reimbursement Arrangement (ICHRA)

Are you currently
enrolled, or planning
to enroll, in this HRA
offer?

OYes ONO

When will HRA coverage begin? (mm/dd/yyyy)

OQualified Small Employer Health Reimbursement Arrangement
(QSEHRA)

What is the maximum reimbursement amount
for your HRA offer(s)?

$

State employee
health benefit

Are you offered the Illinois state employee health benefit plan through a job or a family member’s
job?

OYes @No

Medical bills

Do you want help paying for medical bills from the last 3 months?

OYes ONo

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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STEP 3: Review and Sign

Incarceration Are any applicants incarcerated (in prison or If yes, tell us the person’s name:
jail)?
OYes @ No
Are any of the incarcerated persons awaiting If yes, tell us the person’s name:

disposition of their charges?

OYes O No

Renewal consent To make it easier to reduce the cost of my health insurance coverage in future years, | agree to
allow Get Covered Illinois to use computer sources, such as the Internal Revenue Service (IRS), to
check my income. | also agree to allow Get Covered Illinois to use my income data, including
information from my tax returns, to determine whether | am eligible to continue to receive financial
assistance. If those sources show | am still eligible for continued financial assistance, my
insurance coverage and financial assistance will be renewed for another 12 months. | understand
Get Covered Illinois will send me a notice explaining that | have been renewed in coverage and
allow me to make any changes necessary. | acknowledge if | elect not to give this consent, my
insurance will be renewed without financial assistance for the following year. | also acknowledge |
can discontinue, change, or otherwise opt out at any time.

Yes, allow Get Covered Illinois to check my information and use it for:
05 years (the maximum number of years allowed) 04 years @3 years 02 years 01 year

OI do not give Get Covered Illinois consent to use my income data at renewal.

On behalf of myself and all of the people listed on this application | understand, represent and agree as follows:

e Bysigning below, | agree to have my information used and retrieved from data sources such as the Social Security
Administration, the Department of Homeland Security, the Internal Revenue Service, a consumer reporting agency,
and/or other services available through the Federal Data Services Hub, so that Get Covered Illinois can check my
eligibility to enroll in coverage. | have the consent from all the people included on this application for their information
to be retrieved and used from data sources mentioned above.

e Bysigning below, | understand that if anyone on my application is enrolled in Marketplace coverage and is also found
to have other coverage (including Medicare, Medicaid, or AlL Kids), Get Covered Illinois will end their Marketplace plan
coverage. They will get a notice before the Marketplace terminates their coverage in case they need to keep it or make
changes. During all the months of overlapping coverage, they’re responsible for paying the full cost for the
Marketplace plan premium and covered services.

® Bysigning below, | consent to my information being shared with the Illinois Department of Healthcare and Family
Services and the Illinois Department of Human Services for the purposes of making a Medicaid or All Kids eligibility
determination if my application fits specific criteria to be potentially eligible or if | otherwise request a Medicaid or All
Kids determination directly.

® Bysigning below, | understand that | have 30 days to notify Get Covered Illinois of any change of information in this
application. | will report any changes within this time period. | understand that changes in my household size, address
or other details might affect my or my household's

e Bysigning below, | consent to my information being shared with the Illinois Department of Healthcare and Family
Services and the Illinois Department of Human Services for the purposes of making a Medicaid or All Kids eligibility
determination if my application fits specific criteria to be potentially eligible or if | otherwise request a Medicaid or All
Kids determination directly.

e Bysigning below, | am giving the Illinois Department of Healthcare and Family Services, as the Medicaid and All Kids
agency, the right to pursue and get any money from other health insurance, legal settlements, or other third parties

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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should someone on this application enrollin Medicaid or All Kids. | am also giving the Illinois Department of
Healthcare and Family Services, as the Medicaid agency, the right to pursue and get medical support from a spouse or
parent.

e By signing below, | also understand that to be eligible for coverage through Get Covered Illinois, | must be a resident of
the state of Illinois. | affirm that | am a resident of Illinois, or that each person applying for coverage is a resident of
Illinois. | acknowledge that residency is a condition of eligibility, and | agree to notify Get Covered Illinois if my or any
applicant's residency status changes.

e Bysigning below, | also attest that the information provided in this application, at the time it was submitted, was true
and correct to the best of my knowledge.

e Bysigning my name below, | am signing this application and affirming the accuracy of the information provided and
any assertions made herein, under penalty of perjury, pursuant to 28 U.S.C. 1749 and 720 ILCS 5/32-2. | acknowledge
that | may be subject to penalties under federal and state law if | intentionally provide false information.

PERSON 1 (the primary contact) should sign this application. If you're an authorized representative, you may sign here as long
as PERSON 1 signed Appendix A. If a certified Broker or Navigator has helped you with this application, you will also need to fill
out Appendix A.

Print your full name Signature Date (mm/dd/yyyy)

If you're signing this application outside of Open Enrollment, make sure you complete Appendix B ("Questions about life
changes")

STEP 4: Provide completed application

Mail your signed application to: If you want to register to vote or update an existing voter
Get Covered Illinois registration, visit https://ova.elections.il.gov/.

P.O. Box 804058

Chicago, IL 60680 For more information, go to

https://getcovered.illinois.gov/en/voter-registration.

Fax your signed application to:
(888) 973-8254

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Appendix A: Help with your application

For certified brokers and navigators only

Complete this section if you’re a certified Broker or Navigator filling out this application for somebody else.

Your name First name Middle name Last name Suffix
Your organization Organization name Email address Phone number
ID numbers ID number (if applicable) NPN number (brokers and agents only)

Authorized Representative

If someone is helping you complete your application, you can designate that person as your Authorized Representative.
An Authorized Representative is any adult who you have authorized to act on behalf of your household on Get Covered Illinois.
By designating an Authorized Representative, you are giving this individual permission to:

e Signthe application on your behalf
e Act onyour behalf for all matters related to your Get Covered Illinois application and account

Please note: An Authorized Representative is not certified by Get Covered Illinois. This is different than designating a Broker or
an Assister who has completed training and is certified by Get Covered Illinois.

Authorized First name Middle name Last name Suffix
representative name

Authorized Mailing address line 1 Address line 2
representative
mailing address

City State ZIP code County

Phone numbers Mobile phone number (###) ###-#### Home phone number (###) ###-####

Email address Email address

Organization Is this person part of an organization helping If yes, organization If yes, organization ID:
you apply for health insurance? name:

OYesONo

By signing below, | allow this person to sign my application, get official information about this application, and act for
me on all future matters related to this application.

Print your full name Signature Date (mm/dd/yyyy)

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Appendix B: Questions about life changes

If you are applying for health coverage outside of an Open Enrollment Period, you will need to report a qualifying life event to be
eligible to enroll in coverage using a Special Enrollment Period. If eligible, you can enrollin Medicaid or All Kids any time of the
year, even if you didn’t experience life changes. Members of federally recognized tribes and Alaska Natives can enrollin
coverage through Get Covered Illinois any time of the year.

Loss of employer or
other coverage

Did anyone lose employer or other coverage in the last 60 days, or expect to lose employer or other
coverage in the next 60 days?

OYes ONo

Name(s): Date coverage ended or will end:

Loss of Medicaid or
All Kids

Did anyone lose Medicaid or All Kids coverage in the last 90 days, or expect to lose Medicaid or All
Kids coverage in the next 60 days?

OYesONo

Name(s): Date coverage ended or will end:

New HRA offer

Did anyone receive a new HRA offer in the last 60 days, or expect to receive a new HRA offer in the
next 60 days?

OYesONo

Name(s): Date:

Change in employer
sponsored coverage

Did anyone become eligible for financial help due to a change in their employer sponsored
coverage in the last 60 days, or expect to become eligible for financial help due to a change in their
employer sponsored coverage in the next 60 days?

OYesONo

Name(s): Date:

Newly eligible for
financial help

Did anyone become eligible for financial help due to a reduction in income in the last 60 days?

OYesONo

Name(s): Date:

Marriage

Did anyone get married in the last 60 days?

OyYes ONo

Name(s): Date:

Release from
incarceration

Did anyone get released from incarceration (detention or jail) in the last 60 days?
OvYes ONo

Name(s): Date:

Gain of citizenship or
immigration status

Did anyone gain eligible citizenship or immigration status in the last 60 days?

OYesONo

Name(s): Date:

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Pregnancy Has anyone been confirmed as pregnant by a licensed provider in the last 60 days?
OvYes ONo
Name(s): Date:
Birth or adoption Did anyone gain or become a dependent due to birth or adoption in the last 60 days?
OYes ONo
Name(s): Date:
Gain of dependent Did anyone gain or become a dependent due to a child support, foster care, or other court order in

due to child support, the last 60 days?
foster care, or court OYes O No

order
Name(s): Date:
Move to Illinois Did anyone move to Illinois in the last 60 days?
OYes ONO
Name(s): Date:

Residential address Did anyone move to a new address within Illinois that made new Marketplace plans available?

change making new OYes O No
plans available

Name(s): Date:

Error by marketplace Did anyone experience an error by the Marketplace or a Marketplace partner in the last 60 days?

or marketplace Yes O No
partner O O
Name(s): Date:
Delay in Medicaid Was anyone unable to enroll in Marketplace coverage during an eligible enrollment period due to
denial being assessed as potentially eligible for Medicaid, then being found eligible for a qualified health
plan?
OYes ONo
Name(s): Date:

Domestic violence or Did anyone experience domestic violence or spousal abandonment last 60 days?

spousal OYes ONO
abandonment
Name(s): Date:
Exceptional Did anyone experience exceptional circumstances that prevented their enrollment during an
circumstances eligible enrollment period?
OYes ONO
Name(s): Date:

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Appendix C: Privacy and non-discrimination summary

Privacy Disclosure: Get Covered Illinois protects the privacy and security of the personally identifiable information (PIl) that
you provide. Your individual identifying information will not be shared, sold, or transferred to any third party without your prior
consent, unless required or otherwise permitted by law. Get Covered Illinois may use data from other federal or state agencies
to determine eligibility for the individuals on your application. If you have questions about this data, contact Get Covered
Ilinois at 1-866-311-1119 or TTY 711. For more information about the privacy and security of your information, visit
GetCoveredIlllinois.gov/privacy-notice.

Nondiscrimination Disclosure: In accordance with Section 1557 of the Patient Protection and Affordable Care Act (42 U.S.C.
§18116) and its implementing regulations at 45 CFR Part 92, as well as the Illinois Human Rights Act (775 ILCS 5/1-101 et
seq.), Get Covered Illinois does not exclude, deny benefits to, or otherwise discriminate against any person on the basis of
race, color, national origin, disability, sex (including pregnancy, sexual orientation, gender identity, and sex stereotypes), age,
religion, ancestry, marital status, genetic information, citizenship status, military status, order of protection status, or military
discharge status. If you believe you have been discriminated against for any of these reasons, you can file a complaint with Get
Covered Illinois’s Section 1557 Coordinator: Section 1557 Coordinator / Illinois Department of Insurance / c/o Get Covered
Ilinois / 115 South LaSalle Street/ 13th Floor / Chicago, Illinois 60603 / gci.compliance@illinois.gov. For more information
about Get Covered Illinois’s Non-Discrimination Policy and Grievance Procedure, visit GetCoveredIlllinois.gov/non-
discrimination-policy.

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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Get help in another language

If you, or someone you’re helping, has questions about Get Covered Illinois, you have the right to get help and informationin
your language at no cost. To talk to an interpreter, call 1-866-311-1119, TTY 711.

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Get Covered Illinois, tiene derecho a obtener
ayuda informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-866-311-1119, TTY 711.

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Get Covered Illinois, masz prawo do uzyskania bezptatnej
informac;ji i pomocy we wtasnym jezyku .Aby porozmawiac¢ z ttumaczem, zadzwon pod numer 1-866-311-1119, TTY 711.

WNER1R, :i.h\IErﬁﬁiJE’JA HEAMGet Covered Ilinois S EMME B8, EHEEFRELUGHEESIIEBALS, BER—
GIFIEEE@EE, EEE1-866-311-1119, TTY 711,

otoF ot EE= HBH7HE 10 U= OfH AFREO| Get Covered IllinoisOfl 2t A 20| QUCHH sts At =St HEE

Fote| CIOjZ H|8 2 HEI0| @2 = A He| 7t ASLICH OZH SHALRE 0 7|17 | {8 M = 1-866-311-1119, TTY 7112
MBSt Al 2.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Get Covered Illinois, may karapatan ka na makakuha
ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-866-311-1119,
TTY 711.

U seadn Al sac i Gadd 5ol ol el IS ) Get Covered Illinoiss 45430 ¢ 2 (e Slialy 4y 5 5 yuall il sheall 5 3aclusall e J ganll & 3ol clnls,
1119-311-866-1= Juail ax yia & Saaill TTY 711.

Ecnny Bac nnm nnua, KOTOpPoMy Bbl NOMOraerte, MMetoTcA Bonpockl no nosoay Get Covered Illinois, To Bbl MMeeTe NpaBo Ha
6ecnnaTtHoe nonyyeHme NoMoLLM N MHOPMaL MK Ha BaLLieM A3blke. 1A pa3roBopa c NepeBogyunKoM NO3BOHUTE NO TenedoHy
1-866-311-1119, TTY 711.

o) d{a Weldl dH Hee 5316l 9] ddl 51859 Get Covered Illinois. (A2) ULl &1, dl Hee A Hiledl Anddl HI2 dHID 24 1dld
8. Uee dMIZ] NI SITURL W (Aot l Ad] 2SI B, Hgl ol YUl sAL UL, [AE] AR £lWd 51 UR 514 5.

s AsS G )b Sl ) im0 S0 (S Sl R Get Covered Illinoise 3 1S =S duala e slea 5l 2% Gk (e () ) Sl 55
LS Sl e e

&u quy vi, hay ngudi ma quy vi dang gitp d&, cé cau hoi vé Get Covered Illinois, quy vi sé c6 quyén dugc gitip va cé thém théng
tin bang ngdn ngit ctia minh hoan toan mién phi. D& néi chuyén véi mét théng dich vién, xin goi 1-866-311-1119, TTY 711.

Se tu o qualcuno che stai aiutando avete domande su Get Covered Illinois, hai il diritto di ottenere aiuto e informazioni nella
tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-866-311-1119, TTY 711.

Zlﬁ'&ﬂ'm m&wmmﬁrﬁrﬁwﬁwéé G%EW%WGet Covered Ill|n0|sa'7§ﬁffﬁﬂﬁ% -Y 3TUBY
TS H FeTR fu7 2 o et &1 b7 3B R 81 1-866-311-1119, TTY 711 W B B

Sivous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Get Covered Illinois, vous avez le droit
d'obtenir de l'aide et l'information dans votre langue a aucun codt. Pour parler a un interprete, appelez 1-866-311-1119, TTY
711.

S H Ut

Edv eoeic il kamolog ou Bonbdate €xete epwthoelg YUpw aro to Get Covered Illinois, €xete to dikaiwpa va Addpete Bonbela Kat
TAnpodopieg otn YAwooa oag xwpic xpewon.lNa va piAfoete og évav dlepunvea, kaheote 1-866-311-1119, TTY 711.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Get Covered Illinois haben, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-866-311-
1119, TTY 711 an.

NEED HELP WITH THIS APPLICATION? Visit GetCoveredIlllinois.gov or call us at 1-866-311-1119 (TTY: 711). If you need help in a language
other than English, tell us the language you need. We will get you help at no cost to you.
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