
pennsytvania

MedicaI Assistance (Medicaid) FinanciaL Etigibitity Apptication
for Long Term Care, Supports and Services

Check any that you are applying for:
E Care in a facitity

! Home and Community Waiver Services - Type/Name of Waiver/SeMce

E other:

. Pl€ase read the entire form-

. Print the requested information in the unshaded sections.

. If you need help, another person can hetp you or you can get
hetp from your county assistance offce.

. Please review any information printed on this form. If any
atready printed information is incorrect or has changed, strike
out the printed information and provide updated information.
Ptease review att questions that do not have a printed response
and provide a response unless the instructions tett you that you
can choose not to answer.

You or any representative you choose may comptete this
apptication. Your representative can be your spouse, a friend, a
retative, a person who has your power of attorney, or your medical
provlder. It shoutd be someone who knows and can provide
information about your income and resources. If you are married,
information in some sections must be compteted for both you and
your spouse.

After the form is compLeted, bring it, have someone etse bring it,
or mai[ it to the county assistance office unless you are instructed
otherwise. The county assistance office wit[ tett you if an inteMew
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is needed. You witl need proof ofidentity and verification for other
information on the form untess we atready have the information
in our records.Ifyou need hetp to obtain any information ask th€
county assistance office for help. You shoutd attach verification to
this form.

Persons who have given away assets (income or resources) within
the past 60 months, or set up or transferred assets to a trust
within the Last 60 months prior to appMng for MedicaI Assistance
for tong term care, supports and services may be inetigible for
benefits. Because of this requirement, you may need to provide
verification of assets owned during the past 60 months even
though you may no longer own them. We wit[ use your SociaI
Security number to get lnformation aboutyour assets for the 60
months prior to your apptication.

Ifthe information is comptete and you have provided the
necessary verification (with this form, if possibte) the county
assistance office wi[[ notify you within 30 days of receiving
your apptication ifyou are etigribte, inetiglbte, or ifadditionaI
information is needed.

This is an application for MedicalAssistanca benefits. lf you need help translating it, please contacl your county
assistance oflice, CAO. Translation services will be provided free of charge.

Esta es una solicitud de beneficios de Asistencia Marica. Sinecesita ayuda con la t aducci6n comuniquese con la
Ofcina de Asistencia del Condado (CAO) que le corresponde. Los servicios de traduccion son gratuitos.

COMPASS

Hacroruuf, aoKyuesr rBmelcr 3axBresleM Ha norfrerxe
o6cayxnaaxnr no nporpaMMe Medical Assistancc.
Ecar rau nyxra nouorlh B rrepeBore,qarroro 3altBJreult{,
o6pauralTecr E Orpyxoroe 66po noMoun
(County Assistance Omce).
Ycrlmr no neperoly np€aosmBn rorc,6€cnraruo.

E6y li m6u tton xin hudng phdc lqi Beo TrO Y Td.
Ndu qui vi cdn phi€n dich tton nly, xin litn l4c
Vnn Phdng Trq Cdp Quan Hat ndi qui vi cu ngu.
Dich vq phi6n dich s€ tlrroc cung cdp mi6n phi.

You can atso appty ontine at: www.compass,state.pa,us.
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PROVIDER NAME NUINEER

ADDRESS COI.TTACT NAME/TELEPHONE NUMAER

DATE OF ADMISSION DATE OF LEVEL OF CARE DETERI,IINATION REQUESTEO EFFECTTVE DATE

co. DIST BECOHD NU}48ER FILE CLEARED AY APPL. REG, NO. WOSXEB I,D, CASELOAD

E 
^urHoRrz 

ED REAsoN CATEGORY

ENorAUTHontzEo REAsoN DATE

DO NOT COMPLETE . COUNTY ASSISTANCE OFFICE USE ONLY

Getting Started
What tanguage doyou prefer? aQud ldjoma prefiere usted? EEngtishrngtds E Spantsh/Espafiot E Other/Otro (spect0//especmque)

Oo )ou need an interpreter? ZNecesita un int6rprete? ! Ves6i ! t'to lfyes, what tanguage? En caso afirmativo, ede qu6 tdioma?

Comptete al[ information in this section for you, the appticant. TetI us about yoursetf. p]ease review any
information printed bel.ow. Ifthis information is incorrect, please strike it out and write in the correct information.

NAME (INCLUDE FIRST, MIOOLE INMAL LAST, SUFFIX.]R,6R,€IC.): SOCIAL SECURITY NUMBER: BIRIH OAIE (T,IMIDDAYYY): sEx:

Qute firrumr
MARITAL STATUS:

I sncrr I sremereo I umnr:o E Dn cncEo flwroowro
IF SEPARATED, PLEASE COMPLETE RELATIONSHIP SECTION FOR SEPANAIED SPOUSE.

IF YOU CHECKEO SEPARATED, WHAT WAS THE OATE OF SEPARATION?

IFYOU CHECXEOWIOOWED, WHAT WAS THE DATE OF YOUR SPOUSE'S OEATH? SPOUSE'S NAME?

nAcE (omoNAL) (CHECX Arr llrAT Apply):

I eucx on rnrc*r luentcmr I mrm
Evrxm flonirn

I luwe newetax on pAcrFrc ISLANoER flltarrucltt Inont oR ALASKA NAT]vE

CUFRENTADDRESS OF IN A FACIUTY, USE FACIUTY ADDRESS): PHONE NUI',1BER: OATE MOVEDTO THIS AODRESS

IOWNSHIP: SCHOOL DISTR]CT: PREVIOUS AOORESS (IF IN A FACIUTY, GIVE YOUR HOM€ ADOHESS- IF YOU ARE MARRIED, GIVE YOUR SPOUSE'S ADDRESS):

HAVE YOt,, EVER APPUED FOF OR NECETVEO CASH OR MEOICA]- BENEFITS
OR PAFTICIPATEO IN THE SUPPI,fMEMTAL NUTRMON ASSISTANCE
PROGRAT'{ (SNAP), FORMERLY KNOWN AS FOOD STAMPS TN ANOTHER
COUNTY IN PENNSYLVANIA OR IN ANOTHER STATE?

[vrs flro

IF YES, WHAT STATE? HOW LONG?

WHAT COUNTYI RECORO NU14EER:

HAVE YOU PREVIOUSLY UVED tN A NURSING FACIUTN

EYES ENo
IF YES, PRO!'IDE NAIT,{E AODRESS: DATES:

ARE YOU AU.S. CMZEN OR NATIONAL? flvrs [Ho If you are not a U.S. citizen or national, answerthe fottowing questions:
DO YOU HAVE EUGIBI.T IMMIGMTION STATUS?

[ves [r.ro
IF YES. FILL IN YOUR

OOCUI.lENTTYPE
AND ID NUMBER:

DOCUMEI'ITTYP€: DOCUI,IENT ID NUMBEF AUEN NUIIlBER:

WERE YOIJ LMNG IN THE U.S. BEFORE 1996?

Evrs Exo
COUNTRY OF ORIGINI

IFYOU HAVE ASPONSOR, NAME AND ADDBESSOFYOUR SPONSOR:

Sign to dectare your citizenshlp or atien status as marked above:

SIGNATURE DATE
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FELATIONSHIP: NAME (INCLUDE NRST, MIDDLE NMAL, LAST, SUFFIX-]R,/SR./ETC,) ALIAS,&IAIDEN NA14E:

sIRTH DATE (IlM,ODAYY{)I SEX: .AACE: SSN

RELATIONSHIP: NAME ONCLUOE FINST, MTDDLE INMAL LAST. SUFFIX-}R./SR./ETC,) AUAS/HATDEN NAME:

BIR-IH DAIE ( MM/DDT/YYY): SEXi .RACE SSN

RELA'NONSHIP: NAME (INCLUDE FIRST, MIOOLE INMAL, LAST. SUFFIXJR,/SR.,€TC,)J ALIAS/MAIDEN NAME

BIRTH DATE (MM/DD/ffYY) sEx .RACE: SSN

RELAT'IONSHIP: NAME (INCLUOE FIRST, MTDDLE II.{IIIAI- LAST, SUFFIXJR,/SR-,€TC,): AUAS,/MAIDEN NAME:

BIRTH DATE (MM/DDAY1'.Y} sEx SSN

' For Race: Your benellls wlll nol b6 efi6ct€d lf you do nol wlsh to ensu,€r Pl€as€ us€ on6 of the foilowng codes:
1 . Elact or Afic€n Arn€ricon 2- Asian 3. Native Hewaiian or Pacific lslender /a. Americsn lndian or Alaska Nelrv€ 5. Whil6 6. OtlEr

PLEASECHECKONE:

I vrnmn [ rcrrvr rarumnv I xmour culno Q neseaves I wroowAnousr on oEeENDENT cHtLo oF A vETERAN

SRANCH OF SERVICE: DATE ENTERED: OAIE LEFT CLAIM NO,:

Voter Registration (Optional.)

If rcu are not registered to vote where you tive now, woutd you like to register to vote here today? ! ves I m
IF YOU DO NOT CHECK EITHER BOX, YOU WILL BE CONSIOEREO TO HAVE DECIOEO NOTTO SEGISTER TO VOTE ATTHISTIME.

To register, you must 1) Be at teast 18 on the day ofthe next etection; 2) Be a citlzen ofthe lJnlted States for
at least one month PRIOR TO THE NEXT ELECTION; 3) Reside in Pennsytvanla and the votlng distrlct at l.east

30 datE priorto the next etectlon.

Apptying to register or dectining to register to vote wil.l not affect
the amount ofasslstanc€ you }rltl be provlded by thls agencA.

Ifyou woutd ttke heh fitting out the voter registration apptication form, we Mtt hetp you. The decision whether to seek
or accept hetp is yours. You may fitt out the application form in private. Please contact the county assistance office if
you woutd Like hetp. Ifyou betieve that someone has interfered wlth your right to reqdster or to declin€ to register to

vote, your right to privacy in deciding whether to register or in appMng to register to vote, or your right to choose your

own potlticat party or other potiticat preference, you mayfite a compLaint wlth the Secretary ofthe Commonweatth, PA

Department of State, Harrisburg, PA 17uo. Oo[-free tel.ephone number 1477-VOTESPA).

I civen o cfent _/_l_
f'l Dedin6d. nol intcl€atod / ,

E Sent to voter regastration 
-/-/-

E Not a u.S. citizen _/_/_
E Maited io cti€nt _/_/_
E Osclined, slready regislored 

-,1-l-

COUNTY ASSISTANCE OFFICE STAFF wlLL COMPLETE THIS BOX BASED ON YOUR RESPONSE ABOVE

Page 3

Comptete att information in this section for your spouse if you are married or separated and any
dependent chitdren or sibtings. Please review any information printed betow. Ifthis information is incorrect, ptease strike it
out and write in the correct information.

'RACE:

Mititary Status
Please revier,v any informatlon prlnted b€l.ow. Ifthls information ls incorrect, ptease strlke it out and write in the correct informatlon.



Ifyou are receiving or have received long term care, supports and services, how are/were your
expenses being paid?

Who is covered? Insurance Company PoLicy Number Premium How Often?

A. Real Estate None !
LOCATION OWNER: RESIDENT:

flves flno
WHO LIVES IN THE PROPERTYi ARE YOU PLANNINGTO REIURN TO THE PROPERTYI

EYES ENo
DO YOU OWN ANYOTHER REALESTATE?

flvrs [no
IS THE PROPERTY USTEO FORSALE?

EYES E No

IF FOR SALE, REALTOR,S NAME ANO TELEPIIONE NUMBER: (REMEMAERTO REPORTTHE PROPERTY
SAL€ TO US)

IF YES, DATE USTEO:

LOCAl]ON OWNER: VALUE:

$

INCOME PROOUCING:

fivrs fino
RESIOEt.{T:

flvrs flno
WHO L]VES IN THE PBOPERTY) ARE YOU PLANNING TO RETURN TO THE PROPERTY'

fivrs Iro
cn YOU OWN ANY OTHER REAL ESTATE?

flws firc
IS IHE PROPERTY US]EO FOR SALE?

flves flrc
IF FOR SALE, REAI-TOR'S NAME AND TEttPtIONE NUMBER: (REMEMAER TO REPORT THE PROPERTY
SAl.r TO US)

IF YES. DATE LISTED:

LOCAIION OWNEB: VALUE

$

INCO14E PROOUCING:

EYES E No

RESIDENT:

EYEs ENo
YEAR AND I,,IODELI WHO LIVES IN THE MOEILE HOME?

IS IHE PROPERTYUSTED FOR SAI.T?

flvrs I no

IF FORSALE. REALTOR'S NAME ANDTELEPHONE NUMBER: (REMEMaEn TO REPORT THE PROPERTY

SALE IO US)

IF YES, OATE USTED:

B. Mobile Home None !
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Do you have unpaid medicat bil.ts? l Yes I No
If you are requesting Medica[ Assistance for these bitts, attach copies.

MedicaI Insurance Information (inctuding [ong term care insurance)
Ptease review any information printed betow Ifthis information is incorrect, ptease strike it out and write in the correct information.

Resource Information for Applicant and Spouse:
Ptease review any information printed bel,ow. Ifthis information is incorrect, please strike it out and write in the correct information.
Add an additionat sheet of paper if more space is needed. Ptease [abel what question you are answering on any additional pages.

VALUE: IINCOME PRODUCING:

$ ltrvrs flxo



C. Burial Arrangements None !
OWNER: BANK,?INSURANCE COMPANY NAT4E AND AOOBESS: ACCOUNT NUI"IBERSl

FUNERAL HO}1E: VALUE OF ACCOUNT: DATE ESTABLISHED:

CAN MONEY BE WfiHORAWN EEFORE DEATH OF INDIVIDUAL?

flvrs flro
CAN INTEREST BE WITHORAWN?

EYES ENo
DO YOU OWN ANY BURIAL SPACES?

EYES ENo
IF YES. LOCATION: NUMEER OF SPACES:

OWNER: BANKANSURANCE COMPANY NAME AND ADDRESS: ACCOUNT NUMBERS

FUN€RAL HOME: VALUE OF ACCOUNT

$

OATE ESTASLISHED:

CAN MONEY 8E WTTHDRAWN AEFORE DEATH OF INOIVIOUAL?

EYES E No

CAN INTEREST BE WITHONAWN?

EYES E No

DO YOU OWN ANY BURIAL SPACES?

flves flno
IF YES, LOCATION: NUMBER OF SPACESI

D. Llfe lnsurance None I
Please review any lnformatlon prlnted below Ifthls lnformation ls incorrect, ptease strlke lt out and wrlte In the
correct informatlon.

Policy Owner Company Name Poticy Number Face Vatue Beneficiary

E. Automobiles, Recreational Vohlcles, Trucks, Motorcycles None !
Ptease review any information printed beLow. Ifthis lnformatlon is incorrect pteas€ strike it out and wrfte ln the
correct informatlon.

Name ofOwner(s) Licensed?
PLat€

Number
Amount
Owed

o/o Owned Comments

EYES
Eruo

E vrs

Eruo

E yEs

Er'ro

E YES

ENo

E vrs

Elro
.Qves
Eno
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Current
Cash Vatue

Year, Make, Model.

---T---

--t-



F. Othcr Rosources None I
Please review any Information prlnted b€tow.Ifthis information ls incorrect, ptease strlke it out and write in the correct information.
Resources include bank accounts (inctuding checking, savings, vacation accounts); Certiffcates of Deposits (CD); retirement accounts
(incl.uding IRA, KEOGH): stocks; bonds (inctuding U.S. Savings Bonds); annuities: trust funds; mutualfunds and cash-on-hand.

Name ofOwner(s) Resource Current Vatue
Bank Name/Account

Number
Percentage

Owned
Comments

$

$

$

$

$

$

$

$

$

Ifyes to elther question, exptain circumstances (attach e(ra paper ifneeded):

WPE OF RESOURCES: MARXET VALUE AT TIME OF MANSFER:

3

OATE OFTRANSFER OR CLOSING:

If you ctosed or depteted any accounts because you paid for nursing services, list these accounts:

Account Owner(s) Type ofResource Location Account Number Date ofCtoslng
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Within the past 60 months have you or your spouse ctosed, given away, sold or transferred any assets
such as: a home, [and, personal property, tife insurance polices, annuities, bank accounts, certificates of
deposit, stocks, IRA, bonds, trust bonds, or a right to incomeZ I Ves ! trto

Within the past 6o months, have you or your spouse transferred any assets into a trust? | Yes ! No



Have you or your spouse received or do either of you expect to receive any income/asset/setttement/
lump sum/inheritance? I Yes I tto

If yes, exptain clrcumstances (attach extra paper lf needed):

AMOUIYT:

$

DATE EXPECIEO:

List al.t househotd income including but not timited to: earned income (wages, self-€mptoyment, rentat income, room and board, commissions,
etc.) and unearned lncome (pensions, V€terans benefits, Soclat Security benefits, Unemptoyment Compensation, Workers' Compensation,
Raitroad Retirement, Btack Lung payments, sick benefits, payments from trusts or annuihes, support or atimony, dividends or interest, tottery/
gambting winnings, etc.)

Whose incomeis this? Income Type Income Source
Frequency

(weekty, bir.reekty,
monthty, l,€arty)

Average
Hours Worked

Each Week

Gross Amount

deductions)

Comments

TO WHOM ARE THE CHECKS SENT? (GUAROIAN, REPRESENTATAG PAYEE): ADORESSI

$ Sates or lease purchase agreement

$

$ Maintenance charges for condo or co-op residence

$ Lot rent for mobite home

$ Property taxes - annual amount

$ Homeown€rs insurance - annuat amount

$ Basic te[ephone

$ Gas

Etectric

Heating fuet

Water

Sewer

$

Do you pay for heating and/or air conditioning separate from your rent? [ Yes I No
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Income Information for the Applicant, Spouse, andlor Dependent(s)
Ptease review any information printed betou Ifthis information is incorrect, ptease strike it out and write in the correct information.
Add an additional. sheet ofpaperifmore space is needed. Ptease bbel what question you are answering on any additionaI pages.

Shetter Expenses

$ Monthty renVmortgage

Personal care or domiciliary care rentaI charge $

$

$

$

Garbage



RIGHT TO NONDISCRIMINATION

This lnstitutlon is prohibited from discriminating on the basis of
race, cotor, national origin, disablLity, age, sex and in some cases
retigion or potlticaI betiefs.

Persons with disabitities who require atternative means of
communication for program information (e.g. Brail.te, targe
print, audiotape, American Sign Language, etc.), shoutd contact
the Agency (State or tocat) where they apptied for benefits.
lndividuats who are deaf, hard of hearing or have speech
disabitities may contact USDA through the Federat Relay Service
at (8oo) 8i?€339. Additionalty, program information may be
made availabte in languages other than Engtish.

To ffte a comptaint of discrimination regardlng a program
receivirg Federal ffnanciaI assistance through the U.S.
Department of Health and Human SeMces (HHS), write: HHS
Director, Offfce for CiviL Rights, Room 515-F,2oo Indep€ndence
Avenue, S.W., Washlngton, D.C. 2o2o1 or cal.t (2o2) 619-0403
(volce) or (8oo) 537-7697 CmO.
This lnstitution is an equat opportunity provider

RIGHT TO CONFIDENTIAUTY

We wiU keep your information private. It witl onty be used to
decide which programs you may be etigible for. The county
assistance offce (CAO), when r€quested, must provide federat
state and local law enforcement officials with the address,
SociaI Security number (SSN) and photograph (if avail.abl.e) of
an individuat who is fleeing to avoid prosecution, custody or
confinement for a fetony or viotating pmbahon or parole. Any
person knowingly yiotating any ofthe ruLes and regutations ofthis
department shal.t be guitty of a misdemeanor and, upon conviction
shatt be sentenced to pay a fine, not exceeding one hundred
($1oo) doltars, or to undergo imprisonment, not exceeding six
months, or both (62 P.S. section 483).

RIGHT TO A WRITTEN NOTICE

We witt give you a Mtten notice exptaining your benefits. If we
deny, change, susp€nd or stop benefts, we witt give you a written
exptanation of why. You have 30 da)6 from the maiting date of the
notice to ask fora hearing.

RIGHT TO APPEAL

You have the right to ask for a Department of Human SeMces
(DHS) hearing to appea[ a decision if ],ou betieve it is unfair or
incorrect, or if DHS faits to act on your apptication for benefits.
You may fite the appeat at the CAO. If you appeat, you may atso
request an agency conference before the hearing. At the hearing
you may represent yoursetf, or someone else, such as a lawyer,
friend or ret-ative may represent you.

RIGHT TO CLAIM GOOD CAUSE

Ifyou appty for cash or Medlcal Assistance benefits, the law
requires you to cooperate wlth estabtishlng paternity and seeking
support. You may be excused from these requirements ifyou
prove lt may be dangerous for you and/oryour chitdren. This
is known as good cause. Unless a good cause exemption is
established, you wiLt be required to me€t emptoyment and training
requirements. You wil,t atso be required to meet semiannuaI
reporting requirements unless good cause is granted.

ESTATE RECOVERY

Ifyou are age 55 or otder and receive MedicaI Assistance to pay
for nursing facility seMces, home and community-based waiver
seMces and any retated hospitaI and prescription drug service,
you witt be required to repay the cost ofthese services from
your probate estate. You may catt the MedicaI Assistance Estate
Recovery Program at 1-8oo-528-37o8.

RIGHTTO CERTIFICATE OF CREDTTABLE COVERAGE

Federa[ law limjts when heatth coverage may be denied or Limited
for a pre-etsting condition. Ifyou enrolt in a group heatth pl.an

that exctudes treatment for a condition you already had, you
can be credited forthe time you received Medical Assistance
coverage. This may hetp you obtain coverage. Contact your
caseworker to request this certificate.

RESPONSIBIUTY TO PROVIDE INFORMATION

You must give true, correct and comptete information. You must
heLp in proving the information you give. Benefits may be denied
ifyou fait to provlde certain proof. Ifyou cannot proyide proof,
you shouLd ask the CAO to hel.p you obtain it. Ifyou are contacted
by DHS or the Ofiice of State Inspector General, you must fulty
cooperate with those persons or investigators. If you are age
55 or otder and receive Medicat Assistance to pay for nursing
faclLity services, home and community-based waiver seMces
and any retated hospitaI and prescription drug service, ]rou may
be required to repay the cost ofthese s€Mces from your probate
estate. Ifyou are appMngfor cash assistance, we may require you
to sign an agreement to repay benefits that you, your spouse and
your chitdren have received.

RESPONSIBILITY TO PROWDE SOCIAL SECURITY NUMBERS

For MedicaI Assistance benefits, you must provide an SSN for
each person for whom you are applying. Ifyou do not have an
SSN, you must appl.y for one. Not providing an SSN may resutt
in not being abte to receive benefits. Your SSN wilt be used for
identity, for computer matches which verify income and resources,
and to prevent duplication ofstate and federat benefits. A non-
citizen who is applying for emergency MedicaI Assistance onty is
not requlred to provide an SSN. (42 U.S. C 132ob-7)

RESPONSIBILITY TO USE THE PA ACCESS CARD LAWFULLY

Once you are etigibte for benefits, you witt be issued a PA ACCESS
card. This card may onty be used for the person who is eligibte and
onLy during the etigibility period. You may onty use the card for
services that are needed and reasonabte.

RESPONSIBIUW TO REPORT CHANGES

Ifyou qual.ify for benefits, you wiu be required to report changes
in your circumstances to your caseworker or to the Customer
Service Center. Types ofchanges reported woutd inctude peopte
leaving or moving into the house, a new address, a new job for
someone, if someone loses a job, birth of a chi[d, new sources of
income or changes to income, and lottery and gambl.ing winnings.
Your caseworker and notices you receive wiI cover the specillcs
ln detait based on the programs and benefits you are etigibte for.
Faiture to report required changes within the program guidetines
coutd result in a loss of beneffts, sanctions, or civiI or criminal
charges. You may report changes to the CAO in person, by phone,
fax, mait or through a MyCOMPASS account. You may also report
changes to the Customer SeMce Center at 1-87-395-8930, or
for Phitadel.phia, 1-215-560-7226 any time.
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Your Rights and Responsibitities Read about your rights and responsibitities:



When I sign this form:
. I understand that Pennsytvania receives lnformation from the lncome

EtigdblUty Veriff cation System (IEVS), fi nanclal institutions. consumer
reporting and state and federaI agencies to verify the lnformation I qive
them. Information av'alLabte through IEVS and other entities will be
requested. used and may be verlfied through cottateral contact when
conftiding details are found bythe State aqency, and such information
may afiect my househotd's eligibility and te /et of benefits.

. I understand that by slgningthls apptjcatlon, I am authorizlnq any
financiat instjtutlon to dlsctose, through etectronic or any other
means,any and atl financial information hetd by that institutlon, to the
Department of Human Services or its d€signated agent or contractor
for the purpose of ldentiMng aM veriMng resources (also called
"assets") when needed to determine and redetermlne etiqlbitivfor
Medica{ fu sistance. I understand that fi nanciat information lnafu des
deposits, withdrawals, account ctosures and other retevant lnformation
requested or received from the fnanciat institution, inctuding other
transactions und€rtaken by the financiat institution with resp€ct to the
account or asset. I understand that this authorization is efiective until
Medlcat Assistance etigibitity is denied or ends, or tf I decide to revoke
It by wrttten not lcation to the Department, whichever happens first. I
understand that lfI revoke this authorlzation, that may make me or my
househotd inetiglbte for Medlcat Assistance.

I understand that lf I misrepresent, hide or withhotd facts that may affect
my etlglbitity for benefits,I may be required to repay nry benefits and I
may be prosecuted and disquatified from receiving certain future beneits.
I understand that I can designate a representative or Power of Attorney
by compl.etlng the Representative or Power ofAttorney section-

I understand and agree that I am responslble for any fraudutent
statements made on this appllcation, even ifthe apptication ls belng
submltted by someone actlng on my behatf.

I understand any person enriched as a resutt of a transfer ofassets
or income. which woutd have affected my etlgiblllty, witt be tiabte for
repayment of those benefits issued incorrectty.

I recelved a copy of my rights and responslbitities, have read th€m or
someone has read them to me, and t understand them-

I understand thatthe lnformation entered ln thlsappticatlon MU b€
kept confidentiat and onty to administer benefits. I authorlze the releas€
of personaL financiat and medical lhformahon for the purpos€ of
determlnlnq etiglbility.

I understand that any changes I am requJred to report must be reported
Mthln 10 da)6 ofthe change.

I understand that I am required to report tottery and gambting winnings.

I understand that I witt receive a v,/rltten notice erptajning the b€nefits.
If benefits are denied, changed, suspended or stopped, the wntten
notice wiLt exptajn wtry.

I understand thal I witt have 30 days from the date ofthe notice to
request a hearlnq lf t do not aqree wlth the decislon made on this
appticatlon.

I understand that my sltuation ls subiect to verillcatlon from emptoyers,
financiatsources and other third parties.

I understand that appticants mLrst provide their Sociat Securtty numb€r
or appty for one lf they do not have one. Thls number may be used to
check the information on this appticaton.

I understand that I must use the PA ACCESS Card onty during the period
I am etigibte. I musl use the PA ACCESS Card onty for the person who is

ebgjbte and may get onty the b€nefits that are needed and reasonable.
. I urderstand that I do not ha\€ to provide a SociaL Security number for

anFne who is not apptying for assistance. If I do provide thelr Social
S€curity number, it ryBy be used to check the lnforrlation o. this appticntbn.

. I certit that att lnformatlon that has been entered is true under perEtty of
perrury.

. I understand that I have the right to a certificate of credjtable coverage
to verlfu my medical coveraqe. Fede.al taw timits [,hen heatth care
coverage may be denled or timlted for a pre-€xisting condltloh. If I enrott
in a groupheatth ptan that has a pre-existing condltlon clruse,I can get
credit for the time I received Medica( Asslstance.

. I understand that if I am determlned etlgibtefor Medicat Assistance, I
witl. be ptaced in the most comprehenslve heatth care ben€fit package
that ls avaitabte to me.I understand that I may t€ requlred to enrottin
a health ptan. I understand that enrotling in a heatth ptan may be free
or lowcost to me, becaus€ the Department pays a monthty fee to the
heatth ptan for me.l understand that the monthty fee is a capitatlon fee.
I understand that ifI receive Medicat tusistance that I am not etigibte
for, dueto effo( fraud, or any other reason,then I may be required to
repay the Department att monthtyfees pald on my behatf.

. I understand the state has the rlqht to review att records of medical
seMce paid by Medicat Assistance. Paynent for service witt be made
directty to the provide( not me. This incLudes payments from Medicare.

. I am giving the state the right to see( with or without tegat action.
payment from private or public health insurance or liablCthird party.
The amount recorded will not exceed the amount paid by Medicat
Asslstance.

. I understand that I have the right to ask the county asslstance offce
(CAO) for assjstance ln gettlng proof of expenses and that the CAO
can contact other peopte fo. conffrmatlon lfI am havlngtroubte getting
prcofofanything.

. I understand that if some or att of the individuats appMnq do not
quatiry for Medical Assistance through the Departm€nt, that they may
be elig{ble for federat b€nefits and/or exptore prlvdte health careopttons
through Pennsytvania's Heatth Insurance Marketptace (Pennie). Ifthis is
the case, I authorize the Department to give my name and lnformatlon
on this appticahon to Pennie.

. Reoerral of coverage ln iJtlre yea.s: To make it easier to determine
myetlglbitity for hetp paying for heatth coverage ln futureyears,I aqre€
to atlow Pennsy(vania's Heatth Insurance MarketDtace (Pennie) to use
my lncome data, inctuding lnformation from tax
returns. Pennie will send me a notice, lEt me make
anychanges, and I can opt out at anytime.

Yes, renew my etigiblltty automatlcatty for the
next (Check one):

Five years (the maximum number of years
a[owed)

! Four 1.."o

!mr*p".,
! rro y""o

I o* pu'

f] Do not use my information from tax Gtums
to rcnew my coverage.

x

Name of Authorlzed ReDresentatlve Address of Authorized Representative Phone Number

COUNTY
ASSISTANCE
OFFICE ONLY

I have exptalned to theapptlcant her or his rights and responslbltltles.

CAO Signature Date

BE SURE TO SIGN AND DATE THIS APPLICATION AND INCLUDE REQUIRED DOCUMENTS
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Understanding Your Rights and Responsibitities

Signature ofAppucant or Authorlz€d Representative Date

IMPORTANT: Ifyour hous€hotd ls etlgibte for SNAP/LIHEAP, you may recelve a Fast Track consent form in the mall
that coutd attow you and your househotd members to be automaticatty enro[ted in MedicaI Assistance,



Affidavit
I certlfy, subject to penalties provided by [aw, thatthe information I gave is true and correct and complete to the best of my knowledge.
I have read thls app(ication ln full or someone has read lt to me and I understand the questlons asked. I have received a copy ofand read
my rights and responsibilities, or someone has read them to me, and I understand them.

APPUCANT OB AUTIIORIZED REPRESENTATIVE SIGNATURE OATE I,D, VERIFIEO

ADORESS OF REPBESENTATIVE CITY. STATE, ZIP CODE +4 TELEPHONE NUMBER

DATE

AODRESS OF WITNESS CITY, STATE. aP COOE +4 TELEPHONE NUMBER

I Face-to-face inteMew with
PROVIOER SIGNATURE OF SUEMITTED BY PROVIDER) OATE

CAO OR OPTIONS

E Tel.ephone inteMew with:

E InteMew waived

Representative or Power of Attorney

LAST NAME, FIRSI NAME, IYIDDLE INITIAL: RETATTONSHIP TO APPUCANI: Ineeneseurrnvr
I eowra or rrronxw

ADDRESS: CITY: STATE: 2IP CODE: TELEPHONE NUIT4BEN

I wish to withdraw my apptication:

DATE

Page 10

RELATIONSHIP TO APPLICANT

MINESS (IF SIGNED WIIH AN X ABOVE)

OATE

Please comptete lfyou have a.epresentatiye or Power of Attomey. Coples ofnotlces wltt be sent to the person named.

SIGNATURE



RIGHT TO NONDISCRIMINATION

This institution ls prohibited from discriminating on the basis of
race, cotor, nationaI origin, disabil.ity, age, sex and in some cases
retigion or potiticaL betiefs.

Persons with disabitities who require atternative means of
communication for program informatjon (e.9. Braitte, [arge
print, audiotape, American Sign Language, etc.), shoutd contact
the Agency (State or tocat) where they apptied for benefits.
Individuats who are deaf, hard of hearing or have speech
disabilities may contact USDA through the Federat Retay Service
at (8oo) 87/-8339. Addi6ona[y, program informahon may be
made availabte in Languages other than Engtish.

To fite a comptaint of discrimination regardlng a program
receiving Federa[ financiaI assistance through the U.S.
Department of Heal.th and Human SeMces (HHS), write: HHS
Director, Office for Ciyit Rights, Room 515-F, 2oo lndependence
Avenue, S.W., Washington, D.C.2o2o1or catt (2o2) 619-0403
(volce) or (8oo) 537-7697 Cm/).
This institution ls an equa[ opportunity provider.

RIGHT TO CONFIDENTIALITY

We wilt keep your informahon private. It wilt onty be used to
decide which programs you may be etigible for. The county
assistance office (CAO), when requested, must provide federal,
state and locat law enforcement officiats with the address,
Social Security number (SSN) and photograph (if avail.abte) of
an individuaI who is fleeing to avoid prosecution, custody or
confinement for a fetony or viotating probation or parole. Any
person knowingty violating any ofthe rul.es and regutations ofthis
departmeot shatl. be guil.ty of a misdemeanor and, upon conviction
shatl be sentenced to pay a fine, not exceeding one hundred
($1oo) do(tars, orto undergo imprisonment, not exceeding six
months, or both (62 PS. section 483).

RIGHT TO A WRITTEN NOTICE

We will give )rou a written notice €xplaining your benefits. If we
deny, change, suspend or stop benefits, we will give you a written
explanation of why. You have 30 days from the maiting date of the
notice to ask fora hearing.

RIG}TT TO APPEAL

You have the right to ask for a Department of Human SeMces
(DHS) hearing to appeaI a decision ifyou betieve it is unfair or
inconect, or if DHS faits to act on your apptication for benefits.
You may fil.e the appeaL at the CAO.If),ou appeat, you may aLso
request an agency conference before the hearing. At the hearing
you may represent yourself, or someone e[se, such as a lawyer,
friend or retative may represent you.

RIGHT TO CLAIM GOOD CAUSE

Ifyou appty for cash or Medicat Assistance benefits, the law
requires you to cooperate with estabtishing paternity and seeking
support. You may be excused from these requirements if you
prove it may be dangerous for you and/or your chi[dren. This
is known as good cause. Untess a good cause exemption is
estabtished, you wit[ be required to meet employment and training
requirements. You wilt atso be required to meet semi-annual
reporting requirements unl€ss good cause is granted.

ESTATE RECOVERY

If you are age 55 or otder and receive MedicaI Assistance to pay

for nursing facility services, home and community-based waiver
s€rvices and any retated hospital. and prescription drug service,
you witt be required to repay the cost ofthese seMces from
your probate estate. You may catl the Medical Assistance Estate
Recovery Program at 1-8oo-528-37o8.

RIGHTTO CERTIFICATE OF CREDITABLE COVERAGE

Federal. Law Limits when heatth coverage may be denied or [imited
for a pre{xisting condition. Ifyou enrott in a group health ptan
that excludes treatment for a condihon you atready had, you
can be credited for the time you received Medical Assistance
coverage. This may hetp you obtain coverage. Contact your
caseworker to request this certificate.

RESPONSIBILITY TO PROVIDE INFORMATION

You must qive true, correct and comptete informahon. You must
help in proving the information you give. Benefits may be denied
ifyou fait to provide cetain proof. Ifyou cannot proyide proof,
you shoutd ask the CAO to hel.p you obtain it. Ifyou are contacted
by DHS or the Office of State Inspector General, you must futty
cooperate with those persons or investigators. If you are age
55 or older and receive MedicaI Assistance to pay for nursing
facitity seMces, home and community-based waiver services
and any retated hospitat and prescrlption drug seMce, you may
be required to repay the cost ofthese seMces from your probate
estate. Ifyou are appMng for cash assistance, we may require you
to sign an agreement to repay benefits that you, your spouse and
your chitdren have received.

RESPONSIBILITY TO PROVIDE SOCIAL SECURITY NUMBERS

For Medicat Assistance benefits, you must proyide an SSN for
each person forwhom you are apptylng. Ifyou do not have an
SSN, you must appl.yfor one. Not providing an SSN may resutt
in not being able to recelve benefits. Your SSN wlLL be used for
identity, for computer matches which verify income and resources,
and to prevent duptication of state and federat benefits. A non-
citizen who is appLying for emergency Medical Assistance onty is
not required to provide an SSN. (42 U.S. C 132ob-7)

RESPONSIBILITY TO USE THE PA ACCESS CARD LAWFULLY

Once you are eligibte for benefits, you witl.
be issued a PA ACCESS card. This card may
onty be used forthe person who is etigible
and only during the etiglbil.ity period. You
may only use the card for services that are
needed and reasonable.

RESPONSIBILITY TO REPORT CHANGES

Ifyou quatiry for benefits, you witl be
required to report changes in your
circumstances to your caseworker or to the
Customer Service Center. Types ofchanges
reported woutd inctude peopte leaving or
moving into the house, a new address, a
new job for someone, if someone loses a
job, birth of a child, new sources of income
or changes to income, and lottery and
gambting winnings. Your caseworker and
notices you receive wiI cover the specifics
in detail. based on the programs and benefits
you are etigibLe for Fai[ure to report required
changes withjn the program guidelines coutd
resutt in a loss of benefits, sanctions, or civiI
or criminaI charges. You may report changes
to the CAO in person, by phone, fax, mail
or through a MyCO14PASS account. You
may atso report changes to the Customer
Service Center at 1-8U-395-893o, or for
PhiLadetphia, 1-215-560-7226 any time.
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Your Rights and Responsibitities Read about your rishts and responsibitities:



I understand that I must use the PA ACCESS Card ontyduring the
period I am etigibte.I ftust usethe PA ACCESS Card onty for the person
who is etigibLe and may get ontyth€ benefitsthat are needed and
reasonab[e.

I unde6tand that I do not ha\€ to pro,/ide a Sociat S€curity number for
anlone rho is not apptying for assistarre. [f I do pmvlde thelr Soclat
SeoJrity numbe( it rnay be us€d to check the lnformatlon on this apptication.

I certify that aU informatlon that has been entered is t ue under perElty of
periury.

I understand that I have the rlght to a certillcate ofcreditable coverage
to verify my rhedical coverage. Federal taw timits when heatth care
coverage may be denied or timited for a pre-existing condition. If I enrott
in a group hea(th ptan that has a pre-existlng condltion cbuse, I can get
credit forthe tlme I recelved l.4edicat Asslstance.

I understand that ifl am determined etiglbte for Medicat Assistance,I
witt be ptaced in the most comprehenslve heatth care benefit package
that is availabte to me. I understand that I may be required to enro( in
a hea{th ptan. I understand that enrol.ting in a heatth ptan may be free
or low cost to me, because the Department pays a month(y fee to the
heatth ptan for me. I understand that the monthty fee is a capitation fee.
I understand that lfI recelve Medlcat Assistance that l am not etigibte
for, due to error, fraud, or any other reason, then I may be required to
r€pay the Department att monthty fees paid on my behatf.

I undeEtand the state has the right to review alt reco.ds of medicat
service paid by Medicat Assistance. Payment for service wlll be made
directty to the provlder, not me. Thls lnctudes payments from Medicare.

I am gJving the state the right to seek, with or without tegatactlon,
payment from prlvate or pubtrc health insurance or tiabl.e third party.
The amount recorded witlnot exceed the amount pald by Medlcat
Asslstance.

I understand that I havethe rlght to ask the county asslstance offce
(CAO) forassistance in getting proofofexpenses and that the CAO
can contad other peopb for confirmation if I am having trouble getfng
proof of anything.

I understand that if some or aLt ofthe indlvlduats apptying do not
quaflry for Medicat Asslstance through the Department, that they may
b€ etiglbte for federaL benefits andlor explore private heatth care options
through Pennsytvania's Heatth lnsurance Marketptace (Pennie). If thls ls
the case, I authodze the Department to give rny name and information
on thls apptlcation to Pennie.

Renewat of coverage in future years: To make it easier to determine my
etigibitltyfor heLp paylng for heatth coverage ln future years.I agreeto
atlow Pennsytvania's Heatth Insurance Marketptace (Pennie) to use my
income data, including lnformahon from tax relums. Pennl€ wll( send
me a notice, Let me make any chahges, and I can opt outat anytime.

Yes, renew my etiglblllty automaticatl.y for the next (Check one):

! Flve years (the rnaximum numb€r of years atLowed)

! Fo* y""r.

I rnr* y"r."

! T*o y"u..

! onu y"",

! Do not use my tnformation from tax retums to renew my coverage.

Understanding Your Rights and Responsibilities

When I sign this form:
. I understand thal Pennsytvania receives information from the Income

E[glbiUty Verifl cation System (IEVS), f nanciat lnstltutlons, consumer
reportlng and state and federaI agencies to veriry the information I give
thern. Information avaltabte through IEVS and otherentihes wilL be
requesled, used and may be verified through collateral contact when
conflicting details are found by the State agency, and sLrch information
may affect my househoLd's eligibltity and tevet ot benefits.

. I understand that by signing this apptication, I am authorizing any
ffnanciat lnstitution to disctose, through etectronicor any other
m€ans, any and attfinanciat information hetd by that instltutlon, to the
Department ofHuman S€Mces oriG designated agent orcontractor
for the purpoGe of identifying and verlfying resources (aLso caltred
'ass€ts") when needed to determlne and redetermine eLigibitityfor
Medical Assistadce. I understand that financiaI information tncLudes
deposits, withdrdwats, account ctosures and other retevant infomation
request€d or received from the financiat institution, inctuding other
transactions undertaken by the fhanciaI institutlon with respect to the
account or asset. I understand that thls authorization is effective unttt
Medlcat Assistance etigibltity is denied or ends, or if I decide to revoke
it by written notification to the Oepartment, whichever happens first. I
understand that if I revoke thls authorization, that may make me or my
hous€hotd lnetiqibte for Medicat Assistance.

. t understand that if I misrepresent hide or withhold facts that may affect
rny eUgibltity for benefts, I may be required to repay my benefits and I
mBy be prosecuted and disqualifiedfrom receiving certain future beneits.

. I understand that I can designate a representative or Pow€rof Attorney
bycompte8ng the Representatlve or Power of Attorney section.

. I understand and agreethat I am responslbte for any fraudutent
statements made on this apptication, even ifthe apptication js being
submitted by someone acting on my b€hatl

. I understand any person enrlched as a rcsutt of a l€nsferof assets
or lncome, whlch would have affected my etigibil.lty, witt be tiabt€ for
repayment of those benefits issued incorrectty.

. I received a copy of my rights and responsibitities, have read them or
someone has read them to me, and t understand them.

. I understand that the information entered in this apptlcation will be
kept conffdentialand ontyto administer benefits. I authorize the retease
of personal, financial and medicat informatlon forthe purpos€ of
determinlng elqlbitity.

. I und€rstand that anychanges I am required to report must be reported
withln 10 days of the change.

. t understand that I am required to report tottery and gambl.ing winnings.

. I und€rstand that I wi[ receivea written notlce exptainingthe benefits.
Ifbenefits are denied, changed, suspended or stopped, the written
notice will exptain why.

. I understand that I wltt have 30 days from the date of the notlce to
request a headng if I do not agree wlth the decislon made on thls
apptlcatlon.

. I understand that my situatlon is subiect to verifi cation from emptoyers,
financiaI sources and other third parties.

. I understand that app[cants must provide their Social Secu.ity number
or appty for one if they do not have one- This number may be used to
check the information on this apptication.
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