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Health literacy is the tool 
that can help people live a 
life of health and wellness 

regardless of 
socioeconomic status. 



 

What is 
Health? 



What is Health? 

“Health is a state of complete 
physical, mental and social 

well-being and not merely the 
absence of disease or 

infirmity.”  
 
       -World Health Organization 

Health is a resource for everyday life, not the 
objective of living. 

  
- Ottawa Charter for Health Promotion 



 

What is 
Literacy? 



What is literacy? 

•  Learning to read? 
•  Acquiring numeracy skills? 
•  Reading to learn? 
•  The ability to change the world? 



What, then,  
is Health 
Literacy? 



At the most basic level …  
Everyday problems and skills 

• Take 1 pill 3 times daily 
• 245 mg sodium 
• Trans fat 3g 
• Radiography 



Health literacy: 
Complexity is easy to find 



Sometimes it is easy to fix 

 

Park 
Here 

Please park in the Occupational Health Services Parking lots. Enter the lots on Ravenel Street. 



 

Sometimes it is 
difficult and 

complex 
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 Application for Medical Assistance 

for Families with Children 

 

Who can use this application? 

This application is for families, children, and pregnant women.  You 
can use this application to apply for anyone in your family, even if 
they have insurance now.   
If you are a childless adult, you may qualify for coverage through the 
Federal Health Insurance Marketplace at www.healthcare.gov  

Use this application to see  
what choices you have 

x Free or low-cost medical assistance from Medicaid or the 
Children’s Health Insurance Program (CHIP)  

x If you are not approved for KanCare, your information may be 
sent to the Federal Health Insurance Marketplace.  They will see 
if you can get other help paying for medical assistance.   

 Apply faster online  
GO!      Would you rather apply online?   
                Apply faster online at www.applyforKanCare.ks.gov  

 

Important!  Is anyone who is requesting medical assistance pregnant?   

  Yes     No 
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A. Tell us about Yourself and the People in Your Home  

Tell us about yourself.  The person filling out this application is the Primary Applicant.  This is usually the 
person who is “head of household.”   

Your Name: (First, Middle, Last) 
 
 

Other names used: 

Home Address: Mailing Address (If different): 

  

City: State: City: State: 

County: Zip: County: Zip: 

   Check here if you don’t have a home address.  You still need to give a mailing address.   

Home Phone: ( ) — Work Phone: ( ) — 

I would like to get information about this application by:   

Email:    No     Yes Email Address:  

Text:      No     Yes Cell Phone Number:  (             )                  — 

What language do you speak at home? What language do you read at home?   

 
 
 
Your income and family size help us decide what programs you qualify for.  With this information, we can make 
sure everyone gets the most coverage possible.   
 
Here’s who you need to include on this application:   

x Yourself  
x Your spouse  
x Your children under 21 who live with you  
x Your partner who lives with you (but only if you have children together who need medical assistance)  
x Anyone you include on your tax return, even if they don’t live with you  
x Anyone else under 21 who you take care of and lives with you  

 
Anyone else who lives with you that is not listed above will need to file their own application if they want medical 
assistance.  You don’t need to file taxes to apply for medical assistance.   
 
Complete the questions on the next few pages for each person in your family.  Start with yourself!   
If you have more than 6 people in your family, please attach another sheet of paper.   
 
Your information is private.  

x We’ll keep your information private as required by law.   
x We’ll use the information on this form only to see if you qualify for medical assistance.   

 

  

  

About Your Family 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
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Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3 (continued)  

Please continue to answer questions about Yourself, Person 2 and Person 3.  Write their names on the first line.   

 Person 1 Yourself Person 2 Person 3  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.        

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
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We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
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Persons 1, 2, and 3 (continued)  

Please continue to answer questions about Yourself, Person 2 and Person 3.  Write their names on the first line.   

 Person 1 Yourself Person 2 Person 3  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.        

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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For help completing this application, call toll free:  1-800-792-4884 
  4 

 

Persons 1, 2, and 3 (continued)  

Please continue to answer questions about Yourself, Person 2 and Person 3.  Write their names on the first line.   

 Person 1 Yourself Person 2 Person 3  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.        

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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  4 

 

Persons 1, 2, and 3 (continued)  

Please continue to answer questions about Yourself, Person 2 and Person 3.  Write their names on the first line.   

 Person 1 Yourself Person 2 Person 3  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.        

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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Persons 1, 2, and 3 (continued)  
Please continue to answer questions about Yourself, Person 2 and Person 3.  Write their names on the first line.   

 Person 1 Yourself Person 2 Person 3  

First and Last Name    
Federal Income Tax Information  
We have some questions about how you plan to file your taxes.  Answer these questions based on your current situation.   
Based on your current situation,  
does this person plan to file a federal 
income tax return?  

  No     Yes   No     Yes   No     Yes 

If yes, please answer questions 1 – 3.  If no, please skip to question 3 

1. Will this person file jointly with 
a spouse?     No     Yes   No     Yes   No     Yes 

If yes, name of spouse    

2. Does this person have any 
dependents on their tax 
return?   

  No     Yes   No     Yes   No     Yes 

If yes, list name(s) of 
dependents 

   

3. Is this person claimed as a 
dependent on someone else’s 
tax return?   

  No     Yes   No     Yes   No     Yes 

If yes, list the name of the tax 
filer    

How is this person related to 
the tax filer?    

Answer the following for persons age 26 or younger 
Did this person have insurance 
through a job and lose it within the 
last 3 months?   

  No     Yes   No     Yes   No     Yes 

If yes, end date and reason     

Is this person a full-time student?   No     Yes   No     Yes   No     Yes 
Was this person in Kansas foster care 
at the time of their 18th birthday?   No     Yes   No     Yes   No     Yes 

Does this person have a parent living 
outside the home?   No     Yes   No     Yes   No     Yes 

 

 
If there is no one else in your home, skip to Section B at the bottom of page 8.   
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   Change jobs 

   Stop working 
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We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
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If yes, when and where?    
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In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   None of these  
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   Stop working 
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   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
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Does this person live at the same 
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Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
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How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
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What is this person’s relationship to 
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Marital Status  
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Does this person live at the same 
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Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Change jobs 
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We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
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If yes, when and where?    
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How many babies are expected?    
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Please tell us about all the people in your household.  See page 2 for more information about who to include.   
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In the past year did this person  
(Check all that apply) 
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   Stop working 
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assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 
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(Check all that apply) 
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   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 
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We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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If yes, when and where?    
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In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
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   Stop working 
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help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance?   No     Yes   No     Yes   No     Yes 

� /Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘���
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If yes, when and where?    
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address as you?    No     Yes   No     Yes 
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Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   None of these  
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   Stop working 

   Start working less hours 

   None of these  
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assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
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In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Stop working 
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   None of these  
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   Stop working 

   Start working less hours 
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assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
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If yes, when and where?    
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In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Stop working 
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We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
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If yes, when and where?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   
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Does this person live at the same 
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Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Stop working 

   Start working less hours 
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   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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If yes, when and where?    
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(Check all that apply) 

   Change jobs 

   Stop working 
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   None of these  
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(Check all that apply) 

   Change jobs 

   Stop working 
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   None of these  
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assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
  3 
 

 
Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 4, 5, and 6  
Please answer questions about Persons 4, 5, and 6 in your household.  If you have more people to add, please 
attach another sheet of paper and send it with your application. 

 Person 4 Person 5 Person 6 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? �   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance?   No     Yes   No     Yes   No     Yes 

� /Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘���
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 4, 5, and 6  
Please answer questions about Persons 4, 5, and 6 in your household.  If you have more people to add, please 
attach another sheet of paper and send it with your application. 

 Person 4 Person 5 Person 6 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? �   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance?   No     Yes   No     Yes   No     Yes 

� /Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘���
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 4, 5, and 6  
Please answer questions about Persons 4, 5, and 6 in your household.  If you have more people to add, please 
attach another sheet of paper and send it with your application. 

 Person 4 Person 5 Person 6 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? �   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance?   No     Yes   No     Yes   No     Yes 

� /Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘���
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 4, 5, and 6 (continued)  
Please continue to answer questions about Person 4, 5, and 6. Write their names on the first line.   

 Person 4 Person 5 Person 6  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.      

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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For help completing this application, call toll free:  1-800-792-4884 
  3 
 

 
Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
  3 
 

 
Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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For help completing this application, call toll free:  1-800-792-4884 
  3 
 

 
Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
First Name    

Middle Name    

Last Name    

Maiden Name    
What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 

Date of Birth (mm/dd/yyyy) /           /             � /           /             � /           /             �

Marital Status  

   Never Married  

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
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   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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  3 
 

 
Persons 1, 2, and 3  
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Does this person live at the same 
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In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   None of these  
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   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   
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What is this person’s relationship to 
you? ^ĞůĨ�   
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Marital Status  

   Never Married  

   Married 
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   Widowed   

   Never Married 

   Married 
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   Widowed   
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   Married 

   Common-Law 
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Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 
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How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   

 Person 1 Yourself Person 2 Person 3 
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What is this person’s relationship to 
you? ^ĞůĨ�   

Gender   Male     Female   Male     Female   Male     Female 
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Marital Status  

   Never Married  

   Married 
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   Widowed   

   Never Married 

   Married 

   Common-Law 

   Divorced    

   Separated  

   Widowed   

   Never Married 

   Married 

   Common-Law 
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Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
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How many babies are expected?    
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   
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Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
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   Stop working 
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   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  
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If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 
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Persons 1, 2, and 3  
Please tell us about all the people in your household.  See page 2 for more information about who to include.   
Start with yourself!   
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you? ^ĞůĨ�   
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   Married 
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   Divorced    

   Separated  

   Widowed   

Does this person live at the same 
address as you?    No     Yes   No     Yes 

If no, list address.  
  

Does this person have income?   No     Yes   No     Yes   No     Yes 

In the past year did this person  
(Check all that apply) 

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  

   Change jobs 

   Stop working 

   Start working less hours 

   None of these  
We need Social Security Numbers (SSNs) for everyone applying for medical assistance.  A SSN is optional for people not applying for medical 
assistance, but providing a SSN can speed up the application process.  We use SSNs to check income and other information to see who is eligible for 
help with medical assistance.  If someone doesn’t have a SSN, call 1-800-772-1213 or visit www.socialsecurity.gov  

Social Security #      

Is this person applying for medical 
assistance? 

  No     Yes   No     Yes   No     Yes 

/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ�^ĞĐƚŝŽŶ���ŽŶ�ƉĂŐĞ�ϵ͘ 
Has this person lived in a state other 
than Kansas in the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, when and where?    
Pregnant?     No     Yes   No     Yes   No     Yes 

What is the expected due date? /           /             � /           /             � /           /             �
How many babies are expected?    
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Persons 4, 5, and 6 (continued)  
Please continue to answer questions about Person 4, 5, and 6. Write their names on the first line.   

 Person 4 Person 5 Person 6  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.      

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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Persons 4, 5, and 6 (continued)  
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Did this person have emergency care in 
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Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
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that will last at least 12 months or  
result in death? 
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nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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Persons 4, 5, and 6 (continued)  
Please continue to answer questions about Person 4, 5, and 6. Write their names on the first line.   

 Person 4 Person 5 Person 6  

First and Last Name    

Does this person have a guardian or 
conservator?     No     Yes   No     Yes   No     Yes 

If yes, what is their name?                                                       

U.S. citizen?   No     Yes   No     Yes   No     Yes 

If no, complete Section C on page 8. 

Race (optional)  
Check all that apply   

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other Pacific 

Islander 
   Other 

   White  

   Chinese 

   Japanese 

   Native Hawaiian 

   Other Asian 

   Guamanian or   
Chamorro 

   American Indian 
or Alaska Native  

   Black  

   Filipino 

   Korean 

   Vietnamese 

   Asian Indian 

   Samoan 
   Other 

Pacific 
Islander 

   Other 

Ethnicity (optional) 
If Hispanic/Latino ethnicity,  
check all that apply   

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

   Mexican  

   Mexican 
American 
Chicano/a 

   Puerto Rican  

   Cuban  

   Other  

Has this person delivered a baby in the 
last 3 months?   No     Yes   No     Yes   No     Yes 

Did this person have emergency care in 
the last 3 months to save life, organs, 
or bodily function? 

  No     Yes   No     Yes   No     Yes 

Does this person need help paying 
medical bills from the last 3 months? 
If yes, please see additional questions 
in Section B on page 8.      

  No     Yes   No     Yes   No     Yes 

Does this person have a disability  
that will last at least 12 months or  
result in death? 

  No     Yes   No     Yes   No     Yes 

Does this person need help with 
nursing home costs or in-home care?   No     Yes   No     Yes   No     Yes 

Does this person live with at least 
one child under the age of 19 and are 
they the main person taking care of  
this child? 

  No     Yes   No     Yes   No     Yes 

This person’s Mother’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   

Maiden:  Maiden:  Maiden:  

This person’s Father’s Full Name  
(only answer for children) 

First:  First:  First:  

Middle:   Middle:   Middle:   

Last:   Last:   Last:   
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Persons 4, 5, and 6 (continued)  
Please continue to answer questions about Person 4, 5, and 6. Write their names on the first line.   

 Person 4 Person 5 Person 6 
First and Last Name    
Federal Income Tax Information  
We have some questions about how you plan to file your taxes.  Answer these questions based on your current situation.   
Based on your current situation, does 
this person plan to file a federal income 
tax return?  

  No     Yes   No     Yes   No     Yes 

If yes, please answer questions 1 – 3.  If no, please skip to question 3 

1. Will this person file jointly with a 
spouse?     No     Yes   No     Yes   No     Yes 

If yes, name of spouse    
2. Does this person have any 

dependents on their tax return?     No     Yes   No     Yes   No     Yes 

If yes, list name(s) of 
dependents    

3. Is this person claimed as a 
dependent on someone else’s tax 
return?   

  No     Yes   No     Yes   No     Yes 

If yes, list the name of the tax filer    
How is this person related to the tax 
filer?    

Answer the following for persons age 26 or younger 
Did this person have insurance through a 
job and lose it within the last 3 months?     No     Yes   No     Yes   No     Yes 

If yes, end date and reason     

Is this person a full-time student?   No     Yes   No     Yes   No     Yes 
Was this person in Kansas foster care at 
the time of their 18th birthday?   No     Yes   No     Yes   No     Yes 

Does this person have a parent living 
outside the home?   No     Yes   No     Yes   No     Yes 

B. Help with medical bills in the past 3 months   
If you have requested help paying medical bills in the past 3 months, please answer these questions.   
Have there been any changes in the household 
during the last 3 months?   
(People moving in or out)   

  No     Yes 

If yes, tell us about the household changes:    

Have there been any changes in the household 
income during the last 3 months?     No     Yes 

If yes, tell us about the income changes:    

C. Immigration Status  
Please provide immigration status for everyone applying who is NOT a U.S. citizen.   
(Please note:  Applying for KanCare medical assistance does not affect your immigration status.)   

Name  
(First, Middle, Last) 

Document Type  Immigration number Immigration status 
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D. Tell Us About Jobs and Other Household Income 

Does anyone in your household have a job?      No     Yes          If yes, answer the questions below.  

 Job 1 Job 2 Job 3 Job 4 
Worker’s Name     
Company Name     
Company Address     
Company Phone �    
Start Date /           /             � /           /             � /           /             � /           /             �
How many hours working 
per week? �    

Gross salary or hourly 
wage $ $ $ $ 

How often are they paid?     
Date of next paycheck? /           /             � /           /             � /           /             � /           /             �
Do any of these jobs include tips, commissions or bonuses?  If yes, answer the questions below. 

   No     Yes   No     Yes   No     Yes   No     Yes 
What type?     
What is the usual amount? 
(before deductions) $ $ $ $ 

How often?     

Is anyone in your household self-employed?     No      Yes     If yes, answer the questions below.  
Self-employed means this person is their own boss.  This includes odd jobs, childcare, lawn mowing, snow removal, cosmetic sales, 
rental income, etc, even if it is not your primary job.   

 Self-employed 1 Self-employed 2 Self-employed 3 Self-employed 4 
Self-employed person’s 
Name  

    

Business Name     
What type of business is it?     
When did the business 
start? /           /             � /           /             � /           /             � /           /             �

Were taxes filed on this 
income last year? 

  No     Yes   No     Yes   No     Yes   No     Yes 
/Ĩ�ŶŽ͕�ƐŬŝƉ�ƚŽ��ƐƚŝŵĂƚĞĚ�DŽŶƚŚůǇ�/ŶĐŽŵĞ�

What IRS form did you file 
for this income? 
(Check all that apply) 

     Schedule C 

     Schedule D 

     Schedule E 

     Schedule F 

     4797 

     1065  

     1120S 

     Schedule K  

     Other __________ 

     Schedule C 

     Schedule D 

     Schedule E 

     Schedule F 

     4797 

     1065  

     1120S 

     Schedule K  

     Other __________ 

     Schedule C 

     Schedule D 

     Schedule E 

     Schedule F 

     4797 

     1065  

     1120S 

     Schedule K  

     Other __________ 

     Schedule C 

     Schedule D 

     Schedule E 

     Schedule F 

     4797 

     1065  

     1120S 

     Schedule K  

     Other __________ 

Reported Annual Gross 
Income $ $ $ $ 

Reported Annual Gross 
Expenses $ $ $ $ 

Estimated Monthly Income:   
(before expenses) 

$ $ $ $ 

Monthly expenses $ $ $ $ 
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Predictable Changes in income:  Do you have predictable income changes (up or down) during a normal year because 
your income is from seasonal work such as working for a school system, tax preparation, roofing, construction, or farming?                       

       No     Yes      If yes, please answer the questions below.  

 Income 1 Income 2 Income 3 Income 4 
Name of Person:       
Type of income:       
Total Income This Year: $ $ $ $ 
Total Income Next Year  $ $ $ $ 

 
Does anyone in your household have income from somewhere other than work?              
Examples:  Social Security, VA Pension, unemployment, tribal income from gaming, college work study, or payments from a 
trust                

       No     Yes      If yes, please answer the questions below.   

 Income 1 Income 2 Income 3 Income 4 
Who is the income for:     

What type of income?     

Who pays this income?     

How much? $ $ $ $ 
How often?     

Does your household have any other income?        No     Yes      If yes, please answer the questions below.        

Note:  You are not required to tell us about some kinds of income (such as SSI, Veteran’s Payments, Child Support and tribal 
income obtained from natural resources, designated Indian trust land, or sales of items with cultural significance).  Do you 
have any of these types?          No     Yes    zŽƵ�ĚŽ�ŶŽƚ�ŶĞĞĚ�ƚŽ�ĐŽŵƉůĞƚĞ�ƚŚĞ�ƐĞĐƚŝŽŶ�ďĞůŽǁ�ĨŽƌ�ƚŚĞƐĞ�ƚǇƉĞƐ�ŽĨ�ŝŶĐŽŵĞ͘ 

 Income 1 Income 2 Income 3 Income 4 
Who gives the money?     

Who is it given to?     

How much is given? $ $ $ $ 
How often is it given?       

Deductions:  Check all that apply and give the amount and how often.  These are things that can be deducted on a federal 
income tax return.  Telling us about them could make the cost of medical assistance lower.  Do not include any deduction 
related to self-employment.    

 Deduction 1 Deduction 2 Deduction 3 
Name of person with deduction      
What type of deduction?   
(alimony, student loan interest, etc)  

   

How much? $ $ $ 
How often?    
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E. Tell us about your Family’s Health Insurance  
Answer these questions for everyone who has health insurance now or had it within the last 3 months.  If you do not know 
an answer, write ‘unknown.’     
Health Insurance Policy Information    

 Person 1 Person 2 Person 3 
First and Last Name    
Does this person have other health 
insurance?   No     Yes   No     Yes   No     Yes 

Policyholder’s name    
Policyholder’s SSN    
Insurance Company Name    
Insurance Company Address    
Date Began /           /             � /           /             � /           /             �
Date Ended /           /             � /           /             � /           /             �
Policy #    
Group #     

Type of Coverage 
Check all that apply 

     Catastrophic Only  
     Dental  
     Doctor 
     Hospital 
     Long Term Care 
     Medicare Supplement 
     Prescription 
     Vision  
     Other ___________ 

     Catastrophic Only  
     Dental  
     Doctor 
     Hospital 
     Long Term Care 
     Medicare Supplement 
     Prescription 
     Vision  
     Other ___________ 

     Catastrophic Only  
     Dental  
     Doctor 
     Hospital 
     Long Term Care 
     Medicare Supplement 
     Prescription 
     Vision  
     Other ___________ 

 Person 4 Person 5 Person 6 
First and Last Name    
Does this person have other health 
insurance?   No     Yes   No     Yes   No     Yes 

Policyholder’s name    
Policyholder’s SSN    
Insurance Company Name    
Insurance Company Address    
Date Began /           /             � /           /             � /           /             �
Date Ended /           /             � /           /             � /           /             �
Policy #    
Group #     
Type of Coverage      Catastrophic Only  

     Dental  
     Doctor 
     Hospital 
     Long Term Care 
     Medicare Supplement 
     Prescription 
     Vision  
     Other ___________ 

     Catastrophic Only  
     Dental  
     Doctor 
     Hospital 
     Long Term Care 
     Medicare Supplement 
     Prescription 
     Vision  
     Other ___________ 

     Catastrophic Only  
     Dental  
     Doctor 
     Hospital 
     Long Term Care 
     Medicare Supplement 
     Prescription 
     Vision  
     Other ___________ 

If anyone’s insurance ended in the 
last 3 months, please tell us why.   
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Health Coverage From Jobs 

You only need to answer these questions if  someone in the household is eligible for health coverage from a job and the 
household income is MORE  than the levels listed  on Helpful Hints flyer (enclosed)    
Attach a copy of this page for each job that offers coverage.   Tell us about the job that offers coverage.   
EMPLOYEE Information 
Employee Name  Employee SSN   

EMPLOYER  Information 

Employer Name  
Employer 
Identification 
Number (EIN) 

 

Employer Address  Employer Phone 
Number 

 

City, State, Zip code  
Who can we contact about employee 
health coverage at this job? 

 

Phone Number  Email Address  

Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?   
  No (Stop here and go to the next page)  
  Yes  (Please answer questions below)  

If you’re in a waiting period or probationary period, when can you enroll in coverage?                             /           /              

List the names of anyone else who is eligible for coverage from this job.                                        

Name:  Name:  Name:  

Tell us about the health plan offered by the employer.   

Does the employer offer a health plan that meets the minimum value standard*?     Yes     No    
For the lowest cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans):   
If the employer has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount 
for any tobacco cessation programs, and did not receive any other discounts based on wellness programs.   

a. How much would the employee have to pay in premiums for this plan?  $ ____________________ 
 

b. How often?     Weekly          Every 2 weeks           Twice a month         Monthly          Quarterly           Yearly  
What change will the employer make for the new year (if known)?   

     Employer won’t offer health coverage  

     Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the          
employee that meets the minimum value standard. * (Premium should reflect the discount for wellness programs.  See above 
question.) 

How much will the employee have 
to pay in premiums for that plan?  $ 

How often?            Weekly       Every 2 weeks       Twice a month       Monthly       Quarterly       Yearly 

Date of change (mm/dd/yyyy):                            /           /              

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

You only need to answer these questions if  someone in the household is eligible for health coverage from a job and the 
household income is MORE  than the levels listed  on Helpful Hints flyer (enclosed)    
Attach a copy of this page for each job that offers coverage.   Tell us about the job that offers coverage.   
EMPLOYEE Information 
Employee Name  Employee SSN   

EMPLOYER  Information 

Employer Name  
Employer 
Identification 
Number (EIN) 

 

Employer Address  Employer Phone 
Number 

 

City, State, Zip code  
Who can we contact about employee 
health coverage at this job? 

 

Phone Number  Email Address  

Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?   
  No (Stop here and go to the next page)  
  Yes  (Please answer questions below)  

If you’re in a waiting period or probationary period, when can you enroll in coverage?                             /           /              

List the names of anyone else who is eligible for coverage from this job.                                        

Name:  Name:  Name:  

Tell us about the health plan offered by the employer.   

Does the employer offer a health plan that meets the minimum value standard*?     Yes     No    
For the lowest cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans):   
If the employer has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount 
for any tobacco cessation programs, and did not receive any other discounts based on wellness programs.   

a. How much would the employee have to pay in premiums for this plan?  $ ____________________ 
 

b. How often?     Weekly          Every 2 weeks           Twice a month         Monthly          Quarterly           Yearly  
What change will the employer make for the new year (if known)?   

     Employer won’t offer health coverage  

     Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the          
employee that meets the minimum value standard. * (Premium should reflect the discount for wellness programs.  See above 
question.) 

How much will the employee have 
to pay in premiums for that plan?  $ 

How often?            Weekly       Every 2 weeks       Twice a month       Monthly       Quarterly       Yearly 

Date of change (mm/dd/yyyy):                            /           /              

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

You only need to answer these questions if  someone in the household is eligible for health coverage from a job and the 
household income is MORE  than the levels listed  on Helpful Hints flyer (enclosed)    
Attach a copy of this page for each job that offers coverage.   Tell us about the job that offers coverage.   
EMPLOYEE Information 
Employee Name  Employee SSN   

EMPLOYER  Information 

Employer Name  
Employer 
Identification 
Number (EIN) 

 

Employer Address  Employer Phone 
Number 

 

City, State, Zip code  
Who can we contact about employee 
health coverage at this job? 

 

Phone Number  Email Address  

Are you currently eligible for coverage offered by this employer, or will you become eligible in the next 3 months?   
  No (Stop here and go to the next page)  
  Yes  (Please answer questions below)  

If you’re in a waiting period or probationary period, when can you enroll in coverage?                             /           /              

List the names of anyone else who is eligible for coverage from this job.                                        

Name:  Name:  Name:  

Tell us about the health plan offered by the employer.   

Does the employer offer a health plan that meets the minimum value standard*?     Yes     No    
For the lowest cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans):   
If the employer has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount 
for any tobacco cessation programs, and did not receive any other discounts based on wellness programs.   

a. How much would the employee have to pay in premiums for this plan?  $ ____________________ 
 

b. How often?     Weekly          Every 2 weeks           Twice a month         Monthly          Quarterly           Yearly  
What change will the employer make for the new year (if known)?   

     Employer won’t offer health coverage  

     Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the          
employee that meets the minimum value standard. * (Premium should reflect the discount for wellness programs.  See above 
question.) 

How much will the employee have 
to pay in premiums for that plan?  $ 

How often?            Weekly       Every 2 weeks       Twice a month       Monthly       Quarterly       Yearly 

Date of change (mm/dd/yyyy):                            /           /              

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

Complete this page if you or family members are American Indian or Alaska Native.   

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

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or 

urban Indian health programs.  They also may not have to pay cost sharing and may get special monthly 

enrollment periods.  Answer these questions to make sure you and your family get the most help possible.   
Note:  If you have more people to include, make a copy of this page and attach.     

 AI/AN Person 1 AI/AN Person 2 AI/AN Person 3 

First and Last Name    

Member of a federally 

recognized tribe?   

If yes, give the name of the 

tribe.   

  No 

  Yes ______________  

  No 

  Yes ______________  

  No 

  Yes ______________  

Has this person ever gotten a 

service from the Indian Health 

Service, a tribal health program 

or urban Indian health program 

or through a referral from one 

of these programs?   

  No 

  Yes  

 

If no, is this person eligible 

to get services from the 

Indian Health Service, tribal 

health programs, or urban 

Indian health programs or 

through a referral from 

one of these programs?   

  No     Yes 

  No 

  Yes  

 

If no, is this person eligible 

to get services from the 

Indian Health Service, tribal 

health programs, or urban 

Indian health programs or 

through a referral from 

one of these programs?   

  No     Yes 

  No 

  Yes  

 

If no, is this person eligible 

to get services from the 

Indian Health Service, tribal 

health programs, or urban 

Indian health programs or 

through a referral from 

one of these programs?   

  No     Yes 

Certain money received may not 

be counted for Medicaid or 

CHIP.  List any income (amount 

and how often) reported on 

your application that includes 

money from these sources:     

x Per capita payments from a 

tribe that come from natural 

resources, usage rights, 

leases, or royalties  

x Payments from natural 

resources, farming, 

ranching, fishing, leases or 

royalties from land 

designated as Indian trust 

land by the Department of 

Interior (including 

reservations and former 

reservations)   

x Money from selling things 

that have cultural 

significance 

 $ ____________________ 

How Often? ____________           

$ ____________________ 

How Often? ____________           

$ ____________________ 

How Often? ____________           

 

.

1

3 

 

.

1

3 

 

.

1

3  

.

1

3 

  

 

.

1

3 

  

 

.

1

3 
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F. American Indian or Alaska Native 

Complete this page if you or family members are American Indian or Alaska Native.   

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

American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or 

urban Indian health programs.  They also may not have to pay cost sharing and may get special monthly 

enrollment periods.  Answer these questions to make sure you and your family get the most help possible.   
Note:  If you have more people to include, make a copy of this page and attach.     

 AI/AN Person 1 AI/AN Person 2 AI/AN Person 3 

First and Last Name    

Member of a federally 

recognized tribe?   

If yes, give the name of the 

tribe.   

  No 

  Yes ______________  

  No 

  Yes ______________  

  No 

  Yes ______________  

Has this person ever gotten a 

service from the Indian Health 

Service, a tribal health program 

or urban Indian health program 

or through a referral from one 

of these programs?   

  No 

  Yes  

 

If no, is this person eligible 

to get services from the 

Indian Health Service, tribal 

health programs, or urban 

Indian health programs or 

through a referral from 

one of these programs?   

  No     Yes 

  No 

  Yes  

 

If no, is this person eligible 

to get services from the 

Indian Health Service, tribal 

health programs, or urban 

Indian health programs or 

through a referral from 

one of these programs?   

  No     Yes 

  No 

  Yes  

 

If no, is this person eligible 

to get services from the 

Indian Health Service, tribal 

health programs, or urban 

Indian health programs or 

through a referral from 

one of these programs?   

  No     Yes 

Certain money received may not 

be counted for Medicaid or 

CHIP.  List any income (amount 

and how often) reported on 

your application that includes 

money from these sources:     

x Per capita payments from a 

tribe that come from natural 

resources, usage rights, 

leases, or royalties  

x Payments from natural 

resources, farming, 

ranching, fishing, leases or 

royalties from land 

designated as Indian trust 

land by the Department of 

Interior (including 

reservations and former 

reservations)   

x Money from selling things 

that have cultural 

significance 

 $ ____________________ 

How Often? ____________           

$ ____________________ 

How Often? ____________           

$ ____________________ 

How Often? ____________           

 

.

1

3 

 

.

1

3 

 

.

1

3  

.

1

3 

  

 

.

1

3 

  

 

.

1

3 
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G.  Choose Someone to Help You With Your Medical Assistance Case  

You can name a person to help you with your medical assistance case.  You can choose either a “Medical 
Representative” or a “Facilitator.”   
 
Medical Representative is a person who can sign your application, answer questions for you, and use your 
medical assistance card for you.  We will share information with this person. This person will get copies of 
letters sent to you about your case.  This person is responsible for completing your review each year and for 
telling us about changes in your situation.  The Medical Representative can be a relative, neighbor, friend, or 
other person you trust.  You may not name someone who is trying to collect a medical debt against you.   
 
Facilitator is a person who can help you fill out your application and help you through the application process.  
We will be able to share information with this person.  This person will get copies of letters sent to you about 
your application.  After your application is processed, this person is not connected to your case.  A facilitator 
can be someone such as a relative, neighbor, friend, medical office staff, or community organization employee. 
 
I want to appoint the following person to help me.    

First and Last Name   
Organization Name   
Address Line 1  
Address Line 2  
City   State   Zip Code  
Phone Number  Email Address  
What is this person’s relationship to you?  (for example: child, friend, neighbor, etc)    
I appoint the above named person to be my           Medical Representative, or  
                                                                                          Facilitator.   
Signature   Date   
Witness signatures are required if the signature above is made with a mark.  
Witness  Date  
Witness  Date   

 
Choose Your Health Plan 
Most people approved for Kansas medical assistance receive services through KanCare. There are 3 KanCare 

health plans to choose from.  Please review the Extra Services Highlights flyer and choose your plan.  If you 

choose, we will enroll you in that plan if eligible for KanCare.  If you do not choose, a plan will be assigned for 

you.  If you do not like your assignment, you will have 90 days to change plans.  You will receive a packet of 

information about your plan.  For more information about these plans, visit www.KanCare.ks.gov 

Note:  For persons who are not eligible for a KanCare plan, information about coverage and services will be sent 

separately.   
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H. Signature Page  
 

You must sign and date this form before you send it back.  If this form is not signed, it will be returned to you.  This will 

cause a delay in processing your application.  Read the information below.  Sign and Date.  
I understand: 

x I have the right to equal treatment regardless of race, color, sex, age, disability, religion, political belief, or national origin. 
x I have the right to have information I have provided kept confidential unless directly related to the administration of Kansas medical assistance 

programs. 
x I have to provide or apply for a Social Security number for anyone who is applying for health benefits and I authorize use of these numbers to 

administer the program.  These numbers will also be used for computer matches with other organizations such as banks, the Social Security 
Administration, and Internal Revenue Service. 

x It is important to provide current income, address, and household composition information, and I am responsible for reporting changes during the 
application process and while eligible. 

x Some or all of the people for whom I am applying may receive similar health coverage under the Medicaid program if eligible. 
x I have the responsibility to use and report any third-party resources (such as health insurance, court settlements, medical support payments, 

trusts, conservatorships, etc.) that may have a legal obligation to pay any or all of the medical expense of those for whom I am applying.  I 
understand that payment for a particular service may be withheld while a determination of failure to use a third-party resource is made. 

x Any payments made to me by a third-party resource for medical services covered under Kansas medical assistance programs will be used to pay 
for the applicable medical bills and that these programs will only pay for services not covered by that third-party resource.  I agree to cooperate 
with the medical subrogation unit in pursuing those third-party resources. 

x If I receive medical assistance after age 54 or while in an institutional arrangement, there may be a claim against my estate to recover the medical 
expenditures made on my behalf.  I understand that my financial institution(s) will be notified of a pending claim. 

x I have the responsibility to read and truthfully answer all the questions on this application.  I understand that if I provide false or purposefully 
misleading information on this application or hide information requested by the application, I will be subject to penalties for my actions.   

x I have the right to request a fair hearing if I disagree with a decision.  A written request must be made within 30 days of the decision. 

I agree: 
x To turn over any medical support payments for all persons receiving medical assistance if adults in the household are determined eligible for 

medical assistance. 
x To help Child Support Services (CSS) in establishing and enforcing support orders (if needed) if adults in the household are determined eligible for 

medical assistance. 
x To pay the Children’s Health Insurance Program (CHIP) premium each month if I qualify for that program.  The premium may be as little as $0 or 

as much as $50 depending on my income. 
I certify: 

x That everyone I am requesting health coverage for – and who is determined eligible for such coverage – is a U.S. citizen or is a non-U.S. citizen in 
lawful immigration status.  Proof of immigration status may be required.  (Exception:  persons applying for emergency medical assistance under 
SOBRA) 

x Under penalty of perjury, that my answers are correct and complete to the best of my knowledge. 
I authorize: 

x Payments under this program to be made directly to the physicians and other medical providers, or managed care organizations for covered 
medical and other health services furnished to those for whom I am applying who are eligible. 

x Medical providers to release medical information to the Kansas Department of Health and Environment, Division of Health Care Finance (KDHE 
DHCF), the Department for Children and Families (DCF), the Kansas Department for Aging and Disability Services (KDADS), the U.S. Department 
of Health and Human Services, insurance companies, and other contracted medical providers.  I also authorize KDHE, DCF, and KDADS to share 
medical information for administrative purposes with other agencies and contractors. 

x Employers, medical providers, financial institutions, insurance providers, benefit providers, and other persons or agencies with knowledge of my 
circumstances, to release to KDHE, DCF, KDADS, or other benefit programs, any information including financial and other confidential information 
necessary to establish my eligibility. 

My signature on this application signifies that I have read and understand the conditions above. All information provided on this application is protected by 
state and federal confidentiality laws. This release is valid from this date. A copy of this authorization is as valid as the original. 

 

Signature of Applicant (required)                                                      Date 
 

Signature of Other Adult Applying                                                     Date 
  

Signature of First Witness (if “X” is used)                                        Date 
  

Signature of Second Witness (if “X” is used)                                    Date 
  

Signature of Medical Representative (if applicable)                          Date 

FOR AGENCY USE ONLY: 

Would you like to register to vote today?   

 No ______   Yes _______ Already registered _____ 

KC1100 
Rev 1/15 
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You may have to send proof of certain things for us to process your application.  You do not need 
to send anything now.  We will contact you if we need more information.      

Proof of Income 
If you are reporting that you have a job  
We may need copies of your paystubs for the last 30 
days, or a statement from your employer with your 
gross income (before deductions.) 
 
If you are reporting that you are self-employed  
You must send your most recent personal and business 
income tax returns, including all pages and 
attachments.  
 
If you are reporting that you have other income  
We may need a copy of the check or benefit letter that 
shows the amount of income you get and how often 
you get the payment.   
 
If you have unpaid medical bills from the past 3 
months and would like help   
We may need copies of all paystubs or checks your 
family has received in the past 3 months.   

 Proof of Health Insurance 
If you are reporting that someone in the household 
has other health insurance  
You must send a copy of the front and back of your 
health insurance card.   

 
 
 
 
 
Mail your signed application form to:   

KanCare Clearinghouse  
P.O. Box 3599  
Topeka, KS 66601-9738 

or Fax it to:  1-800-498-1255 
 

Information You May Have to Provide 

Did you remember to:   

Fill everything out?   
Tell us about everyone in your family 

and household, even if they don’t need 
medical assistance? 

Sign this application on page 15? 

 

 

 



Can/would you answer these? 



Kansas SNAP Application – 23 
pages 

This is your application for the programs and services we offer.  

Answer all of the questions to the best of your ability.  If English 

is not your primary language, an interpreter will be provided at no 

cost to you.  You are subject to severe penalties for any false or 

misleading information you supply on this application.

Agency Use Only
Date Received: ________________

Date Interviewed: ______________

_____ Initial   _____ Review

Interview completed by: ___________

Case Number(s): _______________

• Complete this form to apply.  If you need help or have questions, 
call 1-888-369-4777.    

• Read the questions carefully and answer honestly.  If you are 
applying for someone else, please answer the questions for that 
person. 

• Sign and date this form.  Your application is not complete until it is 
signed.  
 

• If you can’t complete the application right now, give your name,  
address, and signature on Page 2 and return the form.  We will 
need all of the information completed to see if you can get the help 
you request.   

• Return this form as soon as possible.  If you are eligible, some 
EHQH¿WV�VWDUW�IURP�WKH�GDWH�D�VLJQHG�DSSOLFDWLRQ�LV�UHFHLYHG�LQ�RXU�
RI¿FH� 

• Mail, fax or bring this form to your local Department for Children 
DQG�)DPLOLHV��'&)��RI¿FH���,W�PD\�WDNH����WR����GD\V�EHIRUH�\RXU�
application is processed. 

• If an interview is required, we will contact you. 

• A list of items we may need from you is on the last page of this 
IRUP���3OHDVH�WHDU�RII�DQG�NHHS�IRU�\RXU�UHFRUGV�

Other services:  DCF also offers the 
VHUYLFHV�OLVWHG�EHORZ���,I�\RX�ZRXOG�OLNH�PRUH�
LQIRUPDWLRQ�RU�WR�DSSO\��SOHDVH�FKHFN�WKH�
appropriate box.

Child Support Services - To enforce 
child support orders and to help children 
KDYH�DFFHVV�WR�¿QDQFLDO�VXSSRUW�DQG�
health care.

Vocational Rehabilitation - To help 
persons with disabilities become 
employed.

Return this form to:

(6�����
5HY��������

Kansas Department for Children and Families 
$SSOLFDWLRQ�IRU�%HQH¿WV

Follow These Steps to Apply

This form provides us with the information we need to determine eligibility for you and your family.  
The following are the programs and services you can apply for with this form:

Food Assistance:��)RRG�$VVLVWDQFH�LV�HOHFWURQLF�EHQH¿WV�\RX�FDQ�XVH�WR�EX\�IRRG��,I�\RX�QHHG�
KHOS�EX\LQJ�IRRG�¿OO�RXW�DOO�RI�WKH�VHFWLRQV�ZKHUH�\RX�VHH�WKH�VKRSSLQJ�FDUW���<RX�PD\�EH�HOLJLEOH�WR�
receive food assistance within 7 days.

Cash Assistance:��&DVK�DVVLVWDQFH�KHOSV�IDPLOLHV�DQG�SUHJQDQW�ZRPHQ���7R�DSSO\�IRU�FDVK��¿OO�RXW�
all of the sections where you see the dollar sign.

Child Care Assistance:��7KH�FKLOG�FDUH�VXEVLG\�SURJUDP�SURYLGHV�EHQH¿WV�WR�KHOS�SD\�FKLOG�FDUH�
FRVWV���7R�DSSO\�IRU�FKLOG�FDUH��¿OO�RXW�DOO�RI�WKH�VHFWLRQV�ZKHUH�\RX�VHH�WKH�DGXOW�DQG�FKLOG�

1

STOP! Would you rather apply online?   
$SSO\�IDVWHU�RQOLQH�DW��ZZZ�GFI�NV�JRY��

2

If you have little or no money, we may be able to get you food assistance within 7 days.  Complete 
WKLV�VHFWLRQ�WR�KHOS�XV�GHFLGH�LI�\RX�FDQ�JHW�EHQH¿WV�IDVWHU�

1. :LOO�\RXU�KRXVHKROG¶V�JURVV�LQFRPH�IRU�WKH�PRQWK�EH�OHVV�WKDQ�����" 

2. 'RHV�\RXU�KRXVHKROG�KDYH�OHVV�WKDQ������LQ�FDVK��FKHFNLQJ��DQG�VDYLQJV" 

3. ,V�DQ\RQH�LQ�\RXU�KRXVHKROG�D�PLJUDQW�RU�VHDVRQDO�IDUP�ZRUNHU" 

4. Enter your current rent/mortgage amount .....................................................

��� Do you pay for heating or cooling costs? 

II�QR��FKHFN�WKH�IROORZLQJ�XWLOLWLHV�\RX�are responsible to pay  
and enter the total amount (if none enter zero): ....................................... 

      Water           Sewer           Trash          Telephone          
� (OHFWULFLW\�JDV�IRU�FRRNLQJ�RU�OLJKWV���������2WKHU�                              None

6. Enter your household’s gross income expected this month .....................

7. (QWHU�\RXU�KRXVHKROG¶V�WRWDO�PRQH\�LQ�FDVK��FKHFNLQJ�DQG�VDYLQJV���������������

Agency Use Only

Expedited FA?

   $                          

   $                          

   $                          

   $                          

No Yes

A. Help Us Decide if You Can Get Food Assistance Faster

No Yes

Agency Use Only
Rent/Mortgage $                          

SUA/Actual +   $                          

727$/� ����������$                          

Expected  
Income             $                          

&DVK�&KHFN� 
Savings +         $                         

 

 

727$/� ����������$                          
Are the household’s shelter 
expenses more than the 
expected income and 
resources?  

No Yes

No Yes

No Yes

No Yes

Name:                                                                                        Signature:                                                                                        
 ������������������)LUVW�1DPH��0LGGOH�,QLWLDO��/DVW�1DPH�

Street Address:                                                                       City:                                    County:                           Zip:                     

Mailing Address:                                                                     City:                                    County:                            Zip:                     

Home Phone:                             :RUN��                          Cell:                         E-mail:                                                                          

Provide the following information and sign this section  of the application.

C. Tell Us About Yourself and the People in Your Home

,I�\RX�KDYH�EHHQ�D�YLFWLP�RI�GRPHVWLF�YLROHQFH�RU�VH[XDO�DVVDXOW�LQ�WKH�ODVW���\HDUV��\RX�PD\�EH�HOLJLEOH�IRU�VSHFLDO�
FRQVLGHUDWLRQV�DQG�VHUYLFHV���,I�\RX�ZDQW�WR�¿QG�RXW�DERXW�DYDLODEOH�VHUYLFHV�DQG�KDYH�D�FRQ¿GHQWLDO�LQWHUYLHZ�� 
FKHFN�WKLV�ER[�

B. Special Services

Are You: Never Married &RPPRQ�/DZ�0DUULHG Divorced Separated

Widowed Member of an Unmarried Couple

Married

3

<RX�PXVW�WHOO�XV�DERXW�HYHU\RQH�OLYLQJ�LQ�\RXU�KRPH���/LVW�DQ\RQH�ZKR�OLYHV�ZLWK�\RX�HYHQ�LI�WKH\�GR�QRW�QHHG�DVVLVWDQFH���$OVR�OLVW�
anyone who usually lives with you, but is away right now.  Food assistance households are based on persons who live together 
DQG�ZKR�EX\�DQG�FRRN�WRJHWKHU��List all of the people you live with:

C. Tell Us About Yourself and the People in Your Home (continued)

)LUVW�1DPH��0,��/DVW�1DPH Relationship To You Are you applying for 
this person?

Do you (or will you 
after approval) buy  
DQG�FRRN�IRRG�ZLWK 

this person?

Self No Yes Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

9

Here’s who you need to include on this application for all programs:
• Yourself - Complete Person 1 for yourself
• If married, your spouse
• Your children who live with you (for food assistance this includes children up to age 22)
• For food assistance, any parent of a child 21 and under who lives with you
• Your boyfriend/girlfriend who lives with you
• For food assistance, any person you purchase and prepare food with
 
Complete information for each person in your household for whom you are applying.  Start with yourself!  If you have more 
than four people in your household to include, please attach another sheet of paper.

Citizenship/immigration status must be provided for all persons for whom you are applying.  If you request food and/or cash 
DVVLVWDQFH�IRU�D�KRXVHKROG�PHPEHU�ZKR�GRHV�QRW�PHHW�FLWL]HQVKLS�LPPLJUDWLRQ�VWDWXV�WKDW�SHUVRQ�FDQQRW�JHW�EHQH¿WV�ZKLOH�WKH�
UHPDLQLQJ�KRXVHKROG�PHPEHUV�ZKR�'2�PHHW�FLWL]HQVKLS�LPPLJUDWLRQ�VWDWXV�PD\�TXDOLI\�IRU�EHQH¿WV���

<RX�PD\�FKRRVH�QRW�WR�OLVW�\RXU�UDFH�RU�HWKQLF�KHULWDJH�DQG�LW�ZLOO�QRW�EH�XVHG�DJDLQVW�\RX���:H�RQO\�DVN�WKLV�LQIRUPDWLRQ�IRU�
)HGHUDO�UHSRUWLQJ�SXUSRVHV���$QVZHUV�ZLOO�LQ�QR�ZD\�DIIHFW�HOLJLELOLW\�RU�EHQH¿WV���,I�DSSO\LQJ�IRU�IRRG�DVVLVWDQFH�RQO\��LGHQWLI\LQJ�
the sex of the household members is not required.

Important information about Social Security numbers- A Social Security number is required for each person for whom food 
and cash assistance is requested.  If you, without good cause, fail to provide or apply for a Social Security number that person 
ZLOO�QRW�EH�DEOH�WR�JHW�EHQH¿WV���,I�\RX�DUH�QRW�DSSO\LQJ�IRU�FHUWDLQ�SHUVRQ�V��LQ�\RXU�KRXVHKROG��\RX�DUH�QRW�UHTXLUHG�WR�SURYLGH�D�
6RFLDO�6HFXULW\�QXPEHU�IRU�WKDW�SHUVRQ���:H�XVH�6RFLDO�6HFXULW\�QXPEHUV�WR�FKHFN�LQFRPH�DQG�RWKHU�LQIRUPDWLRQ�WR�VHH�ZKR�LV�
HOLJLEOH�IRU�DVVLVWDQFH���,I�VRPHRQH�GRHVQ¶W�KDYH�D�6RFLDO�6HFXULW\�QXPEHU��FDOO����������������RU�YLVLW� 
www.socialsecurity.gov. 

Your information is private: 
• :H¶OO�NHHS�\RXU�LQIRUPDWLRQ�SULYDWH�DV�UHTXLUHG�E\�ODZ
• :H¶OO�XVH�WKH�LQIRUPDWLRQ�RQ�WKLV�IRUP�RQO\�WR�VHH�LI�\RX�TXDOLI\�IRU�EHQH¿WV

D. Tell Us About Yourself and All the People for Whom 
You Are Applying

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

4

PERSON 1 - Complete for yourself.

First Name Middle Name /DVW�1DPH 6XI¿[ Relationship to you?

SELF

Social Security Number Date of Birth (month/day/year) Sex

If applying for food assistance only, you do not need to answer this question:
    Pregnant?                                       Due Date ____________

$SSO\LQJ�IRU���&KHFN�DOO�WKDW�DSSO\�

Do you have a disability?                                      If Yes, please explain:                                                                                                                                        

                                                                                                                                                                                                             

If Yes, are you interested in getting services to assist you in gaining competitive and integrated employment?   

If Yes, will the disability last for at least 12 months?  

Are you a U.S. citizen or national?                                        

If you are not a U.S. citizen or national, do you have eligible immigration status?                                     

Document type: _________________________  ID Number: ___________________

Have you lived in the U.S. since 1996?

Cash Food Assistance Child Care None 

White

%ODFN�RU�$IULFDQ���������������������������
American

Chinese

American Indian 

RU�$ODVND�1DWLYH

Asian Indian

Filipino

Japanese

Korean

Vietnamese

2WKHU�$VLDQ

Native Hawaiian

Guamanian or 
Chamorro

Samoan

2WKHU�3DFL¿F�
Islander

2WKHU

,I�+LVSDQLF�/DWLQR��HWKQLFLW\��FKHFN�DOO�WKDW�DSSO\�
� � � � � 0H[LFDQ� � � � � � � � 0H[LFDQ� $PHULFDQ� � � � � � � � &KLFDQR�D� � � � � � � � 3XHUWR� 5LFDQ� � � � � � � � &XEDQ� � � � � � � � 2WKHU����

M F

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

Students

Are you a student? If yes, please complete the following:

        Part Time        Full Time        Grade: ________   Where Enrolled: ________________________No Yes

No Yes

Race and Ethnicity �237,21$/���FKHFN�DOO�WKDW�DSSO\�

6SRNHQ�/DQJXDJH :ULWWHQ�/DQJXDJH 2WKHU�1HHGV

Tell us How to Communicate with You

We provide interpreter and translation services.  Complete this section to help us meet your needs.  

Do you have a primary language other than English? 

,I�\HV��ZULWH�LQ�WKH�QDPHV�RI�VSRNHQ�DQG�RU�ZULWWHQ�ODQJXDJH�EHORZ���$OVR�LQFOXGH�RWKHU�FRPPXQLFDWLRQ�QHHGV�VXFK�DV�EUDLOOH��UHOD\��
VLJQHG�(QJOLVK��7''�77<��/DUJH�3ULQW��9RLFH�6\QWKHVL]HU�3URJUDP��HWF�

No Yes

�

If applying for food assistance only, you do not need to answer this question.
Pregnant?                                       Due Date ____________

$SSO\LQJ�IRU���&KHFN�DOO�WKDW�DSSO\�

Does PERSON 2 have a disability?                                  If Yes, please explain: ______________________________________
_____________________________________________________________________________________________________

If Yes, will the disability last for at least 12 months?  

Is PERSON 2 a U.S. citizen or national? 
If PERSON 2 is not a U.S. citizen or national, do they have eligible immigration status?
Document type: _____________________________________    ID Number: ________________________________________
Has PERSON 2 lived in the U.S. since 1996? 

M F

No Yes

No Yes

No Yes

No Yes

No Yes

Race and Ethnicity �237,21$/���FKHFN�DOO�WKDW�DSSO\�

White

%ODFN�RU�$IULFDQ���������������������������
American
Chinese

American Indian 
RU�$ODVND�1DWLYH

Asian Indian

Filipino

Japanese

Korean

Vietnamese

2WKHU�$VLDQ

Native Hawaiian

Guamanian or 
Chamorro

Samoan

2WKHU�3DFL¿F�
Islander

2WKHU

,I�+LVSDQLF�/DWLQR��HWKQLFLW\��FKHFN�DOO�WKDW�DSSO\�
� � � � � 0H[LFDQ� � � � � � � � 0H[LFDQ� $PHULFDQ� � � � � � � � &KLFDQR�D� � � � � � � � 3XHUWR� 5LFDQ� � � � � � � � &XEDQ� � � � � � � � 2WKHU����

Students
Is PERSON 2 a student? If yes, please complete the following:

        Part Time        Full Time        Grade: ________   Where Enrolled: ________________________No Yes

No Yes

PERSON 2 - Complete for your spouse,   
children and others for whom you are applying.

First Name Middle Name /DVW�1DPH 6XI¿[ Relationship to you?

Social Security Number Date of Birth (month/day/year) Sex

_ _ _ - _ _ - _ _ _ _

Cash Food Assistance Child Care None 

Agency Use Only
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If applying for food assistance only, you do not need to answer this question.
Pregnant?                                       Due Date ____________

$SSO\LQJ�IRU���&KHFN�DOO�WKDW�DSSO\�

Does PERSON 3 have a disability?                                  If Yes, please explain: ______________________________________
_____________________________________________________________________________________________________

If Yes, will the disability last for at least 12 months?  

Is PERSON 3 a U.S. citizen or national? 
If PERSON 3 is not a U.S. citizen or national, do they have eligible immigration status?
Document type: _____________________________________    ID Number: ________________________________________
Has PERSON 3 lived in the U.S. since 1996? 

M F

No Yes

No Yes

No Yes

No Yes

No Yes

Race and Ethnicity �237,21$/���FKHFN�DOO�WKDW�DSSO\�

White

%ODFN�RU�$IULFDQ���������������������������
American
Chinese

American Indian 
RU�$ODVND�1DWLYH

Asian Indian

Filipino

Japanese

Korean

Vietnamese

2WKHU�$VLDQ

Native Hawaiian

Guamanian or 
Chamorro

Samoan

2WKHU�3DFL¿F�
Islander

2WKHU

,I�+LVSDQLF�/DWLQR��HWKQLFLW\��FKHFN�DOO�WKDW�DSSO\�
� � � � � 0H[LFDQ� � � � � � � � 0H[LFDQ� $PHULFDQ� � � � � � � � &KLFDQR�D� � � � � � � � 3XHUWR� 5LFDQ� � � � � � � � &XEDQ� � � � � � � � 2WKHU����

Students
Is PERSON 3 a student? If yes, please complete the following:

        Part Time        Full Time        Grade: ________   Where Enrolled: ________________________No Yes

No Yes

PERSON 3 - Complete for your spouse,   
children and others for whom you are applying.

First Name Middle Name /DVW�1DPH 6XI¿[ Relationship to you?

Social Security Number Date of Birth (month/day/year) Sex

_ _ _ - _ _ - _ _ _ _

Cash Food Assistance Child Care None 

Agency Use Only
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If applying for food assistance only, you do not need to answer this question.
Pregnant?                                       Due Date ____________

$SSO\LQJ�IRU���&KHFN�DOO�WKDW�DSSO\�

Does PERSON 4 have a disability?                                  If Yes, please explain: ______________________________________
_____________________________________________________________________________________________________

If Yes, will the disability last for at least 12 months?  

Is PERSON 4 a U.S. citizen or national? 
If PERSON 4 is not a U.S. citizen or national, do they have eligible immigration status?
Document type: _____________________________________    ID Number: ________________________________________
Has PERSON 4 lived in the U.S. since 1996? 

M F

No Yes

No Yes

No Yes

No Yes

No Yes

Race and Ethnicity �237,21$/���FKHFN�DOO�WKDW�DSSO\�

White

%ODFN�RU�$IULFDQ���������������������������
American
Chinese

American Indian 
RU�$ODVND�1DWLYH

Asian Indian

Filipino

Japanese

Korean

Vietnamese

2WKHU�$VLDQ

Native Hawaiian

Guamanian or 
Chamorro

Samoan

2WKHU�3DFL¿F�
Islander

2WKHU

,I�+LVSDQLF�/DWLQR��HWKQLFLW\��FKHFN�DOO�WKDW�DSSO\�
� � � � � 0H[LFDQ� � � � � � � � 0H[LFDQ� $PHULFDQ� � � � � � � � &KLFDQR�D� � � � � � � � 3XHUWR� 5LFDQ� � � � � � � � &XEDQ� � � � � � � � 2WKHU����

Students
Is PERSON 4 a student? If yes, please complete the following:

        Part Time        Full Time        Grade: ________   Where Enrolled: ________________________No Yes

No Yes

PERSON 4 - Complete for your spouse,   
children and others for whom you are applying.

First Name Middle Name /DVW�1DPH 6XI¿[ Relationship to you?

Social Security Number Date of Birth (month/day/year) Sex

_ _ _ - _ _ - _ _ _ _

Cash Food Assistance Child Care None 

Agency Use Only

If there are more than 4 persons for whom you are applying, provide the above information on 
page 9 or 12.
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D. Tell Us About Yourself and All the People for Whom 
You Are Applying (continued)

Is anyone getting, or has anyone received cash, food or child care assistance in this or another state?                                       

                                   If yes, complete the following:  

:KDW�EHQH¿WV��                                                               State:                                           Month/Year:                                          

'R�DQ\�KRXVHKROG�PHPEHUV�JHW�EHQH¿WV�IURP�WKH�)RRG�'LVWULEXWLRQ�3URJUDP�RQ�,QGLDQ�5HVHUYDWLRQV"� 
If yes, where?                                                                                                                                                                                    

Are any household members living outside the home? 

If yes, list name(s):                                                                                                                                                                              

Why are they living outside the home?                                                                                                                                                         

Date expected to return:                                                                                                                                                                 

Have you or any member of your household served in the U.S. military?                                    

If yes, name(s): ________________________________________________________________________________________
 

Are you the spouse or widow of someone who served in the U.S. military?   

'R�\RX�KDYH�D�9$�¿OH�QXPEHU"������������������������������������,I�\HV��ZKDW�LV�\RXU�9$�¿OH�QXPEHU"�                                                             

The following questions are required by federal law for purposes of the cash and food assistance programs only.  

,V�DQ\RQH�LQ�\RXU�KRXVHKROG�ÀHHLQJ�IURP�IHORQ\�SURVHFXWLRQ�RU�MDLO" 

If yes, list name(s):                                                                                                                                                                              
 

Is anyone in your household in violation of probation or parole? 

If yes, list name(s):                                                                                                                                                                             

The following question is required by state law for purposes of the cash assistance program only. 
 

'RHV�DQ\RQH�LQ�\RXU�KRXVHKROG�KDYH�D�IHORQ\�GUXJ�UHODWHG�FRQYLFWLRQ�RQ�RU�DIWHU�-XO\��������"
If yes, list name(s):                                                                                                                                                                                                                                                                               

The following questions are required by federal law for purposes of the food assistance program only.  If you answer 
yes to any of the questions, make sure to list the name(s) of the persons involved.
 

+DV�DQ\RQH�LQ�\RXU�KRXVHKROG�EHHQ�FRQYLFWHG�RI�WUDGLQJ�IRRG�DVVLVWDQFH�EHQH¿WV�IRU�GUXJV�DIWHU�6HSWHPEHU���������" 

    If yes, list names):                                                                                                                                       
 

+DV�DQ\RQH�LQ�\RXU�KRXVHKROG�EHHQ�FRQYLFWHG�RI�EX\LQJ�RU�VHOOLQJ�IRRG�DVVLVWDQFH�EHQH¿WV�RYHU������DIWHU� 
September 22, 1996?

If yes, list name(s):                                                                                                                                                          

+DV�DQ\RQH�LQ�\RXU�KRXVHKROG�EHHQ�FRQYLFWHG�RI�IUDXGXOHQWO\�JHWWLQJ�GXSOLFDWH�IRRG�DVVLVWDQFH�EHQH¿WV�LQ�DQ\�VWDWH�DIWHU����������������
September 22, 1996?

If yes, list name(s):                                                                                                                                           
 

+DV�DQ\RQH�LQ�\RXU�KRXVHKROG�EHHQ�FRQYLFWHG�RI�WUDGLQJ�IRRG�DVVLVWDQFH�EHQH¿WV�IRU�JXQV��DPPXQLWLRQV��RU�H[SORVLYHV�DIWHU�����������������
September 22, 1996?

If yes, list name(s):                                                                                                                                         

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes
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Use this space to write additional information.

<RX�FDQ�QDPH�D�SHUVRQ�WR�KHOS�\RX�JHW�\RXU�EHQH¿WV���7KLV�SHUVRQ�FDQ�KHOS�¿OO�RXW�WKH�DSSOLFDWLRQ��DQVZHU�TXHVWLRQV�IRU�\RX��DQG�
XVH�WKH�.DQVDV�%HQH¿WV�FDUG�IRU�\RX���:H�ZLOO�EH�DEOH�WR�VKDUH�LQIRUPDWLRQ�ZLWK�WKLV�SHUVRQ���7KLV�SHUVRQ�ZLOO�EH�\RXU�DXWKRUL]HG�
representative.  Do you want to have someone help you?

If yes, tell us about this person:

Their name                                                                                              Their telephone number                                                

Their address                                                  City                                          ST                  Zip                             

'R�\RX�ZDQW�WKH�SHUVRQ�QDPHG�DERYH�WR�KDYH�DFFHVV�WR�\RXU�EHQH¿WV"�

,I�\HV��ZKLFK�EHQH¿WV"� � � � �

,I�QR��GR�\RX�ZDQW�WR�FKRRVH�VRPHRQH�HOVH�WR�DFFHVV�\RXU�EHQH¿WV"�7KLV�SHUVRQ�ZLOO�EH�\RXU�DXWKRUL]HG�UHSUHVHQWDWLYH�DQG�FDQ�
KDYH�DFFHVV�WR�\RXU�EHQH¿WV��:H�ZLOO�DOVR�EH�DEOH�WR�VKDUH�LQIRUPDWLRQ�ZLWK�WKLV�SHUVRQ�

If yes, tell us about this person:

Their name                                                                                              Their telephone number                                                

Their address                                                  City                                          ST                  Zip                            

,I�\HV��ZKLFK�EHQH¿WV"� � � � �

(��'R�<RX�:DQW�WR�&KRRVH�6RPHRQH�WR�+HOS�*HW�<RXU�%HQH¿WV"

No Yes

No Yes
food assistance cash child care

No Yes

food assistance cash child care

Child’s Name/
Unborn Child Mother’s Name Father’s Name Was the mother married to the 

father when the child was born?

:H�QHHG�WR�NQRZ�KRZ�WKH�SHRSOH�LQ�\RXU�KRXVHKROG�DUH�UHODWHG���/LVW�QDPH�RI�HDFK�FKLOG��DQG�WKH�QDPHV�RI�ERWK�SDUHQWV���HYHQ�
if the parents do not live together.  For unborn children, write “unborn”.  If you need more room, use the space below.

F. Tell Us About the Parents of Each Child in Your Home

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

G. Tell Us About Parents Not Living in the Home

To get cash or child care assistance, you must cooperate with Child Support Services (CSS).  If this would put you or your 
child(ren) in danger of abuse, or if you have other good reasons why you cannot cooperate, please tell us.

Are there any children in your household who have a parent not living in the home?

,I�\HV��¿OO�RXW�WKH�LQIRUPDWLRQ�IRU�WKH�SDUHQW�QRW�OLYLQJ�LQ�WKH�KRPH�LQ�WKH�FROXPQV�EHORZ�DQG�SURYLGH�WKH�QDPH�V��RI�WKH�FKLOG�UHQ��
of that parent that are residing in your home.
Provide the following 
information for the parent 
not living in the home.

Non-Custodial Parent 1 Non-Custodial Parent 2 Non-Custodial Parent 3

Name

Date of Birth

Address

Phone

SSN

Employer Name

Employer Address

Reason Not in Home

Names of children of this 
non-custodial person living 
in your home

The following questions help us determine if paternity has already been established.  Paternity means establishing a legal 
IDWKHU���3DWHUQLW\�LV�HVWDEOLVKHG�LI�WKH�FKLOG�ZDV�ERUQ�GXULQJ�D�PDUULDJH��RU�ZLWKLQ�����GD\V�DIWHU�GLYRUFH���RU�LI�ERWK�SDUHQWV�
VLJQHG�D�SDWHUQLW\�DFNQRZOHGJHPHQW��JHQHUDOO\�DW�ELUWK�WR�EH�RQ�WKH�ELUWK�FHUWL¿FDWH���RU�LI�WKHUH¶V�D�FRXUW�RUGHU�HVWDEOLVKLQJ�
paternity.

Is the father’s name on the 
RI¿FLDO�ELUWK�FHUWL¿FDWH"�,I�
yes, which children?

Were you married to anyone 
when the child was born or 
����GD\V�SULRU�WR�ELUWK"�,I�VR��
list name for each child.

Is there a paternity, child 
support or divorce order? 
If yes, list case # and court 
ZKHUH�¿OHG�

No Yes

Case # __________________ 
Court ___________________

Case # __________________ 
Court    __________________

No Yes

Case # __________________ 
Court    __________________

Will you help CSS begin/
enforce support orders for 
each child?

If you answered no to the question above, tell us why:                                                                                                                                             
                                                                                                                                                                                                                                                                                                            
                                                                                                                                                                                                                                                                                                       

Is there anyone else who 
could be the father for any 
child(ren) that you have not 
listed?

No Yes

No - tell us why below

Yes

No - tell us why below

Yes

No - tell us why below

Yes

��

No Yes

No Yes No Yes No Yes
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Type of Resource Name(s) on Resources
Where is Resource Held?

�1DPH�RI�%DQN��&UHGLW�8QLRQ���������������
or Company)

Amount or Value

:H�QHHG�WR�NQRZ�DERXW�\RXU�UHVRXUFHV�WR�GHFLGH�LI�\RX�FDQ�JHW�EHQH¿WV���'RHV�DQ\RQH�LQ�\RXU�KRXVHKROG�KDYH�D�WUXVW�IXQG"
                                  If yes name(s):                                                                                                                                                    
We may be contacting you for more information.  

'RHV�DQ\RQH�LQ�\RXU�KRXVHKROG�RZQ�RU�KDYH�WKHLU�QDPH�RQ�DQ\�UHVRXUFHV"��)RU�H[DPSOH��FDVK��FKHFNLQJ�VDYLQJV�FUHGLW�XQLRQ�
DFFRXQWV��FHUWL¿FDWHV�RI�GHSRVLW��&'¶V���VWRFNV��ERQGV��,5$¶V��SURSHUW\�RU�DQ\�RWKHU�UHVRXUFHV"���
                                  If yes, complete the following information. If needed, use page 12 to list more information.

H. Tell Us About Your Resources

No Yes

No Yes

Name
Employer’s Name, Phone & 

Address (if self-employed, list 
type of business)

Salary or  
Hourly 
Wage

Tips or 
Commission

:HHNO\�
Hours 
:RUNHG

How often 
do you get 

paid?

Day of the 
ZHHN�SDLG

:H�QHHG�WR�NQRZ�DERXW�DOO�LQFRPH�IURP�MREV��VHOI�HPSOR\PHQW��FRQWUDFW�ODERU��HWF���,V�DQ\RQH�LQ�\RXU�KRXVHKROG�VHOI�HPSOR\HG�RU�
ZRUNLQJ�DW�D�MRE"
If yes, complete the information below for all jobs.  Self-employment includes earnings from odd jobs, child care, lawn mowing, 
snow removal, cosmetic sales, etc.  If needed, use page 12 to list more information. 

Name Income Type Total Income This Year Total Income Next Year

$ $
$ $
$ $
$ $

I. Tell Us About Your Earned Income

No Yes

'R�\RX�KDYH�SUHGLFWDEOH�LQFRPH�FKDQJHV��XS�RU�GRZQ��GXULQJ�D�QRUPDO�\HDU�EHFDXVH�\RXU�LQFRPH�LV�IURP�VHDVRQDO�ZRUN�VXFK�DV�
ZRUNLQJ�IRU�D�VFKRRO�V\VWHP��WD[�SUHSDUDWLRQ��URR¿QJ��FRQVWUXFWLRQ�RU�IDUPLQJ"����������������������������������
If yes, please complete:

No Yes

Complete the following section if anyone you are applying for is self-employed:
Self-employed person’s name:                                                 Business Name:                                                                                 
Type of business:                                                                                                                                                                                
When did the business start:                                                 ��:HUH�WD[HV�¿OHG�RQ�WKLV�LQFRPH�ODVW�\HDU����� 
,I�\HV��ZKDW�,56�IRUPV�GLG�\RX�¿OH�IRU�WKLV�LQFRPH"�&KHFN�DOO�WKDW�DSSO\�
��������6FKHGXOH�&������������6FKHGXOH�'������������6FKHGXOH�(������������6FKHGXOH�)������������6FKHGXOH�.��������������������������������
������������6���������������������2WKHU�                              
Reported Annual Gross Income $                                     Reported Annual Gross Expenses $                                     
Estimated Monthly Income (before expenses) $                                     Estimated Monthly Expenses $                                     

No Yes

12

Use this space to write additional information.

Type/Source of Income Name of Person Who Receives This Amount Received +RZ�2IWHQ�5HFHLYHG

+DV�DQ\RQH�DSSOLHG�IRU�RWKHU�LQFRPH�RU�EHQH¿WV"�
II�\HV��OLVW�ZKR�DQG�ZKDW�LQFRPH�RU�EHQH¿WV��                                                                              
                
                                                                                                             

:H�DOVR�QHHG�WR�NQRZ�DERXW�DOO�RWKHU�LQFRPH�LQ�\RXU�KRXVHKROG�WR�GHFLGH�LI�\RX�FDQ�JHW�EHQH¿WV���'RHV�DQ\RQH�LQ�\RXU�
KRXVHKROG��LQFOXGLQJ�FKLOGUHQ��JHW�RWKHU�LQFRPH���VXFK�DV�FKLOG�VXSSRUW��DOLPRQ\��6RFLDO�6HFXULW\��66,��9$��ZRUNHUV�FRPSHQVDWLRQ��
XQHPSOR\PHQW�EHQH¿WV��RWKHU�SHQVLRQ�UHWLUHPHQW��PRQH\�IURP�RWKHUV��RU�DQ\�RWKHU�LQFRPH"�
,I�\HV��¿OO�RXW�WKH�LQIRUPDWLRQ�EHORZ�IRU�DOO�W\SHV�RI�LQFRPH��,I�QHHGHG��XVH�WKH�VHFWLRQ�EHORZ�WR�OLVW�PRUH�LQIRUPDWLRQ�

J. Tell Us About Your Other Income

No Yes

No Yes

Has anyone in your household lost or quit a job in the last 6 months?                                

Name(s)                    Employer                       

/DVW�SD\���                         Date                                    Job Ended: Month                     Day                    Year                      

Reason(s):                                                                                               

                

                                                                                                                                                                      

No Yes

I. Tell Us About Your Earned Income Continued

13

7R�KHOS�XV�GHFLGH�WKH�FRUUHFW�DPRXQW�RI�IRRG�DVVLVWDQFH�EHQH¿WV��WHOO�XV�DERXW�\RXU�VKHOWHU�DQG�RWKHU�H[SHQVHV�

K. Tell Us About Your Household Expenses

Type of Expense Amount Who Pays?
Do you rent your home? 
If renting, list landlord’s name, address and phone: 
                                                                                                                                                      
                                                                                                                                                      
 
Do you own or are you buying your home? 
What is the amount of your monthly rent or house payment? ...............................................

If renting, is this subsidized housing, Section 8, HUD, other?

If yes, tell us the amount you are obligated to pay each month ............................................

$

$

Do you pay property taxes not included in house payment? $

Do you pay homeowner’s insurance not included in house payment? $

Do you pay child or dependent care? $

'R�\RX�SD\�FKLOG�VXSSRUW"���������������������������������/LVW�DPRXQW�SDLG�DQG�FRXUW�RUGHU�QXPEHU�
for each child:                                                                                                                          

$

,I�\RX�DUH����RU�ROGHU��RU�GLVDEOHG��GR�\RX�KDYH�DQ\�PHGLFDO�H[SHQVHV" 
Include health insurance and Medicare Premiums. Use page 12 to list more information.

$

Do you have any utility expenses?

Do you pay for heating or cooling costs?

,I�QR��FKHFN�WKH�IROORZLQJ�XWLOLWLHV�\RX�are responsible to pay:
������:DWHU�����������6HZHU�����������7UDVK����������7HOHSKRQH���������(OHFWULFLW\�JDV�IRU�FRRNLQJ�RU�OLJKWV���������2WKHU�                              None 

+DYH�\RX�RU�DQ\RQH�DW�\RXU�UHVLGHQFH�UHFHLYHG�/RZ�,QFRPH�(QHUJ\�$VVLVWDQFH��/,($3�"������������������������������������������������������� 
If yes when:                                                                                                                                                                                                  

Does any one help you pay any of the above household expenses?                                       
If yes, what expenses do you get help with?                                                                    How much do they pay?                                                              

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

No Yes

Agency Use Only

��

Rights, Responsibilities, and Penalties
• I have read and understand my rights and responsibilities listed on the tear off page at the end of 

this form.
• I understand the questions on this application form.
• I understand the penalties for hiding information (penalties are shown on the tear off page at the end 

of this form).
• I understand the penalties for giving false information (penalties are shown on the tear off page at 

the end of this form).
Citizenship Status

• 6LJQLQJ�WKLV�IRUP�PHDQV�WKDW�,�DJUHH�HYHU\RQH�OLYLQJ�LQ�P\�KRPH�ZKR�LV�DVNLQJ�IRU�DVVLVWDQFH�LV�D�
U.S. citizen or is in legal immigration status. 

Changes You Must Report
• I agree to report changes such as changes in my address, income changes, changes in child care, 

and changes in individuals who live in my home.
• ,�XQGHUVWDQG�,�ZLOO�EH�QRWL¿HG�DERXW�WKH�FKDQJHV�,�DP�UHTXLUHG�WR�UHSRUW�
• ,�ZLOO�WHOO�'&)�RI�FKDQJHV�WKDW�PLJKW�DIIHFW�P\�HOLJLELOLW\�RU�EHQH¿W�OHYHO�

We Will Verify the Information You Give Us
• I understand you will verify the information I provide on this application form.
• ,�XQGHUVWDQG�\RX�PD\�FRQWDFW�RWKHU�DJHQFLHV�VXFK�DV�IHGHUDO��VWDWH��ORFDO�RI¿FLDOV��HPSOR\HUV��

PHGLFDO�SURYLGHUV��EXVLQHVVHV��¿QDQFLDO�RUJDQL]DWLRQV��DQG�FKLOG�FDUH�SURYLGHUV�WR�YHULI\�LQIRUPDWLRQ�
• ,�XQGHUVWDQG�\RX�ZLOO�XVH�WKH�LQIRUPDWLRQ�\RX�YHULI\�DQG�WKDW�LW�FRXOG�DIIHFW�P\�HOLJLELOLW\�RU�EHQH¿W�

level.

• I understand that I have to provide or apply for a Social Security number for people in my household 
ZKR�DUH�DVNLQJ�IRU�DVVLVWDQFH�

• I understand Department for Children and Families (DCF) use Social Security numbers to operate.  
7KH�QXPEHUV�DUH�XVHG�IRU�FRPSXWHU�PDWFKHV�ZLWK�WKH�6RFLDO�6HFXULW\�$GPLQLVWUDWLRQ��EDQNV��WKH�
Internal Revenue Service, and other organizations and agencies.

• I agree to help Child Support Services (CSS) go after support for the children in my home.  I will help 
CSS establish and enforce support orders for the children.  

• I agree to give all alimony and/or child support to DCF for each person in my home receiving cash 
assistance. 

• I understand I must report and verify my household expenses or I will not get a deduction for them.

Please Read This Information Before Signing Page 17

Information About Social Security Numbers

Information About Child Support Services

Information About Food Assistance Expenses

• ,�DJUHH�WKDW�HYHU\RQH�DSSO\LQJ�IRU�DQG�JHWWLQJ�FDVK�DVVLVWDQFH�ZLOO�FRRSHUDWH�ZLWK�ZRUN�
requirements unless exempt.  

• ,�DJUHH�WKDW�HYHU\RQH�JHWWLQJ�IRRG�DVVLVWDQFH�ZLOO�FRRSHUDWH�ZLWK�ZRUN�UHTXLUHPHQWV��XQOHVV�H[HPSW�
• I understand we will not get cash assistance if someone does not cooperate.
• I understand that the person who does not cooperate will also not get food assistance.

• I understand that my Temporary Assistance to Needy Families (TANF) cash assistance 
EHQH¿WV�FDQQRW�EH�WUDQVDFWHG�XVHG�LQ�DQ\�OLTXRU�VWRUH��DQ\�FDVLQR��JDPEOLQJ�FDVLQR��RU�JDPLQJ�
establishment, or any retail establishment which provides adult oriented entertainment in which 
performers disrobe or perform in an unclothed state for entertainment.

• ,�XQGHUVWDQG�WKH�WLPH�OLPLW�IRU�UHFHLYLQJ�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�LV����PRQWKV�
• I understand that to get TANF cash assistance, all children in the home ages 7-18 must be enrolled 

in school, including home school that is registered with the Kansas Department of Education. 
Ineligibility for the entire household will exist if a child in the home is not enrolled in school. 

• I understand that I may not use TANF cash assistance to buy items such as alcohol or cigarettes, 
WREDFFR�SURGXFWV�RU�ORWWHU\�WLFNHWV��

• ,�XQGHUVWDQG�WKDW�,�PD\�QRW�XVH�IRRG�DVVLVWDQFH�EHQH¿WV�WR�EX\�QRQIRRG�LWHPV�RU�WR�SD\�RQ�FUHGLW�
balances.

,QIRUPDWLRQ�$ERXW�&DVK�DQG�)RRG�$VVLVWDQFH�%HQH¿WV

Information About Work Program Cooperation
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Information About the Lifeline Telephone Program

• For cash (Temporary Assistance for Needy Families) and food assistance, I agree that DCF may 
SURYLGH�P\�QDPH��DGGUHVV��DQG�WHOHSKRQH�QXPEHU�WR�WHOHSKRQH�FRPSDQLHV�SDUWLFLSDWLQJ�LQ�WKH�/LIHOLQH�
GDWD�PDWFK���7KH�/LIHOLQH�3URJUDP�SURYLGHV�EDVLF�WHOHSKRQH�VHUYLFH�DW�D�UHGXFHG�UDWH�

• ,�XQGHUVWDQG�WKDW�P\�LQIRUPDWLRQ�LV�FRQ¿GHQWLDO�DQG�ZLOO�RQO\�EH�XVHG�E\�WKH�SDUWLFLSDWLQJ�WHOHSKRQH�
FDUULHUV�WR�YHULI\�P\�HOLJLELOLW\�IRU�/LIHOLQH�WHOHSKRQH�DVVLVWDQFH�

• ,�XQGHUVWDQG�WKDW�WKH�/LIHOLQH�SURJUDP�LV�QRW�PDQGDWRU\�DQG�WKDW�,�ZLOO�KDYH�WR�DSSO\�IRU�WKLV�VHUYLFH�E\�
contacting my local telephone company.

• ,�XQGHUVWDQG�WKDW�QRW�DOO�WHOHSKRQH�FDUULHUV�SDUWLFLSDWH�LQ�WKH�/LIHOLQH�GDWD�PDWFK�ZLWK�'&)�DQG�WKDW�,�PD\�
have to provide proof of my household income to my local telephone company for them to determine my 
/LIHOLQH�HOLJLELOLW\�
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My signature on this application authorizes employers, child care providers, health care providers, 
¿QDQFLDO�LQVWLWXWLRQV��LQVXUDQFH�SURYLGHUV��EHQH¿W�SURYLGHUV��DQG�RWKHU�SHUVRQV�RU�DJHQFLHV�ZLWK�
knowledge of my circumstances to release to the Kansas Department for Children and Families 
�'&)��DQ\�LQIRUPDWLRQ��LQFOXGLQJ�FRQ¿GHQWLDO�DQG�KHDOWK�LQIRUPDWLRQ��QHFHVVDU\�WR�HVWDEOLVK�P\�
HOLJLELOLW\�IRU�EHQH¿WV�RU�WR�DGPLQLVWHU�DQ\�SURJUDP��LQFOXGLQJ�&KLOG�6XSSRUW�6HUYLFHV��IRU�ZKLFK�,�
applied.

I authorize DCF to share medical information for administrative purposes with other agencies and 
contractors.

I understand all information provided on this application and all information provided to DCF staff on my 
EHKDOI�LV�SURWHFWHG�E\�VWDWH�DQG�IHGHUDO�FRQ¿GHQWLDOLW\�ODZV�

7KLV�UHOHDVH�LV�YDOLG�IURP�WKH�GDWH�RI�VLJQDWXUH�VHW�RXW�EHORZ�DQG�VKDOO�UHPDLQ�YDOLG�XQWLO�UHYRNHG�LQ�ZULWLQJ�
by the undersigned.  A copy of this authorization is as valid as the original.

I certify under penalty of perjury that my answers are correct and complete to the best of my 
knowledge, including the information concerning citizenship and alien status.  I understand that 
in addition to other penalties, it is illegal to obtain, attempt to obtain, or help any other person to 
obtain, by means of a willfully false statement or representation, or by impersonation, collusion, 
or other fraudulent device, assistance to which they or I am not entitled, and this shall constitute 
WKH�FULPH�RI�WKHIW��DV�GH¿QHG�E\�.�6�$����������DQG�DPHQGPHQWV��ZKLFK�FRXOG�EH�D�IHORQ\�RIIHQVH�
SXQLVKHG�E\�RYHU����\HDUV�LPSULVRQPHQW�DQG�¿QH�RI�XS�WR�D����������

                                                                                                                         
Your Signature

                                                                                                                         
Your Spouse’s Signature or another adult in your home (Not Required)

                                                                                                                         
Signature of First Witness (if “X” is used)

                                                                                                                         
Signature of Second Witness (if “X” is used)

                                                                                                                         
Signature of Court-Appointed Guardian/Conservator (if applicable)

                                                 
Date

                                                 
Date

                                                 
Date

                                                 
Date

                                                 
Date

Permission to Release Information and Signature

Agency Use Only
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This section will not affect the assistance or services that you can receive from DCF.  

<RX�FDQ�HDVLO\�UHJLVWHU�WR�YRWH�XVLQJ�WKLV�ZHEVLWH��KWWSV���ZZZ�NGRU�RUJ�YRWHUUHJLVWUDWLRQ�

2U��'&)�FDQ�KHOS�\RX�ZLWK�WKH�YRWHU�UHJLVWUDWLRQ��:RXOG�\RX�OLNH�RXU�KHOS�LQ�UHJLVWHULQJ�WR�YRWH"
   

,I�\RX�GR�QRW�FKHFN�DQ\�ER[HV��\RX�ZLOO�EH�FRQVLGHUHG�WR�KDYH�GHFLGHG�QRW�WR�UHJLVWHU�WR�YRWH�DW�WKLV�
WLPH��7KLV�GHFLVLRQ�ZLOO�UHPDLQ�FRQ¿GHQWLDO�DQG�ZLOO�EH�XVHG�RQO\�IRU�YRWHU�UHJLVWUDWLRQ�SXUSRVHV���,I�\RX��
KDYH�DGGLWLRQDO�TXHVWLRQV�RU�QHHG�WR�UHSRUW�D�SUREOHP��\RX�PD\�FRQWDFW�\RXU�FRXQW\�HOHFWLRQV�RI¿FHU��
WKH�6HFUHWDU\�RI�6WDWH¶V�RI¿FH��RU�FDOO�����������927(���������,I�\RX�GR�UHJLVWHU�WR�YRWH��LQIRUPDWLRQ�
UHJDUGLQJ�WKH�RI¿FH�ZKHUH�WKH�DSSOLFDWLRQ�ZDV�VXEPLWWHG�ZLOO�UHPDLQ�FRQ¿GHQWLDO�DQG�EH�XVHG�RQO\�IRU�YRWHU�
registration purposes.  

If you believe that someone has interfered with your right to register or to decline to register to vote, your 
right to privacy in deciding whether to register or in applying to register to vote, or your right to choose 
\RX�RZQ�SROLWLFDO�SDUW\�RU�RWKHU�SROLWLFDO�SUHIHUHQFH��\RX�PD\�¿OH�D�FRPSODLQW�ZLWK�WKH�.DQVDV�6HFUHWDU\�RI�
State.

Kansas Voter Registration Information

Already registered where I live now.No Yes

Kansas Department for Children and Families
$SSOLFDWLRQ�IRU�%HQH¿WV�IRU�)DPLOLHV

Rights and Responsibilities - Read and Tear Off for Your Records

Processing times for your application are:
• ZLWKLQ����GD\V�IRU�FKLOG�FDUH�DQG�IRRG�DVVLVWDQFH�
• ZLWKLQ����GD\V�IRU�FDVK�DVVLVWDQFH�
,I�\RX�DUH�HOLJLEOH��EHQH¿WV�ZLOO�VWDUW�IURP�WKH�GDWH�D�VLJQHG�DSSOLFDWLRQ�LV�UHFHLYHG�LQ�WKH�'&)�RI¿FH�
<RX�PD\�EH�DEOH�WR�JHW�IRRG�DVVLVWDQFH�ZLWKLQ���FDOHQGDU�GD\V�LI�\RX�TXDOLI\���:H�ZLOO�OHW�\RX�NQRZ�LI�\RX�
qualify for this special processing.
The following information applies to all programs:

You have a responsibility to:
• SURYLGH�DOO�LQIRUPDWLRQ�QHHGHG�WR�GHWHUPLQH�\RXU�HOLJLELOLW\�
• report changes as required - we will tell you what must be reported (examples include pregnancy, birth, 

VRPHRQH�OHDYLQJ�RU�PRYLQJ�LQWR�\RXU�KRXVH��D�QHZ�MRE��FKDQJH�RI�LQFRPH��QHZ�DGGUHVV��HWF���
• turn alimony and child support payments over to DCF if you receive cash assistance, and cooperate with 

&KLOG�6XSSRUW�6HUYLFHV��&66��LI�\RX�UHFHLYH�FDVK�DVVLVWDQFH��7$1)��RU�FKLOG�FDUH�DVVLVWDQFH�
• SD\�\RXU�FKLOG�FDUH�SURYLGHU�IRU�VHUYLFHV�
• FRRSHUDWH�ZLWK�4XDOLW\�$VVXUDQFH�VWDII�LI�\RXU�FDVH�LV�UHYLHZHG��DQG
• ORRN�IRU�D�MRE�DQG�SDUWLFLSDWH�LQ�ZRUN�UHODWHG�VHUYLFHV��VWDUWLQJ�IURP�WKH�GDWH�WKDW�\RX�DSSO\�IRU�FDVK�

assistance.

Your Responsibilities

DCF has a right to: 
• use the information on this application, including the Social Security number (SSN) of each 

SHUVRQ�LQ�\RXU�KRPH��WR�GHFLGH�ZKHWKHU�\RXU�KRXVHKROG�FDQ�JHW�EHQH¿WV��:H�ZLOO�YHULI\�WKLV�
information through computer matching programs. This information will also be used to make 
VXUH�\RX�DUH�JHWWLQJ�WKH�FRUUHFW�DPRXQW�RI�EHQH¿WV���)RU�FKLOG�FDUH�DVVLVWDQFH�RQO\��661�LV�
voluntary;

• verify the alien status of applicant household members by submitting information from the 
application to the U.S. Citizenship and Immigration Service (USCIS). The information received 
PD\�DIIHFW�WKH�KRXVHKROG¶V�HOLJLELOLW\�DQG�DPRXQW�RI�EHQH¿WV�

• GHQ\�EHQH¿WV�WR�\RXU�KRXVHKROG�LI�\RX�GR�QRW�SURYLGH�UHTXHVWHG�LQIRUPDWLRQ�
• GLVFORVH�WKH�LQIRUPDWLRQ�RQ�\RXU�DSSOLFDWLRQ�WR�RWKHU�IHGHUDO�DQG�VWDWH�DJHQFLHV�IRU�RI¿FLDO�

H[DPLQDWLRQ��DQG�WR�ODZ�HQIRUFHPHQW�RI¿FLDOV�IRU�WKH�SXUSRVH�RI�DUUHVWLQJ�SHRSOH�ZKR�DUH�
running from the law. 

• refer the information on this application to federal and state agencies, as well as private claims 
agencies, for claims collection if overpayments arise against your household; 

• conduct a full investigation of your eligibility including contacting employers, child care 
providers, banks, doctors, or by visiting your home; 

• deny your application or prosecute you for fraud if you knowingly give us false information so 
you can receive assistance. 

DCF Rights

Penalties

)DPLOLHV�PD\�ORVH�EHQH¿WV�IRU�QRW�FRRSHUDWLQJ�ZLWK�WKH�IROORZLQJ�DJHQF\�SURJUDPV�

I.   Work Programs - looking for work, preparing for employment and keeping a job. (Does not  
 apply  to child care.) 
 A. For TANF, the following penalties apply for failure to cooperate with work programs  
  without good cause: 
  1st Penalty
� � <RXU�IDPLO\�ZLOO�QRW�JHW�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�IRU�D�PLQLPXP�RI���PRQWKV� 
  2nd Penalty
� � <RXU�IDPLO\�ZLOO�QRW�JHW�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�IRU�D�PLQLPXP�RI���PRQWKV� 
  3rd Penalty
� � <RXU�IDPLO\�ZLOO�QRW�JHW�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�IRU�D�PLQLPXP�RI���\HDU� 
  4th and subsequent penalties 
� � <RXU�IDPLO\�ZLOO�ORVH�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�IRU�D�SHULRG�RI����\HDUV�

   
7R�EH�UHLQVWDWHG�LQ�WKH�SURJUDP�DQG�UHVXPH�UHFHLYLQJ�\RXU�EHQH¿W��\RX�ZLOO�EH�UHTXLUHG�
to cooperate in an assigned work program activity for 2 consecutive weeks for a 1st 
penalty and for 3 consecutive weeks for a 2nd and 3rd penalty. These penalties will not 
carry forward if children in your family become adult cash recipients.
 

B. For Food Assistance, a comparable penalty as described above will be applied only  
 against the person who failed to cooperate. The rest of the food assistance  household  
� FDQ�JHW�EHQH¿WV�LI�RWKHUZLVH�HOLJLEOH��(OLJLELOLW\�ZLOO�EH�UHGHWHUPLQHG�DW�WKH�HQG�RI�WKH��
 penalty period. 

II. Child Support Services - establishing a child’s paternity and collecting child support.   
 (Does not apply to Food Assistance.)  For TANF and Child Care, the following penalties apply  
 for failure to cooperate with Child Support Services without good cause:
   1st Penalty
� � � <RXU�IDPLO\�ZLOO�QRW�JHW�7$1)�FDVK�DVVLVWDQFH�RU�FKLOG�FDUH�EHQH¿WV�IRU�D�PLQLPXP�RI����
   months. 
   2nd Penalty 
� � � <RXU�IDPLO\�ZLOO�QRW�JHW�7$1)�FDVK�DVVLVWDQFH�RU�FKLOG�FDUH�EHQH¿WV�IRU�D�PLQLPXP�RI����
   months. 
   3rd Penalty 
� � � <RXU�IDPLO\�ZLOO�QRW�JHW�7$1)�FDVK�DVVLVWDQFH�RU�FKLOG�FDUH�EHQH¿WV�IRU�D�PLQLPXP�RI����
   year. 
   4th and subsequent penalties
� � � <RXU�IDPLO\�ZLOO�ORVH�7$1)�FDVK�DVVLVWDQFH�RU�FKLOG�FDUH�EHQH¿WV�IRU�D�SHULRG�RI�����
   years. 
    
   To get your cash and/or child care reopened, you must reapply and the penalized   
   individual must cooperate with Child Support Services.

III. Fraud Penalties 
  A.   Food Assistance - Any member of your household who intentionally breaks the   
� � � IROORZLQJ�UXOHV�ZLOO�EH�GLVTXDOL¿HG�DV�VWDWHG�EHORZ�

 - 'R�QRW�OLH�RU�KLGH�LQIRUPDWLRQ�WR�JHW�EHQH¿WV�WKDW�\RXU�KRXVHKROG�VKRXOG�QRW�JHW�
 - 'R�QRW�XVH��RU�KDYH�LQ�\RXU�SRVVHVVLRQ��.DQVDV�%HQH¿WV�&DUGV�WKDW�DUH�QRW�\RXUV�
 - 'R�QRW�WUDGH�RU�VHOO�.DQVDV�%HQH¿WV�&DUGV� 

 
   If you make false or misleading statements and you are found guilty of    
� � � PLVUHSUHVHQWDWLRQ��\RX�ZLOO�QRW�EH�DEOH�WR�JHW�IRRG�DVVLVWDQFH�EHQH¿WV�

 - IRU����\HDUV�LI�\RXU�PLVUHSUHVHQWDWLRQ�ZDV�DERXW�ZKHUH�\RX�OLYH�RU�ZKR�\RX�DUH�LQ��
� RUGHU�WR�JHW�GXSOLFDWH�EHQH¿WV�
 - for 1 year if your misrepresentation was about something other than identity or  
� UHVLGHQFH�DQG�LW�LV�\RXU�¿UVW�SURJUDP�YLRODWLRQ�
 - for 2 years if your misrepresentation was about something other than identity or  

 residence and it is your second program violation;
 - ever again if your misrepresentation was about something other than identity or  

 residence and it is your third program violation.

Your food assistance eligibility will also be suspended for 2 years or permanently lost 
LI�\RX�DUH�FRQYLFWHG�RI�EX\LQJ�RU�VHOOLQJ�RYHU������ZRUWK�RI�EHQH¿WV�RU�LI�\RX�XVH�WKH�
EHQH¿WV��RU�UHFHLYH�WKHP��LQ�D�VDOH�RI�FRQWUROOHG�VXEVWDQFHV��¿UHDUPV��DPPXQLWLRQ�RU�
explosives.  In all of these cases, the remainder of your food assistance household 
FDQ�JHW�EHQH¿WV�LI�WKH\�DUH�RWKHUZLVH�HOLJLEOH��DQG�WKH�UHVW�RI�WKH�KRXVHKROG�ZLOO�VWLOO�EH�
UHVSRQVLEOH�IRU�UHSD\LQJ�WKH�DPRXQW�RI�DQ\�EHQH¿WV�RYHUSD\PHQW�WKDW�ZDV�UHFHLYHG�E\�
WKH�SHUVRQ�GLVTXDOL¿HG�

  B. TANF and Child Care - If you or any member of your TANF or Child Care household   
   intentionally break any of the following rules or are otherwise found to have committed  
   fraud (civil, criminal, or administrative), your family is permanently ineligible for TANF  
   and Child Care assistance.  A permanent fraud for TANF purposes means you also   
         cannot get Child Care and a permanent fraud for Child Care purposes means you cannot  
   get TANF.

 - 'R�QRW�OLH��PDNH�PLVOHDGLQJ�VWDWHPHQWV��RU�KLGH�LQIRUPDWLRQ�WR�JHW�EHQH¿WV�WKDW��
 your household should not get.
 - 'R�QRW�XVH��RU�KDYH�LQ�\RXU�SRVVHVVLRQ��.DQVDV�%HQH¿WV�&DUGV�WKDW�DUH�QRW�\RXUV�
 - 'R�QRW�WUDGH�RU�VHOO�.DQVDV�%HQH¿WV�&DUGV��
 - 'R�QRW�XVH�RU�WUDQVDFW�\RXU�.DQVDV�%HQH¿WV�&DUG�LQ�DQ\�OLTXRU�VWRUH��DQ\�FDVLQR��

gambling casino or gaming establishment, or any retail establishment which 
provides adult-oriented entertainment in which performers disrobe or perform in 
an unclothed state for entertainment.

 - 'R�QRW�XVH�\RXU�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�WR�EX\�DOFRKRO��FLJDUHWWHV��WREDFFR�
products or lottery tickets.

Penalties (continued)
III. Fraud Penalties 
  A.   Food Assistance - Any member of your household who intentionally breaks the   
� � � IROORZLQJ�UXOHV�ZLOO�EH�GLVTXDOL¿HG�DV�VWDWHG�EHORZ�

 - 'R�QRW�OLH�RU�KLGH�LQIRUPDWLRQ�WR�JHW�EHQH¿WV�WKDW�\RXU�KRXVHKROG�VKRXOG�QRW�JHW�
 - 'R�QRW�XVH��RU�KDYH�LQ�\RXU�SRVVHVVLRQ��.DQVDV�%HQH¿WV�&DUGV�WKDW�DUH�QRW�\RXUV�
 - 'R�QRW�WUDGH�RU�VHOO�.DQVDV�%HQH¿WV�&DUGV� 

 
   If you make false or misleading statements and you are found guilty of    
� � � PLVUHSUHVHQWDWLRQ��\RX�ZLOO�QRW�EH�DEOH�WR�JHW�IRRG�DVVLVWDQFH�EHQH¿WV�

 - IRU����\HDUV�LI�\RXU�PLVUHSUHVHQWDWLRQ�ZDV�DERXW�ZKHUH�\RX�OLYH�RU�ZKR�\RX�DUH�LQ��
� RUGHU�WR�JHW�GXSOLFDWH�EHQH¿WV�
 - for 1 year if your misrepresentation was about something other than identity or  
� UHVLGHQFH�DQG�LW�LV�\RXU�¿UVW�SURJUDP�YLRODWLRQ�
 - for 2 years if your misrepresentation was about something other than identity or  

 residence and it is your second program violation;
 - ever again if your misrepresentation was about something other than identity or  

 residence and it is your third program violation.

Your food assistance eligibility will also be suspended for 2 years or permanently lost 
LI�\RX�DUH�FRQYLFWHG�RI�EX\LQJ�RU�VHOOLQJ�RYHU������ZRUWK�RI�EHQH¿WV�RU�LI�\RX�XVH�WKH�
EHQH¿WV��RU�UHFHLYH�WKHP��LQ�D�VDOH�RI�FRQWUROOHG�VXEVWDQFHV��¿UHDUPV��DPPXQLWLRQ�RU�
explosives.  In all of these cases, the remainder of your food assistance household 
FDQ�JHW�EHQH¿WV�LI�WKH\�DUH�RWKHUZLVH�HOLJLEOH��DQG�WKH�UHVW�RI�WKH�KRXVHKROG�ZLOO�VWLOO�EH�
UHVSRQVLEOH�IRU�UHSD\LQJ�WKH�DPRXQW�RI�DQ\�EHQH¿WV�RYHUSD\PHQW�WKDW�ZDV�UHFHLYHG�E\�
WKH�SHUVRQ�GLVTXDOL¿HG�

  B. TANF and Child Care - If you or any member of your TANF or Child Care household   
   intentionally break any of the following rules or are otherwise found to have committed  
   fraud (civil, criminal, or administrative), your family is permanently ineligible for TANF  
   and Child Care assistance.  A permanent fraud for TANF purposes means you also   
         cannot get Child Care and a permanent fraud for Child Care purposes means you cannot  
   get TANF.

 - 'R�QRW�OLH��PDNH�PLVOHDGLQJ�VWDWHPHQWV��RU�KLGH�LQIRUPDWLRQ�WR�JHW�EHQH¿WV�WKDW��
 your household should not get.
 - 'R�QRW�XVH��RU�KDYH�LQ�\RXU�SRVVHVVLRQ��.DQVDV�%HQH¿WV�&DUGV�WKDW�DUH�QRW�\RXUV�
 - 'R�QRW�WUDGH�RU�VHOO�.DQVDV�%HQH¿WV�&DUGV��
 - 'R�QRW�XVH�RU�WUDQVDFW�\RXU�.DQVDV�%HQH¿WV�&DUG�LQ�DQ\�OLTXRU�VWRUH��DQ\�FDVLQR��

gambling casino or gaming establishment, or any retail establishment which 
provides adult-oriented entertainment in which performers disrobe or perform in 
an unclothed state for entertainment.

 - 'R�QRW�XVH�\RXU�7$1)�FDVK�DVVLVWDQFH�EHQH¿WV�WR�EX\�DOFRKRO��FLJDUHWWHV��WREDFFR�
products or lottery tickets.

Penalties (continued)
You have a right to:
• KDYH�DQ�LQWHUSUHWHU�SURYLGHG�DW�QR�FRVW�LI�(QJOLVK�LV�QRW�\RXU�SULPDU\�ODQJXDJH�
• KDYH�LQIRUPDWLRQ�JLYHQ�WR�'&)�NHSW�FRQ¿GHQWLDO��XQOHVV�GLUHFWO\�UHODWHG�WR�WKH�DGPLQLVWUDWLRQ�RI�'&)�
• ZLWKGUDZ�\RXU�DSSOLFDWLRQ�DW�DQ\�WLPH�
• UHTXHVW�D�IDLU�KHDULQJ�ZLWKLQ����GD\V�IRU�FDVK�DQG�FKLOG�FDUH�DVVLVWDQFH��RU�ZLWKLQ����GD\V�IRU�IRRG�

assistance if you disagree with the decision. For food assistance, you may request a fair hearing verbally 
or in writing. Your case may be presented by a household member or by a representative such as legal 
FRXQVHO��D�UHODWLYH��D�IULHQG�RU�RWKHU�VSRNHVSHUVRQ�

• NQRZ�WKDW�LI�\RX�DSSO\�IRU�IRRG�DVVLVWDQFH�EHQH¿WV��\RXU�DSSOLFDWLRQ�IRU�IRRG�DVVLVWDQFH�PD\�QRW�EH�
GHQLHG�VROHO\�EHFDXVH�EHQH¿WV�KDYH�EHHQ�GHQLHG�IRU�RWKHU�SURJUDPV�

• KDYH�\RXU�EHQH¿WV�GHWHUPLQHG�IURP�WKH�GDWH�WKLV�DSSOLFDWLRQ�LV�UHFHLYHG�E\�'&)�
• VSHFLDO�FRQVLGHUDWLRQV�DQG�FRQ¿GHQWLDO�VHUYLFHV��LI�ORRNLQJ�IRU�D�MRE�RU�SXUVXLQJ�FKLOG�VXSSRUW�SXWV�\RX�LQ�

GDQJHU�RI�GRPHVWLF�YLROHQFH�RU�VH[XDO�DVVDXOW��DQG

This institution is prohibited from discriminating on the basis of race, color, national origin, disability, age, sex 
and in some cases religion and political beliefs.  The U.S. Department of Agriculture (USDA) also prohibits 
discrimination  against its customers, employees, and applicants for employment on the bases of race, color, 
national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, 
marital status, familial or parental status, sexual orientation, or all or part of an individual’s income is derived 
from any public assistance program, or protected genetic information in employment or in any program or 
activity conducted or funded by the Department.  (Not all prohibited bases will apply to all programs and/or 
employment activities.)

,I�\RX�ZLVK�WR�¿OH�D�&LYLO�5LJKWV�SURJUDP�FRPSODLQW�RI�GLVFULPLQDWLRQ��ZLWK�86'$��FRPSOHWH�WKH��86'$�
3URJUDP�'LVFULPLQDWLRQ�&RPSODLQW�)RUP��IRXQG�RQOLQH�DW�KWWS���ZZZ�DVFU�XVGD�JRY�FRPSODLQWB¿OLQJBFXVW�
KWPO��RU�DW�DQ\�86'$�RI¿FH��RU�FDOO�����������������WR�UHTXHVW�WKH�IRUP��<RX�PD\�DOVR�ZULWH�D�OHWWHU�
containing all of the information requested in the form. Send your completed complaint form or letter to us by 
PDLO�DW�8�6��'HSDUWPHQW�RI�$JULFXOWXUH��'LUHFWRU��2I¿FH�RI�$GMXGLFDWLRQ�������,QGHSHQGHQFH�$YHQXH��6�:���
:DVKLQJWRQ��'�&��������������E\�ID[����������������RU�HPDLO�DW��SURJUDP�LQWDNH#XVGD�JRY�

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal 
5HOD\�6HUYLFH�DW�����������������RU�����������������6SDQLVK��

For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) (Food Assistance 
3URJUDP�LQ�.DQVDV��LVVXHV��SHUVRQV�VKRXOG�HLWKHU�FRQWDFW�WKH�86'$�61$3�+RWOLQH�1XPEHU�DW�����������
������ZKLFK�LV�DOVR�LQ�6SDQLVK�RU�FDOO�WKH�6WDWH�,QIRUPDWLRQ�+RWOLQH�1XPEHUV��IRXQG�RQOLQH�DW�KWWS���ZZZ�IQV�
usda.gov/snap/contact_info/hotlines.htm.

7R�¿OH�D�FRPSODLQW�RI�GLVFULPLQDWLRQ�UHJDUGLQJ�D�SURJUDP�UHFHLYLQJ�)HGHUDO�¿QDQFLDO�DVVLVWDQFH�WKURXJK�WKH�
8�6��'HSDUWPHQW�RI�+HDOWK�DQG�+XPDQ�6HUYLFHV��++6���ZULWH��++6�'LUHFWRU��2I¿FH�IRU�&LYLO�5LJKWV��5RRP�
����)������,QGHSHQGHQFH�$YHQXH��6�:���:DVKLQJWRQ��'�&��������RU�FDOO�����������������YRLFH��RU�������
����������77<���

USDA and HHS are equal opportunity providers and employers.

Your Rights

For food and/or cash assistance, we require an interview as part of the application process.  An interview 

LV�QRW�UHTXLUHG�IRU�FKLOG�FDUH��EXW�\RX�PD\�DVN�IRU�RQH��<RX�PD\�UHTXHVW�D�WHOHSKRQH�LQWHUYLHZ��,I�\RX�PLVV�
the interview, you are responsible for scheduling another one.

:H�PD\�DVN�\RX�WR�SURYLGH�VRPH�RU�DOO�RI�WKH�IROORZLQJ�LWHPV���3OHDVH�EH�UHDG\�WR�SURYLGH�WKLV�
information.

• Proof of where you live.

• Proof of age and identity.

• 3URRI�RI�FLWL]HQVKLS�IRU�WKRVH�ZKR�ZDQW�WR�UHFHLYH�EHQH¿WV�
• 3URRI�RI�QRQ�FLWL]HQ�VWDWXV�IRU�WKRVH�ZKR�ZDQW�WR�UHFHLYH�EHQH¿WV�
• Child care bills and receipts.

• Proof of child support and/or alimony paid or received in the last 3 months.

• 3URRI�RI�LQFRPH��SD\�VWXEV�IRU�WKH�ODVW����GD\V��HDUQLQJ�VWDWHPHQWV��UHQWDO�SURSHUW\�VDOHV�FRQWUDFWV��
JRYHUQPHQW�SD\PHQWV��:RUNHUV�&RPSHQVDWLRQ��SHQVLRQV��DQG�RWKHU��

• ,I�VHOI�HPSOR\HG��IHGHUDO�LQFRPH�WD[�UHWXUQV��ERRNNHHSLQJ�UHFRUGV��VDOHV��DQG�H[SHQGLWXUH�UHFRUGV�
• /LIH�LQVXUDQFH��EXULDO�SODQV��DQG�KHDOWK�LQVXUDQFH�SROLFLHV�
• Rent receipt/house payment (including insurance and property taxes). 

• Proof of medical expenses for elderly or disabled persons, such as medication, doctor bills and 

hospital bills.

• Health insurance cards and premium information.

• %DQN�VWDWHPHQWV�IRU�FKHFNLQJ�DFFRXQWV��VDYLQJV�DFFRXQWV��RU�VWRFNV�ERQGV�PXWXDO�IXQGV�
• ,I�DQ\RQH�LQ�WKH�KRPH�LV�SUHJQDQW��SURYLGH�YHUL¿FDWLRQ�RI�SUHJQDQF\�ZLWK�H[SHFWHG�GXH�GDWH�
• 2WKHU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

:H�FDQ�KHOS�\RX�JHW�UHTXLUHG�YHUL¿FDWLRQ��,I�\RX�KDYH�DQ\�TXHVWLRQV��RU�QHHG�KHOS�FRPSOHWLQJ�
WKH�DSSOLFDWLRQ��FDOO�XV�WROO�IUHH�DW����������������

Interview

Information Needed to Process Your Application

Your interview has been scheduled at:  - - - - - - - - - - - - - - - - - - - - - - - - - - - - - ->

Your interview date and time is - Date: __________________ Time:  __________

Please call for an interview appointment: ________________________________

2WKHU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Department for Children
and Families

Strong Families Make a Strong Kansas
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3HQQV\OYDQLD�$SSOLFDWLRQ�IRU�%HQHÀWV  
7KLV�LV�DQ�DSSOLFDWLRQ�IRU�FDVK��0HGLFDO�$VVLVWDQFH�DQG�61$3�EHQHÀWV��,I�\RX�QHHG�WKLV�DSSOLFDWLRQ�LQ�DQRWKHU�ODQJXDJH�RU�VRPHRQH�WR�LQWHUSUHW��SOHDVH�
FRQWDFW�\RXU�ORFDO�FRXQW\�DVVLVWDQFH�RIÀFH��/DQJXDJH�DVVLVWDQFH�ZLOO�EH�SURYLGHG�IUHH�RI�FKDUJH��

(VWD�HV�XQD�VROLFLWXG�GH�EHQHÀFLRV�GH�61$3��DVLVWHQFLD�PpGLFD�\�DVLVWHQFLD�PRQHWDULD��6L�QHFHVLWD�HVWD�VROLFLWXG�HQ�RWUR�LGLRPD�R�DOJXLHQ�SDUD�TXH�
LQWHUSUHWH��FRPXQtTXHVH�FRQ�OD�RÀFLQD�GH�DVLVWHQFLD�GH�VX�FRQGDGR��/D�D\XGD�ELOLQJ�H�VHUi�JUDWXLWD��

If you have a disability and need this application in large print or another format, please  
call our helpline at 1-800-692-7462.  

TDD Services are available at 1-800-451-5886.  

You can apply online at: www.compass.state.pa.us. 
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Family Safety: ,QIRUPDWLRQ�$ERXW�<RXU�%HQHÀWV�DQG�'RPHVWLF�9LROHQFH�
What is domestic violence? 

'RPHVWLF�YLROHQFH�KDSSHQV�ZKHQ�VRPHRQH�LQ�\RXU�OLIH�KDUPV�\RX��$EXVH�FDQ�EH�SK\VLFDO��VH[XDO�
or emotional. It includes: 

�� 3K\VLFDOO\�KXUWLQJ�\RX�RU�\RXU�FKLOGUHQ�
�� 7KUHDWHQLQJ�RU�WU\LQJ�WR�KXUW�\RX��\RXU�FKLOGUHQ�RU�\RXU�SURSHUW\�
�� )RUFLQJ�\RX�WR�KDYH�VH[�
�� 6H[XDOO\�DEXVLQJ�\RXU�FKLOGUHQ�
�� &RQWUROOLQJ�ZKHUH�\RX�JR�DQG�ZKR�\RX�VHH�
�� 1RW�DOORZLQJ�\RX�RU�\RXU�FKLOGUHQ�WR�KDYH�IRRG��FORWKLQJ�RU�PHGLFDO�FDUH�
�� .HHSLQJ�\RX�IURP�JRLQJ�WR�ZRUN�RU�VFKRRO�
�� )ROORZLQJ�RU�VWDONLQJ�\RX�

How can we help? 

,I�\RX�RU�\RXU�FKLOGUHQ�DUH�RU�KDYH�EHHQ�YLFWLPV�RI�GRPHVWLF�YLROHQFH��RU�DUH�DW�ULVN�RI�IXUWKHU�
YLROHQFH��\RXU�FDVHZRUNHU�FDQ��

�  Talk�WR�\RX�LI�\RX�ZDQW�WR�WDON��<RX�FDQ�DVN�WR�WDON�LQ�SULYDWH��<RXU�FDVHZRUNHU�DQG�WKH�VWDII�
ZLOO�NHHS�\RXU�SHUVRQDO�LQIRUPDWLRQ�FRQÀGHQWLDO��+RZHYHU��WKH�ODZ�VD\V�WKDW�WKH�'HSDUWPHQW�RI�
3XEOLF�:HOIDUH�PXVW�UHSRUW�FKLOG�DEXVH�WR�WKH�&KLOGUHQ�DQG�<RXWK�$JHQF\�

�  Help�\RX�ÀQG�ORFDO�SURJUDPV�ZKHUH�\RX�FDQ�JHW�counseling, safety planning, shelter, legal 
services and other help 

�  Help�\RX�XQGHUVWDQG�WKH�UXOHV�IRU�DSSO\LQJ�IRU�FDVK�DVVLVWDQFH��DQG�KRZ�WKH\�DIIHFW�\RX�LI�\RX�DSSO\��

)RU�PRUH�LQIRUPDWLRQ�DERXW�FULVLV�LQWHUYHQWLRQ��FRXQVHOLQJ��DFFRPSDQLPHQW�WR�SROLFH��PHGLFDO�DQG�
court facilities, temporary emergency shelter, and prevention and education programs, call: 

The Pennsylvania Coalition Against Domestic Violence 

1­800­932­4632 (in PA)  303­839­1852 (National) 

JobGateway - Important Information 

-RE*DWHZD\�LV�DQ�LQLWLDWLYH�RI�WKH�3HQQV\OYDQLD�'HSDUWPHQW�RI�/DERU�DQG�,QGXVWU\�WR�FRQQHFW�3HQQV\OYDQLD�MRE�VHHNHUV�
DQG�SRWHQWLDO�HPSOR\HUV��LQ�VXSSRUW�RI�WKH�GHSDUWPHQW·V�PLVVLRQ�WR�LPSURYH�WKH�TXDOLW\�RI�OLIH�DQG�HFRQRPLF�VHFXULW\�IRU�
3HQQV\OYDQLD�ZRUNHUV�DQG�EXVLQHVVHV��7KH�/DERU�DQG�,QGXVWU\�VWDII�LV�NQRZOHGJHDEOH�DERXW�FXUUHQW�ODERU�PDUNHW�FRQGLWLRQV�
DQG�FDQ�SURYLGH�\RX�ZLWK�LQIRUPDWLRQ�DQG�UHVRXUFHV�WR�PHHW�\RXU�MRE�VHDUFK�QHHGV��

$OO�FOLHQWV�PD\�XVH�-RE*DWHZD\��Please note that if you are applying for TANF (Temporary Assistance for Needy 
)DPLOLHV��FDVK�EHQHÀWV�DQG�\RX�DUH����RU�ROGHU��\RX�DUH�UHTXLUHG�WR�DSSO\�IRU�DW�OHDVW�WKUHH�MREV�SHU�ZHHN�ZKLOH�WKH�
application is pending, unless: 

�� <RX�DUH�DOUHDG\�ZRUNLQJ����KRXUV�SHU�ZHHN��RU�

�� <RX�KDYH�YHULÀHG�\RX�DUH�H[HPSW�IURP�ZRUN�UHTXLUHPHQWV��RU�

�� <RX�KDYH�HVWDEOLVKHG�JRRG�FDXVH�WR�QRW�PHHW�ZRUN�UHTXLUHPHQWV��

<RXU�FDVHZRUNHU�ZLOO�SURYLGH�GHWDLOV�RI�KRZ�WR�YHULI\�FRPSOLDQFH�ZLWK�WKH�MRE�VHDUFK�UHTXLUHPHQWV�EXW�LW�LV�VWURQJO\�
UHFRPPHQGHG�WKDW�\RX�UHJLVWHU�ZLWK�-RE*DWHZD\�WR�JHW�VWDUWHG��<RX�FDQ�ÀQG�WKHP�DW�ZZZ�MREJDWHZD\�SD�JRY�. 
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Pennsylvania receives information from other state and federal agencies to verify the information you give them. 
,I�\RX�PLVUHSUHVHQW��KLGH�RU�ZLWKKROG�IDFWV�ZKLFK�PD\�DIIHFW�\RXU�HOLJLELOLW\�IRU�EHQHÀWV��\RX�PD\�EH�UHTXLUHG�WR�
UHSD\�\RXU�EHQHÀWV�DQG�\RX�PD\�EH�SURVHFXWHG�DQG�GLVTXDOLÀHG�IURP�UHFHLYLQJ�FHUWDLQ�IXWXUH�EHQHÀWV��

You can apply online at: www.compass.state.pa.us. 

It’s easy to apply! 
1.  Fill out this form. 
2.  Sign and date it on page 1 and page 14 
3.  Bring or mail your form to your county 

DVVLVWDQFH�RIÀFH��&$2���

What do you want to apply for? 
&DVK�DVVLVWDQFH� +HDOWK�FDUH�FRYHUDJH�

SelectPlan for Women (family planning/birth control) 

SNAP (Supplemental Nutrition Assistance Program) 

Are you interested in any other services? 
3XW�D�FKHFN�LQ�WKH�ER[�LI�\RX�DUH�LQWHUHVWHG�LQ�DQ\�RI�WKHVH�RWKHU�VHUYLFHV��

Supplemental Security Income (SSI)  :HOO�%DE\�&OLQLF� &KLOG�FDUH�

Intellectual disability services  Immunizations (shots)  +HDG�6WDUW��IRU�FKLOGUHQ�DJHV���WR����

/,+($3��HQHUJ\�DVVLVWDQFH�� 9HWHUDQV·�VHUYLFHV� &KLOG�VXSSRUW�VHUYLFHV�

)RRG�EDQNV� Employment and training  )DPLO\�SODQQLQJ�ELUWK�FRQWURO�

School meals (free or reduced cost)  9RFDWLRQDO�UHKDELOLWDWLRQ� /LIHOLQH��UHGXFHG�FRVW�SKRQH�VHUYLFH��

/RQJ�7HUP�&DUH��QXUVLQJ�KRPH�FDUH�� +RXVLQJ�DVVLVWDQFH� :,&��:RPHQ��,QIDQWV�DQG�&KLOGUHQ��

+RPH�DQG�&RPPXQLW\�%DVHG�6HUYLFHV��:DLYHU�6HUYLFHV��

6SHFLDO�DOORZDQFHV�IRU�HPSOR\PHQW�DQG�WUDLQLQJ�VXFK�DV�WRROV������������ 2WKHU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

Questions? &DOO�\RXU�&$2�RU�RXU�&86720(5�6(59,&(�&(17(5�DW����������������  
:H�DUH�KHUH�WR�KHOS�\RX��&DOO�0RQGD\�WKUX�)ULGD\������D�P��WR���S�P�  

TTY/TDD 1­800­451­5886 

Medical Providers Use Only 
3529,'(5�1$0(� 3529,'(5�180%(5� (0(5*(1&<�

CAO Use Only 
$33/,&$7,21�5(*,675$7,21�180%(5� &$6(/2$'� &2817<� ',675,&7� 5(&25'�180%(5� DATE STAMP 

PA 600   1/14

�

�

�

Quick SNAP! 

*HW�61$3�%HQHÀWV�1RZ��
�� 'RHV�\RXU�KRXVHKROG�KDYH������RU�OHVV�LQ�DYDLODEOH�FDVK�DQG�EDQN�DFFRXQWV�DQG�H[SHFW�WR�

receive less than $150 in income this month? 

�� $UH�\RX�D�PLJUDQW�RU�VHDVRQDO�IDUP�ZRUNHU"�

�� $UH�\RXU�PRQWKO\�JURVV�LQFRPH�DQG�FDVK�DQG�EDQN�DFFRXQWV�OHVV�WKDQ�\RXU�UHQW�PRUWJDJH�DQG�
utility costs for this month? 

,I�WKH�DQVZHU�WR�DQ\�RI�WKHVH�TXHVWLRQV�LV�\HV��\RX�PD\�KDYH�D�ULJKW�WR�H[SHGLWHG�61$3�EHQHÀWV��
7KLV�PHDQV�\RX�FDQ�JHW�61$3�EHQHÀWV�ZLWKLQ�ÀYH�FDOHQGDU�GD\V��$VN�IRU�PRUH�LQIRUPDWLRQ�E\�
FRQWDFWLQJ�WKH�ORFDO�&$2��

)LOH�\RXU�61$3�EHQHÀWV�DSSOLFDWLRQ�WRGD\��
,W�LV�\RXU�ULJKW�WR�ÀOH�DQ�DSSOLFDWLRQ�WRGD\�DW�DQ\�WLPH�EHIRUH���S�P��7KH�SHUVRQ�DW�WKH�&$2�VKRXOG�GDWH�
VWDPS�\RXU�DSSOLFDWLRQ�ZKLOH�\RX�ZDWFK��

,I�\RX�DUH�GHQLHG�H[SHGLWHG�61$3�EHQHÀWV��\RX�KDYH�WKH�ULJKW�WR�DQ�DJHQF\�FRQIHUHQFH�ZLWKLQ�WZR�
ZRUNLQJ�GD\V�ZLWK�D�VXSHUYLVRU�DW�WKH�&$2��,I�\RX�EHOLHYH�\RX�DUH�EHLQJ�GHQLHG�\RXU�ULJKWV�RU�VHUYLFHV��
RU�LI�WKH�&$2�GRHV�QRW�WDNH�\RXU�DSSOLFDWLRQ�ZKHQ�\RX�KDQG�LW�LQ�DQG�GDWH�VWDPS�LW�ZKLOH�\RX�ZDWFK��
DVN�WR�WDON�ZLWK�D�VXSHUYLVRU�RU�FDOO�WKH�+HOSOLQH�WROO�IUHH�DW�����������������You can get free legal 
KHOS�DW�WKH�ORFDO�OHJDO�VHUYLFHV�RIÀFH��

7KLV�LV�DQ�HTXDO�RSSRUWXQLW\�SURJUDP� If you believe you have been discriminated against because of 
UDFH��FRORU��QDWLRQDO�RULJLQ��DJH��VH[��GLVDELOLW\��SROLWLFDO�EHOLHIV�RU�UHOLJLRQ��ZULWH��

86'$��'LUHFWRU��2IÀFH�RI�&LYLO�5LJKWV�
5RRP�����:��:KLWWHQ�%XLOGLQJ�
1400 Independence Avenue, SW 
Washington, DC 20250-9410 

or call �����������������,QGLYLGXDOV�ZKR�DUH�GHDI��KDUG�RI�KHDULQJ�RU�KDYH�VSHHFK�GLVDELOLWLHV�DQG�ZLVK�
WR�FRPPXQLFDWH�ZLWK�WKH�2IÀFH�RI�&LYLO�5LJKWV��PD\�FDOO�WKH�)HGHUDO�5HOD\�6HUYLFH�DW����������������
(English) or (800) 845­6136 (Spanish). 
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What language do you prefer?  English  Spanish �2WKHU��VSHFLI\�� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

¢4Xp�LGLRPD�SUHÀHUH�XVWHG" �,QJOpV  Espãnol �2WUR��HVSHFLÀTXH�� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

Go paperless! :RXOG�\RX�OLNH�WR�UHFHLYH�\RXU�QRWLFHV�RQOLQH"�
Go to ZZZ�FRPSDVV�VWDWH�SD�XV�DQG�HQUROO�RQ�\RXU�0\�&203$66�$FFRXQW��

�� :H�FDQ�VWDUW�\RXU�DSSOLFDWLRQ�DV�VRRQ�DV�\RX�ZULWH�\RXU�QDPH�DQG�DGGUHVV��DQG�VLJQ�WKLV�DSSOLFDWLRQ��

�� :H�HQFRXUDJH�\RX�WR�DQVZHU�DV�PDQ\�TXHVWLRQV�DV�\RX�FDQ�XQOHVV�WKH�LQVWUXFWLRQV�WHOO�\RX�WKDW�\RX�FDQ�FKRRVH�QRW�WR�DQVZHU��7KH�PRUH�
FRPSOHWH�LQIRUPDWLRQ�ZH�KDYH��WKH�IDVWHU�ZH�FDQ�SURFHVV�\RXU�DSSOLFDWLRQ��

�� ,I�\RX�DUH�HOLJLEOH��61$3�EHQHÀWV�VWDUW�IURP�WKH�GDWH�ZH�UHFHLYH�\RXU�DSSOLFDWLRQ��:H�ZLOO�WHOO�\RX�ZLWKLQ����GD\V�LI�\RX�DUH�HOLJLEOH�RU�QRW��

,03257$17��$OO�SHUVRQV�DSSO\LQJ�PXVW�SURYLGH�RU�DSSO\�IRU�D�6RFLDO�6HFXULW\�QXPEHU��661��DQG�DQVZHU�FLWL]HQVKLS�TXHVWLRQV��
3URYLGLQJ�DQ�661�LV�RSWLRQDO�IRU�SHUVRQV�QRW�DSSO\LQJ�IRU�EHQHÀWV��EXW�SURYLGLQJ�LW�FDQ�VSHHG�XS�WKH�DSSOLFDWLRQ�SURFHVV��:H�XVH�661V�
WR�FKHFN�LQFRPH�DQG�RWKHU�LQIRUPDWLRQ�WR�VHH�ZKR�LV�HOLJLEOH�IRU�KHOS�ZLWK�KHDOWK�FDUH�FRYHUDJH�FRVWV��,I�VRPHRQH�ZDQWV�KHOS�JHWWLQJ�DQ�
661��FDOO����������������RU�YLVLW�ZZZ�VRFLDOVHFXULW\�JRY��77<�XVHUV�VKRXOG�FDOO�����������������

Note: If you are applying for Emergency Medical Services only, you do not need to provide or apply for an SSN. 

Tell us about you, the applicant: :H�ZLOO�QHHG�WR�FRQWDFW�DQ�DGXOW�SDUHQW�FDUHWDNHU��
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[���-U��6U��HWF����

+RPH�DGGUHVV��,QFOXGH�VWUHHW��DSW��QXPEHU��FLW\��VWDWH�	�]LS�FRGH����

School district:  7RZQVKLS�RU�PXQLFLSDOLW\�� +RZ�ORQJ�KDYH�\RX�OLYHG�DW�WKLV�DGGUHVV"�

Phone number: 

(  ) 
Phone type:

�+RPH� �:RUN���� &HOO�

Second phone number: 

(  ) 
Phone type:

�+RPH� �:RUN���� &HOO�

&KHFN�KHUH�LI�\RX�GR�QRW�KDYH�D�KRPH�DGGUHVV��
You still need to give a mailing address. 

Mailing address (if different from home address): 

Quick SNAP: <RX�PD\�EH�DEOH�WR�JHW�61$3�ZLWKLQ���GD\V��$QVZHU�WKHVH�TXHVWLRQV��WKHQ�VLJQ�WKLV�DSSOLFDWLRQ�DQG�JLYH�LW�
WR�\RXU�&$2�E\���S�P��WRGD\��<RXU�&$2�ZLOO�VHW�XS�DQ�LQWHUYLHZ�ZLWK�\RX��
Total monthly income, for you and anyone 
ZKR�LV�DSSO\LQJ��before�WD[HV�DUH�WDNHQ�RXW��

$ 

Are you, or anyone you are applying 
IRU��JHWWLQJ�61$3�QRZ"

 Yes    No 

Do you pay for utilities other than telephone?      Yes    No 
,I�\HV��ZKLFK�XWLOLWLHV"�

Total resources (resources are money in cash, 
FKHFNLQJ�DQG�VDYLQJV�DFFRXQWV���

$ 

Do you pay for telephone services?

 Yes    No 

Are you, or anyone you are applying for, a seasonal or migrant farm 
ZRUNHU"�

 Yes    No 

Total monthly rent or mortgage for you and 
DQ\RQH�ZKR�LV�DSSO\LQJ��

$ 

Do you pay for heating or cooling 
costs?

 Yes    No 

Do you, or anyone you are applying for, live in a shelter for abused 
DQG�EDWWHUHG�ZRPHQ�DQG�FKLOGUHQ"

 Yes    No 

Sign here: 

Your signature or your representative’s signature  Date 

Getting Started 
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7HOO�XV�DERXW�SHRSOH�LQ�\RXU�KRPH�DQG�SHRSOH�OLVWHG�RQ�\RXU�WD[�UHWXUQ��
:H�QHHG�WR�JDWKHU�LQIRUPDWLRQ�DERXW�HYHU\RQH�ZKR�OLYHV�DW�\RXU�DGGUHVV��HYHQ�LI�WKH\�DUH�QRW�DSSO\LQJ�IRU�EHQHÀWV��For health care, cash 
DVVLVWDQFH��DQG�6HOHFW3ODQ�IRU�:RPHQ�DSSOLFDQWV��EH�VXUH�WR�LQFOXGH�DQ\RQH�RQ�\RXU�IHGHUDO�LQFRPH�WD[�UHWXUQ��HYHQ�LI�WKH\�GR�QRW�OLYH�
with you. 

Note:�<RX�GR�QRW�QHHG�WR�ÀOH�D�WD[�UHWXUQ�WR�JHW�EHQHÀWV��

Person 1  (Start with yourself) 
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[�-U��6U��HWF��� Are you applying for yourself?

 Yes    No 

Social Security number: 

Birth date (MM/DD/YY):  6H[

 M  )�

Driver’s license or state ID no.:  Marital 
Status

  Single  Separated  Married

  Divorced �:LGRZHG�

Are you in school?

 Yes    No 

If yes,�ZKDW�JUDGH"� Name of school: 
)XOO�WLPH�VWXGHQW"�����  Yes     No 

Are you pregnant?

 Yes    No 

If yes, due date?  +RZ�PDQ\�EDELHV�DUH�H[SHFWHG"�

$UH�\RX�D�8�6��FLWL]HQ�RU�QDWLRQDO"�������  Yes    No 

If you are not a U.S. 
citizen or national, 
DQVZHU�WKH�IROORZLQJ�
TXHVWLRQV��

Do you have eligible 
immigration status?  Yes 

If yes,�ÀOO�LQ�WKH�
document type 
and ID number: 

Document type:  Document ID number: 

Do you have a sponsor?       Yes    No  +DYH�\RX�OLYHG�LQ�WKH�8�6��VLQFH�����"�����  Yes    No 

5$&(��2SWLRQDO��
�&KHFN�DOO�WKDW�DSSO\�

�%ODFN�RU�$IULFDQ�$PHULFDQ  Asian �1DWLYH�+DZDLLDQ�RU�3DFLÀF�,VODQGHU

�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6HH�$SSHQGL[�$�  White �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

(7+1,&,7<��2SWLRQDO� �+LVSDQLF�RU�/DWLQR �1RQ�+LVSDQLF�RU�/DWLQR�

Person 2 
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[�-U��6U��HWF��� Are you applying for this person?

 Yes    No 

Social Security number: 

Birth date (MM/DD/YY):  6H[

 M  )�

Driver’s license or state ID no.:  Marital 
Status

  Single  Separated  Married

  Divorced �:LGRZHG�

+RZ�LV�WKLV�SHUVRQ�UHODWHG�WR�\RX"  Spouse ��&KLOG   Stepchild  Not Related �2WKHU�
'RHV�WKLV�SHUVRQ�OLYH�ZLWK�\RX"

 Yes    No 

Is this person in school?

 Yes    No 

If yes,�ZKDW�JUDGH"� Name of school: 
)XOO�WLPH�VWXGHQW"�����  Yes     No 

Is this person pregnant?

 Yes    No 

If yes, due date?  +RZ�PDQ\�EDELHV�DUH�H[SHFWHG"�

,V�WKLV�SHUVRQ�D�8�6��FLWL]HQ�RU�QDWLRQDO"�������  Yes    No 

If this person is not 
a U.S. citizen or 
national, DQVZHU�WKH�
IROORZLQJ�TXHVWLRQV��

Does this person have 
eligible immigration 
status?

 Yes 
If yes,�ÀOO�LQ�WKH�
document type 
and ID number: 

Document type:  Document ID number: 

Does this person have a sponsor?       Yes    No  +DV�WKLV�SHUVRQ�OLYHG�LQ�WKH�8�6��VLQFH�����"��  Yes    No 

5$&(��2SWLRQDO��
�&KHFN�DOO�WKDW�DSSO\�

�%ODFN�RU�$IULFDQ�$PHULFDQ  Asian �1DWLYH�+DZDLLDQ�RU�3DFLÀF�,VODQGHU

�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6HH�$SSHQGL[�$�  White �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

(7+1,&,7<��2SWLRQDO� �+LVSDQLF�RU�/DWLQR �1RQ�+LVSDQLF�RU�/DWLQR�
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$SSOLFDWLRQ�IRU�%HQHÀWV

3HUVRQ���
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[�-U��6U��HWF��� Are you applying for this person?

 Yes    No 

Social Security number: 

Birth date (MM/DD/YY):  6H[

 M  )�

Driver’s license or state ID no.:  Marital 
Status

  Single  Separated  Married

  Divorced �:LGRZHG�

+RZ�LV�WKLV�SHUVRQ�UHODWHG�WR�\RX"  Spouse ��&KLOG   Stepchild  Not Related �2WKHU�
'RHV�WKLV�SHUVRQ�OLYH�ZLWK�\RX"

 Yes    No 

Is this person in school?

 Yes    No 

If yes,�ZKDW�JUDGH"� Name of school: 
)XOO�WLPH�VWXGHQW"�����  Yes     No 

Is this person pregnant?

 Yes    No 

If yes, due date?  +RZ�PDQ\�EDELHV�DUH�H[SHFWHG"�

,V�WKLV�SHUVRQ�D�8�6��FLWL]HQ�RU�QDWLRQDO"�������  Yes    No 

If this person is not 
a U.S. citizen or 
national, DQVZHU�WKH�
IROORZLQJ�TXHVWLRQV��

Does this person have 
eligible immigration 
status?

 Yes 
If yes,�ÀOO�LQ�WKH�
document type 
and ID number: 

Document type:  Document ID number: 

Does this person have a sponsor?       Yes    No  +DV�WKLV�SHUVRQ�OLYHG�LQ�WKH�8�6��VLQFH�����"��  Yes    No 

5$&(��2SWLRQDO��
�&KHFN�DOO�WKDW�DSSO\�

�%ODFN�RU�$IULFDQ�$PHULFDQ  Asian �1DWLYH�+DZDLLDQ�RU�3DFLÀF�,VODQGHU

�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6HH�$SSHQGL[�$�  White �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

(7+1,&,7<��2SWLRQDO� �+LVSDQLF�RU�/DWLQR �1RQ�+LVSDQLF�RU�/DWLQR�

Person 4 
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[�-U��6U��HWF��� Are you applying for this person?

 Yes    No 

Social Security number: 

Birth date (MM/DD/YY):  6H[

 M  )�

Driver’s license or state ID no.:  Marital 
Status

  Single  Separated  Married

  Divorced �:LGRZHG�

+RZ�LV�WKLV�SHUVRQ�UHODWHG�WR�\RX"  Spouse ��&KLOG   Stepchild  Not Related �2WKHU�
'RHV�WKLV�SHUVRQ�OLYH�ZLWK�\RX"

 Yes    No 

Is this person in school?

 Yes    No 

If yes,�ZKDW�JUDGH"� Name of school: 
)XOO�WLPH�VWXGHQW"�����  Yes     No 

Is this person pregnant?

 Yes    No 

If yes, due date?  +RZ�PDQ\�EDELHV�DUH�H[SHFWHG"�

,V�WKLV�SHUVRQ�D�8�6��FLWL]HQ�RU�QDWLRQDO"�������  Yes    No 

If this person is not 
a U.S. citizen or 
national, DQVZHU�WKH�
IROORZLQJ�TXHVWLRQV��

Does this person have 
eligible immigration 
status?

 Yes 
If yes,�ÀOO�LQ�WKH�
document type 
and ID number: 

Document type:  Document ID number: 

Does this person have a sponsor?       Yes    No  +DV�WKLV�SHUVRQ�OLYHG�LQ�WKH�8�6��VLQFH�����"��  Yes    No 

5$&(��2SWLRQDO��
�&KHFN�DOO�WKDW�DSSO\�

�%ODFN�RU�$IULFDQ�$PHULFDQ  Asian �1DWLYH�+DZDLLDQ�RU�3DFLÀF�,VODQGHU

�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6HH�$SSHQGL[�$�  White �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

(7+1,&,7<��2SWLRQDO� �+LVSDQLF�RU�/DWLQR �1RQ�+LVSDQLF�RU�/DWLQR�
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Person 5 
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[�-U��6U��HWF��� Are you applying for this person?

 Yes    No 

Social Security number: 

Birth date (MM/DD/YY):  6H[

 M  )�

Driver’s license or state ID no.:  Marital 
Status

  Single  Separated  Married

  Divorced �:LGRZHG�

+RZ�LV�WKLV�SHUVRQ�UHODWHG�WR�\RX"  Spouse ��&KLOG   Stepchild  Not Related �2WKHU�
'RHV�WKLV�SHUVRQ�OLYH�ZLWK�\RX"

 Yes    No 

Is this person in school?

 Yes    No 

If yes,�ZKDW�JUDGH"� Name of school: 
)XOO�WLPH�VWXGHQW"�����  Yes     No 

Is this person pregnant?

 Yes    No 

If yes, due date?  +RZ�PDQ\�EDELHV�DUH�H[SHFWHG"�

,V�WKLV�SHUVRQ�D�8�6��FLWL]HQ�RU�QDWLRQDO"�������  Yes    No 

If this person is not 
a U.S. citizen or 
national, DQVZHU�WKH�
IROORZLQJ�TXHVWLRQV��

Does this person have 
eligible immigration 
status?

 Yes 
If yes,�ÀOO�LQ�WKH�
document type 
and ID number: 

Document type:  Document ID number: 

Does this person have a sponsor?       Yes    No  +DV�WKLV�SHUVRQ�OLYHG�LQ�WKH�8�6��VLQFH�����"��  Yes    No 

5$&(��2SWLRQDO��
�&KHFN�DOO�WKDW�DSSO\�

�%ODFN�RU�$IULFDQ�$PHULFDQ  Asian �1DWLYH�+DZDLLDQ�RU�3DFLÀF�,VODQGHU

�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6HH�$SSHQGL[�$�  White �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

(7+1,&,7<��2SWLRQDO� �+LVSDQLF�RU�/DWLQR �1RQ�+LVSDQLF�RU�/DWLQR�

Person 6 
1DPH��,QFOXGH�ÀUVW��PLGGOH�LQLWLDO��ODVW��VXIÀ[�-U��6U��HWF��� Are you applying for this person?

 Yes    No 

Social Security number: 

Birth date (MM/DD/YY):  6H[

 M  )�

Driver’s license or state ID no.:  Marital 
Status

  Single  Separated  Married

  Divorced �:LGRZHG�

+RZ�LV�WKLV�SHUVRQ�UHODWHG�WR�\RX"  Spouse ��&KLOG   Stepchild  Not Related �2WKHU�
'RHV�WKLV�SHUVRQ�OLYH�ZLWK�\RX"

 Yes    No 

Is this person in school?

 Yes    No 

If yes,�ZKDW�JUDGH"� Name of school: 
)XOO�WLPH�VWXGHQW"�����  Yes     No 

Is this person pregnant?

 Yes    No 

If yes, due date?  +RZ�PDQ\�EDELHV�DUH�H[SHFWHG"�

,V�WKLV�SHUVRQ�D�8�6��FLWL]HQ�RU�QDWLRQDO"�������  Yes    No 

If this person is not 
a U.S. citizen or 
national, DQVZHU�WKH�
IROORZLQJ�TXHVWLRQV��

Does this person have 
eligible immigration 
status?

 Yes 
If yes,�ÀOO�LQ�WKH�
document type 
and ID number: 

Document type:  Document ID number: 

Does this person have a sponsor?       Yes    No  +DV�WKLV�SHUVRQ�OLYHG�LQ�WKH�8�6��VLQFH�����"��  Yes    No 

5$&(��2SWLRQDO��
�&KHFN�DOO�WKDW�DSSO\�

�%ODFN�RU�$IULFDQ�$PHULFDQ  Asian �1DWLYH�+DZDLLDQ�RU�3DFLÀF�,VODQGHU

�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6HH�$SSHQGL[�$�  White �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

(7+1,&,7<��2SWLRQDO� �+LVSDQLF�RU�/DWLQR �1RQ�+LVSDQLF�RU�/DWLQR�

Ask your CAO for another page like this if you need to tell us about more people who live in your home. 
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2WKHU�TXHVWLRQV�DERXW�SHRSOH�LQ�\RXU�KRPH��
3OHDVH�DQVZHU�WKHVH�TXHVWLRQV�DERXW�you or anyone in your home�ZKR�LV�DSSO\LQJ�IRU�EHQHÀWV��

Does anyone get cash assistance, Medical 
$VVLVWDQFH�RU�61$3�LQ�DQRWKHU�VWDWH�QRZ"  Yes   No 

If yes,�ZKDW�VWDWH�DQG�FRXQW\"�

+DYH�\RX�RU�DQ\RQH�LQ�\RXU�KRXVHKROG�EHHQ�
GLVTXDOLÀHG�RU�DJUHHG�WR�EH�GLVTXDOLÀHG�IRU�IRRG�
VWDPSV�RU�61$3�EHQHÀWV�LQ�DQRWKHU�VWDWH"

 Yes   No 
If yes,�WHOO�XV�ZKR��

+DV�DQ\RQH�HYHU�DSSOLHG�IRU�DQ\�EHQHÀWV�XVLQJ�D�
different name or Social Security number?  Yes   No 

If yes, please tell us the name and Social Security number: 

,V�DQ\RQH�LQ�WKH�8�6��PLOLWDU\��RU�KDV�DQ\RQH�EHHQ�
LQ�WKH�8�6��PLOLWDU\"  Yes   No 

,V�DQ\RQH�D�ZLGRZ��VSRXVH��RU�FKLOG��XQGHU�DJH�����RI�DQ\RQH�LQ�WKH�
8�6��PLOLWDU\��RU�DQ\RQH�ZKR�KDV�EHHQ�LQ�WKH�8�6��PLOLWDU\"  Yes     No 

Was anyone in foster care at age 18 or older?  Yes   No 
If yes, ZKR"�

Did the foster care end due to age?  Yes   No 
If yes,�DW�ZKDW�DJH"�
,Q�ZKDW�VWDWH"�

Age:  State: 

Is anyone disabled, seriously ill, or in need of 
medical attention?  Yes   No 

If yes, ZKR"� What is the disability? 

Does anyone live in a medical or long term care facility or have a physical, mental or emotional health condition that causes limitations 
LQ�DFWLYLWLHV��OLNH�EDWKLQJ��GUHVVLQJ��GDLO\�FKRUHV��HWF��"  Yes     No 

Does anyone have paid or unpaid medical bills this month or the 
last three months?  Yes     No  +DV�DQ\RQH�EHHQ�D�YLFWLP�RI�GRPHVWLF�DEXVH"  Yes     No 

Does anyone have a medical condition that 
UHTXLUHV�KHDOWK�VXVWDLQLQJ�PHGLFDWLRQ"  Yes   No 

If yes,�ZKR"�

Is anyone in treatment for drug or alcohol abuse?  Yes   No 
If yes,�ZKR"�

Absent relatives:  This section is for cash applicants. 
,I�DQ\RQH�LV�DSSO\LQJ�IRU�D�FKLOG�ZKR�KDV�SDUHQWV�QRW�OLYLQJ�LQ�\RXU�KRPH�RU�LI�DQ\RQH�DSSO\LQJ�KDV�D�VSRXVH�QRW�OLYLQJ�LQ�\RXU�KRPH��SOHDVH�DQVZHU�WKHVH�TXHVWLRQV��

Name of person with an absent relative: Name of absent relative: Absent relative is a:

 Parent     Spouse 

Name of person with an absent relative: Name of absent relative: Absent relative is a:

 Parent     Spouse 

If you are applying for cash assistance, you must name the parents of any minor children and help the Domestic Relations Section (DRS) collect 
support by providing the information they need. If you do not help the DRS by providing the information needed and do not have a good reason for 
QRW�KHOSLQJ��DQ\�FDVK�DVVLVWDQFH�DPRXQW�IRU�ZKLFK�\RX�DUH�DSSURYHG�ZLOO�EH�ORZHUHG�E\�DW�OHDVW����SHUFHQW��

,I�DSSURYHG�IRU�FDVK�DVVLVWDQFH��\RX�PXVW�JLYH�WKH�GHSDUWPHQW�DQG�'56�WKH�ULJKW�WR�FROOHFW�FDVK�IRU�\RX�DQG�RWKHUV�IRU�ZKRP�\RX�DUH�DSSO\LQJ��7KH�
ODZ�VD\V�WKDW�VXSSRUW�ULJKWV�ZLOO�EH�DVVLJQHG�WR�WKH�VWDWH�LI�\RX�DFFHSW�FDVK�DVVLVWDQFH��

&ULPLQDO�KLVWRU\�LQTXLU\���,I�\RX�DUH�DSSO\LQJ�RQO\�IRU�KHDOWK�FDUH��DQVZHU�WKH�ÀUVW�TXHVWLRQ�DQG�VNLS�WKH�UHVW��<RX�
GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�6HOHFW3ODQ�IRU�:RPHQ��

3OHDVH�DQVZHU�WKH�IROORZLQJ�TXHVWLRQV�IRU�\RXUVHOI�DQG�DQ\RQH�HOVH�IRU�ZKRP�\RX�DUH�DSSO\LQJ��

'RHV�DQ\RQH�KDYH�D�VXPPRQV�RU�ZDUUDQW�WR�DSSHDU�DV�D�GHIHQGDQW�DW�D�FULPLQDO�
court proceeding?  Yes     No 

If yes,�ZKR"�

'RHV�DQ\RQH�RZH�ÀQHV��FRVWV�RU�UHVWLWXWLRQ�IRU�D�IHORQ\�RU�PLVGHPHDQRU�RIIHQVH"  Yes     No 
If yes,�ZKR"�

'RHV�DQ\RQH�KDYH�D�SD\PHQW�SODQ�IRU�ÀQHV�DQG�FRVWV"  Yes     No 
If yes,�ZKR"�

Is anyone on probation or parole?  Yes     No 
If yes,�ZKR"�

+DV�DQ\RQH�EHHQ�FRQYLFWHG�RI�ZHOIDUH�IUDXG"  Yes     No 
If yes,�ZKR"�

,V�DQ\RQH�ÁHHLQJ�IURP�ODZ�HQIRUFHPHQW"  Yes     No 
If yes,�ZKR"�
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7D[�LQIRUPDWLRQ���<RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�61$3��
&RPSOHWH�WKLV�LQIRUPDWLRQ�IRU�\RXU�VSRXVH�SDUWQHU�DQG�FKLOGUHQ�ZKR�OLYH�ZLWK�\RX�DQG�RU�DQ\RQH�HOVH�RQ�\RXU�VDPH�IHGHUDO�LQFRPH�WD[�
UHWXUQ�LI�\RX�ÀOH�RQH��

'R�DQ\�RI�WKH�SHUVRQV�OLVWHG�RQ�WKH�DSSOLFDWLRQ�SODQ�WR�ÀOH�D�IHGHUDO�LQFRPH�WD[�UHWXUQ�1(;7�<($5"����  Yes     No 
If yes,�OLVW�WD[�ÀOHU�DQG�OLVW�WKH�VSRXVH�RI�WKH�WD[�ÀOHU�LI�ÀOLQJ�D�MRLQW�UHWXUQ��

1DPH�RI�WD[�ÀOHU�� ,I�ÀOLQJ�MRLQWO\��QDPH�RI�VSRXVH��

:LOO�DQ\�RI�WKH�SHUVRQV�OLVWHG�RQ�WKH�DSSOLFDWLRQ�FODLP�DQ\�GHSHQGHQWV�RQ�WKHLU�WD[�UHWXUQ"����  Yes     No 
If yes,�OLVW�WD[�ÀOHU�DQG�OLVW�GHSHQGHQWV��
$�GHSHQGHQW�FDQ�EH�FODLPHG�E\�RQO\�RQH�WD[�ÀOHU��)RU�MRLQW�ÀOHUV��\RX�RQO\�QHHG�WR�OLVW�GHSHQGHQWV�IRU�WKH�WD[�ÀOHU�ZKR�ZLOO�VLJQ�WKH�WD[�IRUP��

1DPH�RI�WD[�ÀOHU�� Dependent(s): 

:LOO�DQ\�RI�WKH�SHUVRQV�OLVWHG�RQ�WKH�DSSOLFDWLRQ�EH�FODLPHG�DV�D�GHSHQGHQW�RQ�VRPHRQH�HOVH·V�WD[�UHWXUQ"����  Yes     No 
If yes,�OLVW�GHSHQGHQW�DQG�OLVW�WD[�ÀOHU�IRU�ZKRP�WKH�GHSHQGHQW�ZLOO�EH�FODLPHG��
You do not need to complete the information in this table if the dependent is already listed above. 

Name of dependent: 1DPH�RI�WD[�ÀOHU�� 5HODWLRQVKLS�WR�WD[�ÀOHU��

7D[�GHGXFWLRQV���<RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�61$3��
,I�DQ\RQH�SD\V�IRU�FHUWDLQ�WKLQJV�WKDW�FDQ�EH�GHGXFWHG�RQ�D�IHGHUDO�LQFRPH�WD[�UHWXUQ��WHOOLQJ�XV�DERXW�WKHP�FRXOG�PDNH�WKH�FRVW�RI�KHDOWK�
FDUH�FRYHUDJH�D�OLWWOH�ORZHU��

Note��,I�VHOI�HPSOR\HG��GR�QRW�LQFOXGH�D�FRVW�WKDW�\RX�ZLOO�OLVW�DV�DQ�H[SHQVH�RQ�\RXU�6FKHGXOH�&�WD[�IRUP��IRU�H[DPSOH��FDU�DQG�WUXFN�
H[SHQVHV��GHSUHFLDWLRQ��HPSOR\HH�ZDJHV�DQG�IULQJH�EHQHÀWV��HWF����

'RHV�DQ\RQH�KDYH�H[SHQVHV�IURP��
(  ��&KHFN�yes) 

Yes :KRVH�H[SHQVH�LV�WKLV"�

How often is the 
H[SHQVH�SDLG"�

�RQH�WLPH��PRQWKO\��TXDUWHUO\��
WZLFH�D�\HDU��\HDUO\��

How much? 

Student loan interest deduction 

Self­employed health insurance deduction 

'HGXFWLEOH�SDUW�RI�VHOI�HPSOR\PHQW�WD[�

+HDOWK�VDYLQJV�DFFRXQW�GHGXFWLRQ�

2WKHU��VSHFLI\��
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5HVRXUFHV��<RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�KHDOWK�FDUH�DQG�\RX�DUH�SUHJQDQW��DUH�
XQGHU�DJH�����RU�KDYH�D�GHSHQGHQW�FKLOG�XQGHU�DJH����OLYLQJ�ZLWK�\RX��<RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�
applying only for SelectPlan for Women. 

Please tell us about resources, such as: 

�� &DVK� �� ,5$����N�SURÀW�VKDULQJ� �� 7UXVW�IXQG�
�� 3HUVRQDO�DFFRXQW�RU�VDYLQJV�DFFRXQW� �� 8�6��6DYLQJV�%RQGV� �� %RDW��VQRZPRELOH��FDPSHU�
�� &KHFNLQJ�DFFRXQW� �� &KULVWPDV�RU�YDFDWLRQ�FOXE� �� 0RWRUF\FOH��$79�
�� &HUWLÀFDWH�RI�GHSRVLW� �� 6WRFNV�DQG�ERQGV�

List each resource separately: 

1DPH�RI�SHUVRQ�ZLWK�WKH�UHVRXUFH�� .LQG�RI�UHVRXUFH�� +RZ�PXFK"� Where is this resource located/account number? 

1DPH�RI�SHUVRQ�ZLWK�WKH�UHVRXUFH�� .LQG�RI�UHVRXUFH�� +RZ�PXFK"� Where is this resource located/account number? 

1DPH�RI�SHUVRQ�ZLWK�WKH�UHVRXUFH�� .LQG�RI�UHVRXUFH�� +RZ�PXFK"� Where is this resource located/account number? 

1DPH�RI�SHUVRQ�ZLWK�WKH�UHVRXUFH�� .LQG�RI�UHVRXUFH�� +RZ�PXFK"� Where is this resource located/account number? 

1DPH�RI�SHUVRQ�ZLWK�WKH�UHVRXUFH�� .LQG�RI�UHVRXUFH�� +RZ�PXFK"� Where is this resource located/account number? 

1DPH�RI�SHUVRQ�ZLWK�WKH�UHVRXUFH�� .LQG�RI�UHVRXUFH�� +RZ�PXFK"� Where is this resource located/account number? 

2WKHU�TXHVWLRQV�DERXW�UHVRXUFHV��<RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�KHDOWK�
FDUH�DQG�\RX�DUH�SUHJQDQW��XQGHU�DJH�����RU�KDYH�D�GHSHQGHQW�FKLOG�XQGHU�DJH����OLYLQJ�ZLWK�\RX��<RX�GR�QRW�QHHG�WR�DQVZHU�
WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�6HOHFW3ODQ�IRU�:RPHQ��
,V�DQ\RQH�LQ�\RXU�KRPH�H[SHFWLQJ�PRQH\�
including employment, accident settlement, 
inheritance, or trust fund?     Yes    No 

If yes,�ZKR"� :KDW�NLQG"� :KHQ�LV�LW�H[SHFWHG"� +RZ�PXFK�LV�H[SHFWHG"�

+DV�DQ\RQH�VROG��JLYHQ�DZD\��RU�WUDQVIHUUHG�
a home, land, personal property, or any 
RWKHU�UHVRXUFH�LQ�WKH�SDVW�ÀYH�\HDUV"

 Yes    No 

If yes��ZKR"� :KDW�NLQG"� When?  +RZ�PXFK�ZDV�LW�ZRUWK"�

'RHV�DQ\RQH�RZQ�DQ\�KRPHV�RU�SURSHUW\�
that they don’t live in?

 Yes

 No 

If yes,�ZKR"� +RZ�PDQ\�YHKLFOHV�GR�WKH�
SHRSOH�LQ�\RXU�KRPH�RZQ"�

'RHV�DQ\RQH�KDYH�D�EXULDO�DJUHHPHQW�ZLWK�D�
EDQN�RU�IXQHUDO�KRPH"

 Yes

 No 

If yes,�ZKR"� +RZ�PDQ\�EXULDO�SORWV�GR�WKH�
SHRSOH�LQ�\RXU�KRPH�RZQ"�

Does anyone have a life insurance policy?
 Yes

 No 

If yes,�ZKR"�

3DJH���
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Health insurance: <RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�61$3��
Does anyone you are applying for have health insurance coverage?  Yes    No 

+DV�DQ\RQH�\RX�DUH�DSSO\LQJ�IRU�KDG�KHDOWK�LQVXUDQFH�FRYHUDJH�LQ�WKH�ODVW����GD\V"  Yes    No 

,I�\RX�KDYH��RU�KDG�LQ�WKH�ODVW����GD\V��PRUH�WKDQ�RQH�W\SH�RI�KHDOWK�FDUH�FRYHUDJH��SOHDVH�ÀOO�LQ�D�ER[�IRU�HDFK�SROLF\��

127(��,I�\RX�KDYH�PRUH�WKDQ�RQH�SROLF\��\RX�ZLOO�QHHG�WR�PDNH�D�FRS\�RI�WKH�SDJHV�DQG�DWWDFK�WKHP��

Type of health 
care coverage

  Employer Insurance   Medicare �75,&$5(


��3HDFH�&RUSV  Individual plan �2WKHU�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

List of who is (or was) covered: 
Policy holder name:  )LUVW�QDPH�� /DVW�QDPH��

Insurance company name:  )LUVW�QDPH�� /DVW�QDPH��

Policy number:  )LUVW�QDPH�� /DVW�QDPH��

Group name/number:  )LUVW�QDPH�� /DVW�QDPH��

What is (or was) 
covered?

��+RVSLWDO�FDUH   Prescriptions   Eye care

  Doctor visits  Dental 

,V��RU�ZDV��WKLV�D�OLPLWHG�EHQHÀW�SODQ��OLNH�D�VFKRRO�DFFLGHQW�SROLF\�"

 Yes    No 

When did this 
insurance start? 

When did (or will) this insurance stop? 
�/HDYH�EODQN�LI�\RX�DUH�VWLOO�FRYHUHG���

'LG��RU�ZLOO��WKLV�KHDOWK�LQVXUDQFH�HQG�EHFDXVH�WKH�SROLF\�KROGHU�ORVW�HPSOR\PHQW�
�ODLG�RII��WHUPLQDWHG��TXLW���RU�FKDQJHG�MREV"���  Yes    No 

If yes��ZKR�ORVW�FRYHUDJH"�

'LG��RU�ZLOO��DQ\�FKLOGUHQ�ORVH�KHDOWK�LQVXUDQFH�EHFDXVH�WKH�HPSOR\HU�VWRSSHG�RIIHULQJ�FRYHUDJH"���  Yes    No 


'RQ·W�FKHFN�LI�\RX�KDYH�GLUHFW�FDUH�RU�/LQH�RI�'XW\�

Health insurance from your employer: <RX�GR�QRW�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�61$3��
,V�DQ\RQH�\RX�DUH�DSSO\LQJ�IRU�RIIHUHG�KHDOWK�LQVXUDQFH�IURP�D�MRE"���  Yes    No 
&KHFN�\HV�HYHQ�LI�WKH�FRYHUDJH�LV�IURP�VRPHRQH�HOVH·V�MRE��VXFK�DV�D�SDUHQW�RU�VSRXVH��

,I�\HV��FRPSOHWH�WKLV�VHFWLRQ�DQG�DV�PXFK�LQIRUPDWLRQ�DV�\RX�FDQ�LQ�$SSHQGL[�%��+HDOWK�&RYHUDJH�IURP�-RE�V���

,V�WKLV�D�VWDWH�HPSOR\HH�EHQHÀW�SODQ"

 Yes    No 

,V�WKLV�&2%5$�FRYHUDJH"

 Yes    No 

Is this a retiree health plan?

 Yes    No 

,I�\RX�DUH�RIIHUHG�KHDOWK�FRYHUDJH�IURP�\RXU�MRE��
GR��RU�ZRXOG��\RX�KDYH�WR�SD\�IRU�\RXU�FRYHUDJH"  Yes    No 

'R��RU�ZRXOG��\RX�KDYH�WR�SD\�IRU�\RXU�FKLOG�UHQ�·V�
coverage?  Yes    No 

What is the cost for family coverage through 
your employer’s group health plan? 

What is the cost to cover your child(ren) 
through your employer’s health plan? 
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([SHQVHV��This section is for SNAP applicants. 

3OHDVH�WHOO�XV�DERXW�\RXU�H[SHQVHV�DQG�SURYLGH�SURRI�VR�WKDW�\RX�FDQ�JHW�WKH�PRVW�EHQHÀWV�SRVVLEOH��

,I�\RX�GR�QRW�UHSRUW�KRXVHKROG�H[SHQVHV�DQG�JLYH�SURRI�RI�WKHP��ZH�ZLOO�DVVXPH�WKDW�\RX�GR�QRW�ZDQW�D�GHGXFWLRQ�IRU�WKRVH�H[SHQVHV��
�8�6��'HSDUWPHQW�RI�$JULFXOWXUH��)RRG�DQG�1XWULWLRQ�6HUYLFHV��0LG�$WODQWLF�UHJLRQ��$GPLQLVWUDWLYH�1RWLFH�������LVVXHG�-DQXDU\����������

<RX�PD\�JHW�FUHGLW�IRU�KRXVHKROG�H[SHQVHV�DW�WKH�WLPH�WKDW�\RX�UHSRUW�WKHP�WR�XV��DQG�\RX�PD\�EH�DVNHG�WR�JLYH�XV�SURRI�RI�WKRVH�H[­
SHQVHV�DW�DQ\�WLPH�GXULQJ�ZKLFK�\RX�DUH�LQ�61$3��

'RHV�DQ\RQH�LQ�\RXU�KRPH�SD\�FKLOG�VXSSRUW�WR�D�SHUVRQ�ZKR�GRHV�QRW�
OLYH�ZLWK�\RX"���  Yes    No 

If yes, is it court­ordered?    Yes    No 

Does anyone in your home get housing assistance?     Yes    No 
If yes��ZKDW�NLQG"�BBBBBBBBBBBBBBBBBBBBBBBBBBBB�

If yes��GR�\RX�JHW�DQ\�DOORZDQFH"��  Yes    No 

0RQWKO\�([SHQVHV���7HOO�XV�KRZ�PXFK�\RX�SD\�IRU�HDFK�RI�WKHVH�H[SHQVHV��

Rent or mortgage or lot rent:  +RZ�PXFK�GR�\RX�SD\�SHU�PRQWK"�� ��BBBBBBBBBBBBB�

Are meals included in your rent?     Yes    No 

+RZ�PXFK�GRHV�DQ\RQH�HOVH�SD\"�� ��BBBBBBBBBBBBB�

Does this person live in your home?     Yes    No 

&RQGRPLQLXP�IHHV��
+RZ�PXFK�GR�\RX�SD\�SHU�PRQWK"�� ��BBBBBBBBBBBBB�

+RZ�PXFK�GRHV�DQ\RQH�HOVH�SD\"�� ��BBBBBBBBBBBBB�

Does this person live in your home?     Yes    No 

+RPHRZQHU·V�SURSHUW\�LQVXUDQFH��
+RZ�PXFK�GR�\RX�SD\�SHU�PRQWK"�� ��BBBBBBBBBBBBB�

+RZ�PXFK�GRHV�DQ\RQH�HOVH�SD\"�� ��BBBBBBBBBBBBB�

Does this person live in your home?     Yes    No 

3URSHUW\�WD[HV��
+RZ�PXFK�GR�\RX�SD\�SHU�PRQWK"�� ��BBBBBBBBBBBBB�

+RZ�PXFK�GRHV�DQ\RQH�HOVH�SD\"�� ��BBBBBBBBBBBBB�

Does this person live in your home?     Yes    No 

&KHFN�DQ\�H[SHQVHV�SDLG�HDFK�PRQWK�E\�\RX�RU�DQ\RQH�LQ�\RXU�KRPH��3OHDVH�FKHFN�HYHQ�LI�\RX�RQO\�SD\�SDUW�RI�WKH�ELOO�

 Telephone  Water �(OHFWULF��DOO�HOHFWULFLW\�H[SHQVHV��LQFOXGLQJ�DLU�FRQGLWLRQLQJ�

 Garbage �8WLOLW\�LQVWDOODWLRQ �2LO��FRDO��ZRRG��NHURVHQH

�6HZHU  Gas �2WKHU�� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

0HGLFDO�H[SHQVHV��This section is for SNAP applicants. 

<RX�PD\�JHW�PRUH�61$3�EHQHÀWV�LI�VRPHRQH�LQ�\RXU�KRPH�LV����\HDUV�ROG�RU�ROGHU��RU�GLVDEOHG��DQG�\RX�FDQ�JLYH�SURRI�RI�PHGLFDO�H[SHQVHV��

&KHFN�DQ\�PHGLFDO�H[SHQVH�WKDW�\RX�RU�VRPHRQH�LQ�\RXU�KRPH�SD\V�

 Dental bills �$Q\�FRVWV�WR�JHW�WR�PHGLFDO�DSSRLQWPHQWV��PHGLFDO�WUHDWPHQW��RU�WR�SLFN�XS�SUHVFULSWLRQV��������
�������7KHVH�FDQ�EH�FRVWV�VXFK�DV�WD[LV�DQG�SXEOLF�WUDQVSRUWDWLRQ�

 Doctor bills

�+RVSLWDO�ELOOV �+HDOWK�DLGHV��SHRSOH�LQ�\RXU�KRPH�WR�KHOS�ZLWK�PHGLFDO�WUHDWPHQWV��

�+HDOWK�LQVXUDQFH�RU�0HGLFDUH�SUHPLXPV �+HDOWK�UHODWHG�VXSSOLHV��VXFK�DV�H\HJODVVHV��KHDULQJ�DLGV��DGXOW�GLDSHUV��

�0HGLFDO�HTXLSPHQW  Prescription medicines

�2WKHU��

)DLOXUH�WR�UHSRUW�RU�YHULI\�DQ\�RI�WKH�DERYH�OLVWHG�H[SHQVHV�ZLOO�EH�VHHQ�DV�D�VWDWHPHQW�E\�\RXU�
KRXVHKROG�WKDW�\RX�GR�QRW�ZDQW�WR�UHFHLYH�D�GHGXFWLRQ�IRU�WKH�XQUHSRUWHG�H[SHQVH��
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,I�\RX�DUH�QRW�UHJLVWHUHG�WR�YRWH�ZKHUH�\RX�OLYH�QRZ��ZRXOG�\RX�OLNH�WR�DSSO\�WR�UHJLVWHU�WR�YRWH�KHUH�WRGD\"� Yes  No 
,)�<28�'2�127�&+(&.�(,7+(5�%2;��<28�:,//�%(�&216,'(5('�72�+$9(�'(&,'('�127�72�5(*,67(5�72�927(�$7�7+,6�7,0(��

Applying to register or declining to register to vote will not affect the amount of assistance you will be provided by this agency. 
,I�\RX�ZRXOG�OLNH�KHOS�ILOOLQJ�RXW�WKH�YRWHU�UHJLVWUDWLRQ�DSSOLFDWLRQ�IRUP��ZH�ZLOO�KHOS�\RX��7KH�GHFLVLRQ�ZKHWKHU�WR�VHHN�RU�DFFHSW�KHOS�LV�\RXUV��<RX�PD\�

ILOO�RXW�WKH�DSSOLFDWLRQ�IRUP�LQ�SULYDWH��3OHDVH�FRQWDFW�WKH�FRXQW\�DVVLVWDQFH�RIILFH�LI�\RX�ZRXOG�OLNH�KHOS��,I�\RX�EHOLHYH�WKDW�VRPHRQH�KDV�
LQWHUIHUHG�ZLWK�\RXU�ULJKW�WR�UHJLVWHU�RU�WR�GHFOLQH�WR�UHJLVWHU�WR�YRWH��\RXU�ULJKW�WR�SULYDF\�LQ�GHFLGLQJ�ZKHWKHU�WR�UHJLVWHU�RU�LQ�DSSO\LQJ�WR�UHJLVWHU�WR�

YRWH��RU�\RXU�ULJKW�WR�FKRRVH�\RXU�RZQ�SROLWLFDO�SDUW\�RU�RWKHU�SROLWLFDO�SUHIHUHQFH��\RX�PD\�ILOH�D�FRPSODLQW�ZLWK�WKH�6HFUHWDU\�RI�WKH�&RPPRQZHDOWK��3$�
'HSDUWPHQW�RI�6WDWH��+DUULVEXUJ��3$���������7ROO�IUHH�WHOHSKRQH�QXPEHU�������927(63$���

7R�UHJLVWHU��\RX�PXVW�����%H�DW�OHDVW����RQ�WKH�GD\�RI�WKH�QH[W�HOHFWLRQ�����%H�D�FLWL]HQ�RI�WKH�8QLWHG�6WDWHV�IRU�DW�OHDVW�RQH�PRQWK�35,25�72�7+(�
1(;7�(/(&7,21�����5HVLGH�LQ�3HQQV\OYDQLD�DQG�WKH�YRWLQJ�GLVWULFW�DW�OHDVW����GD\V�SULRU�WR�WKH�QH[W�HOHFWLRQ��

9RWHU�5HJLVWUDWLRQ��2SWLRQDO��

COUNTY ASSISTANCE OFFICE STAFF WILL COMPLETE THIS BOX BASED UPON YOUR RESPONSE ABOVE 
Given to Client __/__/__ 
Declined, not interested __/__/__ 

Sent to voter registration __/__/__ 
Not a U.S. citizen __/__/__ Declined, already registered __/__/__

 Mailed to Client __/__/__ 

&$2�86(�21/<�
1.

2.

3.

4.

 Yes   

 Yes   

 Yes   

 Yes   

1R�

1R�

1R�

No 

,V�DQ\RQH�LQ�WKH�DSSOLFDWLRQ�JURXS�UHFHLYLQJ�IRRG�VWDPSV�DQG�QRW�OLYLQJ�LQ�D�FHUWLÀHG�VKHOWHU�IRU�EDWWHUHG�
ZRPHQ�DQG�FKLOGUHQ"�

,V�WKHUH�DQ\�SRVWSRQHG�YHULÀFDWLRQ�IURP�D�SUHYLRXV�H[SHGLWHG�LVVXDQFH�WKDW�WKH�KRXVHKROG�PXVW�SURYLGH"�

$UH�WKH�KRXVHKROG�OLTXLG�UHVRXUFHV�HTXDO�WR�RU�OHVV�WKDQ�����"�

Is the countable monthly gross income less than $150? 

(;3(',7('�
5(9,(:�

Initials:  Date:

 Eligible      Denied ­
&/,(17�
127,),('�

Reason for denial: 

5.  Yes    1R� ,V�WKLV�D�PLJUDQW�RU�VHDVRQDO�IDUP�ZRUNHU�KRXVHKROG"�

6.

��

 Yes   

 Yes   

No 

1R�

Is the household destitute? 

$UH�FRPELQHG�PRQWKO\�JURVV�LQFRPH�DQG�OLTXLG�UHVRXUFHV�OHVV�WKDQ�PRQWKO\�VKHOWHU�H[SHQVHV"�
5(*,67(5('�
)25�&$7(*25,(6�
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Prohibitions and Penalties  Read about your responsibilities: 

,)�7+,6�+$33(16�:,7+287�*22'�&$86(� 7+,6�0$<�+$33(1��3(1$/7<��

$//�%(1(),76�

SNAP 

CASH 

0(',&$/�

$66,67$1&(�

0LVXVH�(OHFWURQLF�%HQHÀWV�7UDQVIHU��(%7��&DUG�RU�3$�$&&(66�&DUG�� )LQH��SULVRQ��RU�ERWK��

'R�QRW�UHSRUW�FKDQJHV��DV�UHTXLUHG�� %HQHÀWV�FXW�RU�VWRSSHG��

2Q�SXUSRVH��JLYH�LQIRUPDWLRQ�WKDW�LV�IDOVH��LQFRUUHFW�RU�LQFRPSOHWH��RU�QRW�UHSRUW�FKDQJHV��

)LQH��GLVTXDOLÀFDWLRQ�DQG�RU�MDLO�WLPH�IRU�:HOIDUH�)UDXG��
GLVTXDOLÀFDWLRQ�IRU�DGPLQLVWUDWLYH�KHDULQJ�SURFHHGLQJV��

Not eligible for cash: 
�� )LUVW�WLPH�����PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

Not eligible for SNAP: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

7UDGH��VHOO�RU�XVH�DQRWKHU�SHUVRQ·V�$&&(66�&DUG��
Not eligible: 
�� $OO�FRXUW�FRQYLFWLRQV������PRQWKV��

SNAP 

2Q�SXUSRVH��PLVXVH�61$3�EHQHÀWV��IRU�H[DPSOH��WUDGH��VHOO��RU�EX\�(%7�&DUG�RU�61$3�EHQHÀWV��
FRQYHUW�EHQHÀWV��RU�GXPS�FRQWDLQHUV�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�WR�UHFHLYH�GHSRVLWV�²�RU�
EX\�WKLQJV�QRW�FRYHUHG�E\�61$3��VXFK�DV�DOFRKRO�RU�WREDFFR�²�RU�XVH�61$3�EHQHÀWV�WR�SD\�IRU�
food already received or food on credit.  Not eligible: 

�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��
�� )LUVW�WLPH�FRXUW�FRQYLFWLRQ�RYHU��������IRUHYHU��

3XUFKDVH�D�SURGXFW�ZLWK�61$3�EHQHÀWV�ZLWK�WKH�LQWHQW�RI�REWDLQLQJ�FDVK�RU�FRQVLGHUDWLRQ�
RWKHU�WKDQ�HOLJLEOH�IRRG�E\�UHVHOOLQJ�WKH�SURGXFW�LQ�H[FKDQJH�IRU�FDVK�RU�FRQVLGHUDWLRQ�RWKHU�
than eligible food. 

2Q�SXUSRVH��SXUFKDVH�SURGXFWV�RULJLQDOO\�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�LQ�H[FKDQJH�IRU�FDVK�
or consideration other than eligible food. 

8VH�UHFHLYH�61$3�EHQHÀWV�WR�EX\�GUXJV�RU�FRQWUROOHG�VXEVWDQFHV��
Not eligible: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH���IRUHYHU��

8VH�UHFHLYH�61$3�EHQHÀWV�LQ�VDOH�RI�ÀUHDUPV��DPPXQLWLRQ��RU�H[SORVLYHV�� )LUVW�WLPH���QRW�HOLJLEOH�IRUHYHU��

%H�FRQYLFWHG�IRU�EX\LQJ��VHOOLQJ�RU�WUDGLQJ�61$3�EHQHÀWV�IRU�WRWDO�RI������RU�PRUH�� Not eligible forever. 

/LH�DERXW�ZKR�\RX�DUH�RU�ZKHUH�\RX�OLYH�WR�UHFHLYH�PRUH�WKDQ�RQH�61$3�EHQHÀW�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�DWWHPSWHG�IHORQ\�²�RU�
ÁHH�EHFDXVH�RI�EUHDNLQJ�SUREDWLRQ�RU�SDUROH��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

CASH 

'R�QRW�FRPSO\�ZLWK�\RXU�FRXUW�SHQDOW\��LQFOXGLQJ�SD\PHQW�RI�ÀQHV��IRU�D�IHORQ\�RU�PLVGHPHDQRU�� 1RW�HOLJLEOH�XQWLO�\RX�FRPSO\�ZLWK�\RXU�SHQDOW\��

/LH�DERXW�ZKHUH�\RX�OLYH�WR�UHFHLYH�FDVK�LQ�WZR�RU�PRUH�VWDWHV�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�FRQYLFWLRQ�DWWHPSWHG�
IHORQ\��IDLO�WR�DSSHDU�DV�D�GHIHQGDQW�DW�D�FULPLQDO�FRXUW�SURFHHGLQJ�ZKHQ�LVVXHG�D�VXPPRQV�
RU�D�EHQFK�ZDUUDQW�IRU�D�VXPPDU\�RIIHQVH��IHORQ\�RU�PLVGHPHDQRU��ÁHH�EHFDXVH�RI�EUHDNLQJ�
SUREDWLRQ�SDUROH��RU�KDYH�DQ\�DFWLYH�ZDUUDQW�DJDLQVW�\RX��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

If you are found guilty of fraud or breaking the above rules: 

�� )LQH�XS�WR����������IRU�61$3�DQG�XS�WR���������IRU�&DVK��
�� -DLO�XS�WR����\HDUV�IRU�61$3�DQG�XS�WR�VHYHQ�\HDUV�IRU�
&DVK��DQG�RU�

�� 3D\LQJ�EDFN�EHQHÀWV�UHFHLYHG��
�� 'LVTXDOLÀFDWLRQ�IURP�EHQHÀWV�IRU�SHULRGV�VWDWHG�DERYH�E\�

program. 

SNAP 
:25.�
58/(6�

)RU�KRXVHKROG�PHPEHUV�²�SK\VLFDOO\�DQG�PHQWDOO\�ÀW�²�RYHU�DJH����DQG�XQGHU����²�QRW�
RWKHUZLVH�H[HPSW�RU�ZLWK�JRRG�FDXVH�� Not eligible: 

�� )LUVW�WLPH���RQH�PRQWK�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 6HFRQG�WLPH���WKUHH�PRQWKV�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 7KUHH�RU�PRUH�WLPHV���VL[�PRQWKV�HDFK�WLPH�DQG�XQWLO�\RX�
GR�ZKDW�LV�UHTXLUHG��

Refuse to: 
�� 3DUWLFLSDWH�LQ�DSSURYHG�ZRUN�WUDLQLQJ�SURJUDP��
�� $FFHSW�D�MRE��
�� 7HOO�&$2�DERXW�ZRUN�VWDWXV�DQG�MRE�DYDLODELOLW\��

2Q�SXUSRVH��WDNH�DFWLRQ�WR��
�� 4XLW�D�MRE��
�� &XW�ZRUN�KRXUV�WR�OHVV�WKDQ����SHU�
ZHHN��XQOHVV�DQRWKHU�MRE�DOUHDG\�
PHHWV�ZRUN�UHTXLUHPHQWV���

CASH 
:25.�
58/(6�

'R�QRW�PHHW�FDVK�ZRUN�UHTXLUHPHQWV��DV�ZULWWHQ�
on the Agreement of Mutual Responsibility (AMR). 

Not eligible: 
�� )LUVW�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 6HFRQG�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 7KLUG�WLPH���)RUHYHU��
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<RXU�5LJKWV�DQG�5HVSRQVLELOLWLHV��Read about your rights and responsibilities: 

5,*+7�72�121',6&5,0,1$7,21�

,Q�DFFRUGDQFH�ZLWK�IHGHUDO�ODZ�DQG�86��'HSDUWPHQW�RI�$JULFXOWXUH�
policy, this institution is prohibited from discriminating on the basis 
RI�UDFH��FRORU��QDWLRQDO�RULJLQ��VH[��DJH��UHOLJLRQ��SROLWLFDO�EHOLHIV��
RU�GLVDELOLW\��7R�ÀOH�D�FRPSODLQW�RI�GLVFULPLQDWLRQ��ZULWH�86'$��
'LUHFWRU��2IÀFH�RI�&LYLO�5LJKWV��5RRP�����:��:KLWWHQ�%XLOGLQJ�������
,QGHSHQGHQFH�$YHQXH��6�:���:DVKLQJWRQ��'�&�������������RU�FDOO�
����������������,QGLYLGXDOV�ZKR�DUH�GHDI��KDUG�RI�KHDULQJ�RU�KDYH�
VSHHFK�GLVDELOLWLHV�DQG�ZLVK�WR�FRPPXQLFDWH�ZLWK�WKH�2IÀFH�RI�
&LYLO�5LJKWV��PD\�FDOO�WKH�)HGHUDO�5HOD\�6HUYLFH�DW����������������
�(QJOLVK��RU�����������������6SDQLVK���86'$�LV�DQ�HTXDO�RSSRUWXQLW\�
provider and employer. 

5,*+7�72�&21),'(17,$/,7<�

:H�ZLOO�NHHS�\RXU�LQIRUPDWLRQ�SULYDWH��,W�ZLOO�RQO\�EH�XVHG�WR�GHFLGH�
ZKLFK�SURJUDPV�\RX�PD\�EH�HOLJLEOH�IRU��7KH�FRXQW\�DVVLVWDQFH�
RIÀFH��&$2���ZKHQ�UHTXHVWHG��PXVW�SURYLGH�IHGHUDO��VWDWH�DQG�ORFDO�
ODZ�HQIRUFHPHQW�RIÀFLDOV�ZLWK�WKH�DGGUHVV��6RFLDO�6HFXULW\�QXPEHU�
�661��DQG�SKRWRJUDSK��LI�DYDLODEOH��RI�DQ�LQGLYLGXDO�ZKR�LV�ÁHHLQJ�WR�
DYRLG�SURVHFXWLRQ��FXVWRG\�RU�FRQÀQHPHQW�IRU�D�IHORQ\�RU�YLRODWLQJ�
SUREDWLRQ�RU�SDUROH��$Q\�SHUVRQ�NQRZLQJO\�YLRODWLQJ�DQ\�RI�WKH�UXOHV�
and regulations of this department shall be guilty of a misdemeanor 
DQG��XSRQ�FRQYLFWLRQ�VKDOO�EH�VHQWHQFHG�WR�SD\�D�ÀQH��QRW�H[FHHGLQJ�
one hundred ($100) dollars, or to undergo imprisonment, not 
H[FHHGLQJ�VL[�PRQWKV��RU�ERWK�����3�6��VHFWLRQ�������

5,*+7�72�$�:5,77(1�127,&(�

:H�ZLOO�JLYH�\RX�D�ZULWWHQ�QRWLFH�H[SODLQLQJ�\RXU�EHQHÀWV��,I�ZH�
GHQ\��FKDQJH��VXVSHQG�RU�VWRS�EHQHÀWV��ZH�ZLOO�JLYH�\RX�D�ZULWWHQ�
H[SODQDWLRQ�RI�ZK\��<RX�KDYH����GD\V�����GD\V�IRU�6XSSOHPHQWDO�
1XWULWLRQ�$VVLVWDQFH�3URJUDP��61$3��EHQHÀWV��IURP�WKH�PDLOLQJ�GDWH�
RI�WKH�QRWLFH�WR�DVN�IRU�D�KHDULQJ��

5,*+7�72�$33($/�

<RX�KDYH�WKH�ULJKW�WR�DVN�IRU�D�'HSDUWPHQW�RI�3XEOLF�:HOIDUH��'3:��
hearing to appeal a decision if you believe it is unfair or incorrect, or 
LI�'3:�IDLOV�WR�DFW�RQ�\RXU�DSSOLFDWLRQ�IRU�EHQHÀWV��<RX�PD\�ÀOH�WKH�
DSSHDO�DW�WKH�&$2��,I�\RX�DSSHDO��\RX�PD\�DOVR�UHTXHVW�DQ�DJHQF\�
FRQIHUHQFH�EHIRUH�WKH�KHDULQJ��,I�\RXU�DSSHDO�LQYROYHV�H[SHGLWHG�
61$3�EHQHÀWV��\RX�KDYH�WKH�ULJKW�WR�KDYH�WKLV�FRQIHUHQFH�ZLWK�D�
VXSHUYLVRU�ZLWKLQ�WZR�ZRUN�GD\V��$W�WKH�KHDULQJ�\RX�PD\�UHSUHVHQW�
\RXUVHOI��RU�VRPHRQH�HOVH��VXFK�DV�D�ODZ\HU��IULHQG�RU�UHODWLYH�PD\�
represent you. 

5,*+7�72�&/$,0�*22'�&$86(�

,I�\RX�DSSO\�IRU�FDVK�RU�0HGLFDO�$VVLVWDQFH��0$��EHQHÀWV��WKH�ODZ�
UHTXLUHV�\RX�WR�FRRSHUDWH�ZLWK�HVWDEOLVKLQJ�SDWHUQLW\�DQG�VHHNLQJ�
VXSSRUW�� <RX�PD\�EH�H[FXVHG�IURP�WKHVH�UHTXLUHPHQWV�LI�\RX�SURYH�
LW�PD\�EH�GDQJHURXV�IRU�\RX�DQG�RU�\RXU�FKLOGUHQ���7KLV�LV�NQRZQ�DV�
JRRG�FDXVH�� 8QOHVV�D�JRRG�FDXVH�H[HPSWLRQ�LV�HVWDEOLVKHG��\RX�ZLOO�
EH�UHTXLUHG�WR�PHHW�HPSOR\PHQW�DQG�WUDLQLQJ�UHTXLUHPHQWV���<RX�ZLOO�
DOVR�EH�UHTXLUHG�WR�PHHW�VHPL�DQQXDO�UHSRUWLQJ�UHTXLUHPHQWV�XQOHVV�
good cause is granted. 

5,*+7�72�&(57,),&$7(�2)�&5(',7$%/(�&29(5$*(�

)HGHUDO�ODZ�OLPLWV�ZKHQ�KHDOWK�FRYHUDJH�PD\�EH�GHQLHG�RU�OLPLWHG�
IRU�D�SUH�H[LVWLQJ�FRQGLWLRQ��,I�\RX�HQUROO�LQ�D�JURXS�KHDOWK�SODQ�
WKDW�H[FOXGHV�WUHDWPHQW�IRU�D�FRQGLWLRQ�\RX�DOUHDG\�KDG��\RX�FDQ�EH�
credited for the time you received MA coverage. This may help you 
REWDLQ�FRYHUDJH��&RQWDFW�\RXU�FDVHZRUNHU�WR�UHTXHVW�WKLV�FHUWLÀFDWH��

5(63216,%,/,7<�72�3529,'(�,1)250$7,21�

You must give true, correct and complete information. You must help 
LQ�SURYLQJ�WKH�LQIRUPDWLRQ�\RX�JLYH��%HQHÀWV�PD\�EH�GHQLHG�LI�\RX�
fail to provide certain proof. If you cannot provide proof, you should 
DVN�WKH�&$2�WR�KHOS�\RX�REWDLQ�LW��,I�\RX�DUH�FRQWDFWHG�E\�'3:�RU�
WKH�2IÀFH�RI�,QVSHFWRU�*HQHUDO��\RX�PXVW�IXOO\�FRRSHUDWH�ZLWK�WKRVH�
persons or investigators. If you are age 55 or older and receive MA to 

SD\�IRU�QXUVLQJ�IDFLOLW\�VHUYLFHV��KRPH�DQG�FRPPXQLW\�EDVHG�ZDLYHU�
services and any related hospital and prescription drug service, you 
PD\�EH�UHTXLUHG�WR�UHSD\�WKH�FRVW�RI�WKHVH�VHUYLFHV�IURP�\RXU�SUREDWH�
HVWDWH��,I�\RX�DUH�DSSO\LQJ�IRU�FDVK�DVVLVWDQFH��ZH�PD\�UHTXLUH�\RX�WR�
VLJQ�DQ�DJUHHPHQW�WR�UHSD\�EHQHÀWV�WKDW�\RX��\RXU�VSRXVH�DQG�\RXU�
children have received. 

5(63216,%,/,7<�72�3529,'(�62&,$/�6(&85,7<�180%(56�

)RU�FDVK��0$�DQG�RU�61$3�EHQHÀWV��\RX�PXVW�SURYLGH�DQ�661�IRU�
HDFK�SHUVRQ�IRU�ZKRP�\RX�DUH�DSSO\LQJ��,I�\RX�GR�QRW�KDYH�DQ�661��
you must apply for one. Not providing an SSN may result in not being 
DEOH�WR�UHFHLYH�EHQHÀWV��)RU�FDVK�EHQHÀWV��ZH�PD\�DVN�IRU�DQ�661�
IRU�DQ\RQH�ZKRVH�LQFRPH�RU�UHVRXUFHV�PD\�DIIHFW�\RXU�HOLJLELOLW\�
RU�WKH�DPRXQW�RI�EHQHÀWV��<RXU�661�ZLOO�EH�XVHG�IRU�LGHQWLW\��IRU�
FRPSXWHU�PDWFKHV�ZKLFK�YHULI\�LQFRPH�DQG�UHVRXUFHV��DQG�WR�SUHYHQW�
GXSOLFDWLRQ�RI�VWDWH�DQG�IHGHUDO�EHQHÀWV��$Q�DOLHQ�ZKR�LV�DSSO\LQJ�
IRU�HPHUJHQF\�0$�RQO\�LV�QRW�UHTXLUHG�WR�SURYLGH�DQ�661������8�6��&�
����E����

5(63216,%,/,7<�72�86(�7+(�3$�$&&(66�&$5'�/$:)8//<�

2QFH�\RX�DUH�HOLJLEOH�IRU�EHQHÀWV��\RX�ZLOO�EH�LVVXHG�D�3$�$&&(66�
FDUG��7KLV�FDUG�PD\�RQO\�EH�XVHG�IRU�WKH�SHUVRQ�ZKR�LV�HOLJLEOH�DQG�
only during the eligibility period. You may only use the card for 
services that are needed and reasonable. 

5(63216,%,/,7<�72�5(3257�&+$1*(6�

,I�\RX�TXDOLI\�IRU�EHQHÀWV��\RX�ZLOO�EH�UHTXLUHG�WR�UHSRUW�FKDQJHV�
LQ�\RXU�FLUFXPVWDQFHV�WR�\RXU�FDVHZRUNHU�RU�WR�WKH�6WDWHZLGH�
&XVWRPHU�6HUYLFH�&HQWHU���7\SHV�RI�FKDQJHV�UHSRUWHG�ZRXOG�LQFOXGH�
SHRSOH�OHDYLQJ�RU�PRYLQJ�LQWR�WKH�KRXVH��D�QHZ�DGGUHVV��D�QHZ�MRE�
IRU�VRPHRQH��LI�VRPHRQH�ORVHV�D�MRE��ELUWK�RI�D�FKLOG��QHZ�VRXUFHV�
RI�LQFRPH�RU�FKDQJHV�WR�LQFRPH���<RXU�FDVHZRUNHU�DQG�QRWLFHV�\RX�
UHFHLYH�ZLOO�FRYHU�WKH�VSHFLÀFV�LQ�GHWDLO�EDVHG�RQ�WKH�SURJUDPV�DQG�
EHQHÀWV�\RX�DUH�HOLJLEOH�IRU���)DLOXUH�WR�UHSRUW�UHTXLUHG�FKDQJHV�ZLWKLQ�
WKH�SURJUDP�JXLGHOLQHV�FRXOG�UHVXOW�LQ�D�ORVV�RI�EHQHÀWV��VDQFWLRQV��
RU�FLYLO�RU�FULPLQDO�FKDUJHV���<RX�PD\�UHSRUW�FKDQJHV�WR�WKH�&$2�LQ�
SHUVRQ��E\�SKRQH��ID[��PDLO�RU�WKURXJK�D�&203$66�DFFRXQW���<RX�PD\�
DOVR�UHSRUW�FKDQJHV�WR�WKH�6WDWHZLGH�&XVWRPHU�6HUYLFH�&HQWHU�DW�
����������������RU�IRU�3KLODGHOSKLD�����������������DQ\�WLPH��

5(63216,%,/,7<�72�6($5&+�)25�-2%6�

If you are applying for cash assistance, you must provide proof that 
\RX�DUH�VHDUFKLQJ�IRU�DW�OHDVW���MREV�SHU�ZHHN�GXULQJ�WKH�DSSOLFDWLRQ�
SURFHVV��XQOHVV�\RX�KDYH�YHULÀHG�JRRG�FDXVH�RU�SURRI�WKDW�\RX�DUH�
H[HPSW�IURP�WKLV�UHVSRQVLELOLW\��

35,9$&<�$&7�67$7(0(17�

(i) The collection of this information, including the social security 
number (SSN) of each household member, is authorized under the 
)RRG�6WDPS�$FW�RI�������DV�DPHQGHG����8�6�&��������������7KH�
LQIRUPDWLRQ�ZLOO�EH�XVHG�WR�GHWHUPLQH�ZKHWKHU�\RXU�KRXVHKROG�
is eligible or continues to be eligible to participate in the SNAP 
3URJUDP��:H�ZLOO�YHULI\�WKLV�LQIRUPDWLRQ�WKURXJK�FRPSXWHU�PDWFKLQJ�
SURJUDPV��7KLV�LQIRUPDWLRQ�ZLOO�DOVR�EH�XVHG�WR�PRQLWRU�FRPSOLDQFH�
ZLWK�SURJUDP�UHJXODWLRQV�DQG�IRU�SURJUDP�PDQDJHPHQW��

�LL��7KLV�LQIRUPDWLRQ�PD\�EH�GLVFORVHG�WR�RWKHU�)HGHUDO�DQG�6WDWH�
DJHQFLHV�IRU�RIÀFLDO�H[DPLQDWLRQ��DQG�WR�ODZ�HQIRUFHPHQW�RIÀFLDOV�IRU�
WKH�SXUSRVH�RI�DSSUHKHQGLQJ�SHUVRQV�ÁHHLQJ�WR�DYRLG�WKH�ODZ��

(iii) If a SNAP claim arises against your household, the information 
RQ�WKLV�DSSOLFDWLRQ��LQFOXGLQJ�DOO�661V��PD\�EH�UHIHUUHG�WR�)HGHUDO�
DQG�6WDWH�DJHQFLHV��DV�ZHOO�DV�SULYDWH�FODLPV�FROOHFWLRQ�DJHQFLHV��IRU�
claims collection action. 

�LY��3URYLGLQJ�WKH�UHTXHVWHG�LQIRUPDWLRQ��LQFOXGLQJ�WKH�661�RI�HDFK�
KRXVHKROG�PHPEHU��LV�YROXQWDU\��+RZHYHU��IDLOXUH�WR�SURYLGH�DQ�661�
ZLOO�UHVXOW�LQ�WKH�GHQLDO�RI�61$3�EHQHÀWV�WR�HDFK�LQGLYLGXDO�IDLOLQJ�WR�
SURYLGH�DQ�661���$Q\�661V�SURYLGHG�ZLOO�EH�XVHG�DQG�GLVFORVHG�LQ�WKH�
same manner as SSNs of eligible household members. 
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Prohibitions and Penalties  Read about your responsibilities: 

,)�7+,6�+$33(16�:,7+287�*22'�&$86(� 7+,6�0$<�+$33(1��3(1$/7<��

$//�%(1(),76�

SNAP 

CASH 

0(',&$/�

$66,67$1&(�

0LVXVH�(OHFWURQLF�%HQHÀWV�7UDQVIHU��(%7��&DUG�RU�3$�$&&(66�&DUG�� )LQH��SULVRQ��RU�ERWK��

'R�QRW�UHSRUW�FKDQJHV��DV�UHTXLUHG�� %HQHÀWV�FXW�RU�VWRSSHG��

2Q�SXUSRVH��JLYH�LQIRUPDWLRQ�WKDW�LV�IDOVH��LQFRUUHFW�RU�LQFRPSOHWH��RU�QRW�UHSRUW�FKDQJHV��

)LQH��GLVTXDOLÀFDWLRQ�DQG�RU�MDLO�WLPH�IRU�:HOIDUH�)UDXG��
GLVTXDOLÀFDWLRQ�IRU�DGPLQLVWUDWLYH�KHDULQJ�SURFHHGLQJV��

Not eligible for cash: 
�� )LUVW�WLPH�����PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

Not eligible for SNAP: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

7UDGH��VHOO�RU�XVH�DQRWKHU�SHUVRQ·V�$&&(66�&DUG��
Not eligible: 
�� $OO�FRXUW�FRQYLFWLRQV������PRQWKV��

SNAP 

2Q�SXUSRVH��PLVXVH�61$3�EHQHÀWV��IRU�H[DPSOH��WUDGH��VHOO��RU�EX\�(%7�&DUG�RU�61$3�EHQHÀWV��
FRQYHUW�EHQHÀWV��RU�GXPS�FRQWDLQHUV�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�WR�UHFHLYH�GHSRVLWV�²�RU�
EX\�WKLQJV�QRW�FRYHUHG�E\�61$3��VXFK�DV�DOFRKRO�RU�WREDFFR�²�RU�XVH�61$3�EHQHÀWV�WR�SD\�IRU�
food already received or food on credit.  Not eligible: 

�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��
�� )LUVW�WLPH�FRXUW�FRQYLFWLRQ�RYHU��������IRUHYHU��

3XUFKDVH�D�SURGXFW�ZLWK�61$3�EHQHÀWV�ZLWK�WKH�LQWHQW�RI�REWDLQLQJ�FDVK�RU�FRQVLGHUDWLRQ�
RWKHU�WKDQ�HOLJLEOH�IRRG�E\�UHVHOOLQJ�WKH�SURGXFW�LQ�H[FKDQJH�IRU�FDVK�RU�FRQVLGHUDWLRQ�RWKHU�
than eligible food. 

2Q�SXUSRVH��SXUFKDVH�SURGXFWV�RULJLQDOO\�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�LQ�H[FKDQJH�IRU�FDVK�
or consideration other than eligible food. 

8VH�UHFHLYH�61$3�EHQHÀWV�WR�EX\�GUXJV�RU�FRQWUROOHG�VXEVWDQFHV��
Not eligible: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH���IRUHYHU��

8VH�UHFHLYH�61$3�EHQHÀWV�LQ�VDOH�RI�ÀUHDUPV��DPPXQLWLRQ��RU�H[SORVLYHV�� )LUVW�WLPH���QRW�HOLJLEOH�IRUHYHU��

%H�FRQYLFWHG�IRU�EX\LQJ��VHOOLQJ�RU�WUDGLQJ�61$3�EHQHÀWV�IRU�WRWDO�RI������RU�PRUH�� Not eligible forever. 

/LH�DERXW�ZKR�\RX�DUH�RU�ZKHUH�\RX�OLYH�WR�UHFHLYH�PRUH�WKDQ�RQH�61$3�EHQHÀW�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�DWWHPSWHG�IHORQ\�²�RU�
ÁHH�EHFDXVH�RI�EUHDNLQJ�SUREDWLRQ�RU�SDUROH��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

CASH 

'R�QRW�FRPSO\�ZLWK�\RXU�FRXUW�SHQDOW\��LQFOXGLQJ�SD\PHQW�RI�ÀQHV��IRU�D�IHORQ\�RU�PLVGHPHDQRU�� 1RW�HOLJLEOH�XQWLO�\RX�FRPSO\�ZLWK�\RXU�SHQDOW\��

/LH�DERXW�ZKHUH�\RX�OLYH�WR�UHFHLYH�FDVK�LQ�WZR�RU�PRUH�VWDWHV�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�FRQYLFWLRQ�DWWHPSWHG�
IHORQ\��IDLO�WR�DSSHDU�DV�D�GHIHQGDQW�DW�D�FULPLQDO�FRXUW�SURFHHGLQJ�ZKHQ�LVVXHG�D�VXPPRQV�
RU�D�EHQFK�ZDUUDQW�IRU�D�VXPPDU\�RIIHQVH��IHORQ\�RU�PLVGHPHDQRU��ÁHH�EHFDXVH�RI�EUHDNLQJ�
SUREDWLRQ�SDUROH��RU�KDYH�DQ\�DFWLYH�ZDUUDQW�DJDLQVW�\RX��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

If you are found guilty of fraud or breaking the above rules: 

�� )LQH�XS�WR����������IRU�61$3�DQG�XS�WR���������IRU�&DVK��
�� -DLO�XS�WR����\HDUV�IRU�61$3�DQG�XS�WR�VHYHQ�\HDUV�IRU�
&DVK��DQG�RU�

�� 3D\LQJ�EDFN�EHQHÀWV�UHFHLYHG��
�� 'LVTXDOLÀFDWLRQ�IURP�EHQHÀWV�IRU�SHULRGV�VWDWHG�DERYH�E\�

program. 

SNAP 
:25.�
58/(6�

)RU�KRXVHKROG�PHPEHUV�²�SK\VLFDOO\�DQG�PHQWDOO\�ÀW�²�RYHU�DJH����DQG�XQGHU����²�QRW�
RWKHUZLVH�H[HPSW�RU�ZLWK�JRRG�FDXVH�� Not eligible: 

�� )LUVW�WLPH���RQH�PRQWK�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 6HFRQG�WLPH���WKUHH�PRQWKV�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 7KUHH�RU�PRUH�WLPHV���VL[�PRQWKV�HDFK�WLPH�DQG�XQWLO�\RX�
GR�ZKDW�LV�UHTXLUHG��

Refuse to: 
�� 3DUWLFLSDWH�LQ�DSSURYHG�ZRUN�WUDLQLQJ�SURJUDP��
�� $FFHSW�D�MRE��
�� 7HOO�&$2�DERXW�ZRUN�VWDWXV�DQG�MRE�DYDLODELOLW\��

2Q�SXUSRVH��WDNH�DFWLRQ�WR��
�� 4XLW�D�MRE��
�� &XW�ZRUN�KRXUV�WR�OHVV�WKDQ����SHU�
ZHHN��XQOHVV�DQRWKHU�MRE�DOUHDG\�
PHHWV�ZRUN�UHTXLUHPHQWV���

CASH 
:25.�
58/(6�

'R�QRW�PHHW�FDVK�ZRUN�UHTXLUHPHQWV��DV�ZULWWHQ�
on the Agreement of Mutual Responsibility (AMR). 

Not eligible: 
�� )LUVW�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 6HFRQG�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 7KLUG�WLPH���)RUHYHU��
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Prohibitions and Penalties  Read about your responsibilities: 

,)�7+,6�+$33(16�:,7+287�*22'�&$86(� 7+,6�0$<�+$33(1��3(1$/7<��

$//�%(1(),76�

SNAP 

CASH 

0(',&$/�

$66,67$1&(�

0LVXVH�(OHFWURQLF�%HQHÀWV�7UDQVIHU��(%7��&DUG�RU�3$�$&&(66�&DUG�� )LQH��SULVRQ��RU�ERWK��

'R�QRW�UHSRUW�FKDQJHV��DV�UHTXLUHG�� %HQHÀWV�FXW�RU�VWRSSHG��

2Q�SXUSRVH��JLYH�LQIRUPDWLRQ�WKDW�LV�IDOVH��LQFRUUHFW�RU�LQFRPSOHWH��RU�QRW�UHSRUW�FKDQJHV��

)LQH��GLVTXDOLÀFDWLRQ�DQG�RU�MDLO�WLPH�IRU�:HOIDUH�)UDXG��
GLVTXDOLÀFDWLRQ�IRU�DGPLQLVWUDWLYH�KHDULQJ�SURFHHGLQJV��

Not eligible for cash: 
�� )LUVW�WLPH�����PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

Not eligible for SNAP: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

7UDGH��VHOO�RU�XVH�DQRWKHU�SHUVRQ·V�$&&(66�&DUG��
Not eligible: 
�� $OO�FRXUW�FRQYLFWLRQV������PRQWKV��

SNAP 

2Q�SXUSRVH��PLVXVH�61$3�EHQHÀWV��IRU�H[DPSOH��WUDGH��VHOO��RU�EX\�(%7�&DUG�RU�61$3�EHQHÀWV��
FRQYHUW�EHQHÀWV��RU�GXPS�FRQWDLQHUV�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�WR�UHFHLYH�GHSRVLWV�²�RU�
EX\�WKLQJV�QRW�FRYHUHG�E\�61$3��VXFK�DV�DOFRKRO�RU�WREDFFR�²�RU�XVH�61$3�EHQHÀWV�WR�SD\�IRU�
food already received or food on credit.  Not eligible: 

�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��
�� )LUVW�WLPH�FRXUW�FRQYLFWLRQ�RYHU��������IRUHYHU��

3XUFKDVH�D�SURGXFW�ZLWK�61$3�EHQHÀWV�ZLWK�WKH�LQWHQW�RI�REWDLQLQJ�FDVK�RU�FRQVLGHUDWLRQ�
RWKHU�WKDQ�HOLJLEOH�IRRG�E\�UHVHOOLQJ�WKH�SURGXFW�LQ�H[FKDQJH�IRU�FDVK�RU�FRQVLGHUDWLRQ�RWKHU�
than eligible food. 

2Q�SXUSRVH��SXUFKDVH�SURGXFWV�RULJLQDOO\�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�LQ�H[FKDQJH�IRU�FDVK�
or consideration other than eligible food. 

8VH�UHFHLYH�61$3�EHQHÀWV�WR�EX\�GUXJV�RU�FRQWUROOHG�VXEVWDQFHV��
Not eligible: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH���IRUHYHU��

8VH�UHFHLYH�61$3�EHQHÀWV�LQ�VDOH�RI�ÀUHDUPV��DPPXQLWLRQ��RU�H[SORVLYHV�� )LUVW�WLPH���QRW�HOLJLEOH�IRUHYHU��

%H�FRQYLFWHG�IRU�EX\LQJ��VHOOLQJ�RU�WUDGLQJ�61$3�EHQHÀWV�IRU�WRWDO�RI������RU�PRUH�� Not eligible forever. 

/LH�DERXW�ZKR�\RX�DUH�RU�ZKHUH�\RX�OLYH�WR�UHFHLYH�PRUH�WKDQ�RQH�61$3�EHQHÀW�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�DWWHPSWHG�IHORQ\�²�RU�
ÁHH�EHFDXVH�RI�EUHDNLQJ�SUREDWLRQ�RU�SDUROH��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

CASH 

'R�QRW�FRPSO\�ZLWK�\RXU�FRXUW�SHQDOW\��LQFOXGLQJ�SD\PHQW�RI�ÀQHV��IRU�D�IHORQ\�RU�PLVGHPHDQRU�� 1RW�HOLJLEOH�XQWLO�\RX�FRPSO\�ZLWK�\RXU�SHQDOW\��

/LH�DERXW�ZKHUH�\RX�OLYH�WR�UHFHLYH�FDVK�LQ�WZR�RU�PRUH�VWDWHV�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�FRQYLFWLRQ�DWWHPSWHG�
IHORQ\��IDLO�WR�DSSHDU�DV�D�GHIHQGDQW�DW�D�FULPLQDO�FRXUW�SURFHHGLQJ�ZKHQ�LVVXHG�D�VXPPRQV�
RU�D�EHQFK�ZDUUDQW�IRU�D�VXPPDU\�RIIHQVH��IHORQ\�RU�PLVGHPHDQRU��ÁHH�EHFDXVH�RI�EUHDNLQJ�
SUREDWLRQ�SDUROH��RU�KDYH�DQ\�DFWLYH�ZDUUDQW�DJDLQVW�\RX��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

If you are found guilty of fraud or breaking the above rules: 

�� )LQH�XS�WR����������IRU�61$3�DQG�XS�WR���������IRU�&DVK��
�� -DLO�XS�WR����\HDUV�IRU�61$3�DQG�XS�WR�VHYHQ�\HDUV�IRU�
&DVK��DQG�RU�

�� 3D\LQJ�EDFN�EHQHÀWV�UHFHLYHG��
�� 'LVTXDOLÀFDWLRQ�IURP�EHQHÀWV�IRU�SHULRGV�VWDWHG�DERYH�E\�

program. 

SNAP 
:25.�
58/(6�

)RU�KRXVHKROG�PHPEHUV�²�SK\VLFDOO\�DQG�PHQWDOO\�ÀW�²�RYHU�DJH����DQG�XQGHU����²�QRW�
RWKHUZLVH�H[HPSW�RU�ZLWK�JRRG�FDXVH�� Not eligible: 

�� )LUVW�WLPH���RQH�PRQWK�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 6HFRQG�WLPH���WKUHH�PRQWKV�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 7KUHH�RU�PRUH�WLPHV���VL[�PRQWKV�HDFK�WLPH�DQG�XQWLO�\RX�
GR�ZKDW�LV�UHTXLUHG��

Refuse to: 
�� 3DUWLFLSDWH�LQ�DSSURYHG�ZRUN�WUDLQLQJ�SURJUDP��
�� $FFHSW�D�MRE��
�� 7HOO�&$2�DERXW�ZRUN�VWDWXV�DQG�MRE�DYDLODELOLW\��

2Q�SXUSRVH��WDNH�DFWLRQ�WR��
�� 4XLW�D�MRE��
�� &XW�ZRUN�KRXUV�WR�OHVV�WKDQ����SHU�
ZHHN��XQOHVV�DQRWKHU�MRE�DOUHDG\�
PHHWV�ZRUN�UHTXLUHPHQWV���

CASH 
:25.�
58/(6�

'R�QRW�PHHW�FDVK�ZRUN�UHTXLUHPHQWV��DV�ZULWWHQ�
on the Agreement of Mutual Responsibility (AMR). 

Not eligible: 
�� )LUVW�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 6HFRQG�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 7KLUG�WLPH���)RUHYHU��
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8QGHUVWDQGLQJ�<RXU�5LJKWV�DQG�5HVSRQVLELOLWLHV�

When I sign this form: 

�  ,�XQGHUVWDQG�WKDW�3HQQV\OYDQLD�UHFHLYHV�LQIRUPDWLRQ�IURP�RWKHU�
state and federal agencies to verify the information I give them. If I 
PLVUHSUHVHQW��KLGH�RU�ZLWKKROG�IDFWV�ZKLFK�PD\�DIIHFW�P\�HOLJLELOLW\� 
IRU�EHQHÀWV��,�PD\�EH�UHTXLUHG�WR�UHSD\�P\�EHQHÀWV�DQG�,�PD\�EH� 
SURVHFXWHG�DQG�GLVTXDOLÀHG�IURP�UHFHLYLQJ�FHUWDLQ�IXWXUH�EHQHÀWV�  

�  ,�XQGHUVWDQG�WKDW�,�FDQ�GHVLJQDWH�DQ�DXWKRUL]HG�UHSUHVHQWDWLYH�E\�
completing the Authorized Representative section and submitting it 
ZLWK�WKLV�DSSOLFDWLRQ��

�  ,�XQGHUVWDQG�DQG�DJUHH�WKDW�,�DP�UHVSRQVLEOH�IRU�DQ\�IUDXGXOHQW�
statements made on this application, even if the application is being 
submitted by someone acting on my behalf. 

�  ,�UHFHLYHG�D�FRS\�RI�P\�ULJKWV�DQG�UHVSRQVLELOLWLHV��KDYH�UHDG�WKHP�RU�
someone has read them to me, and I understand them. 

�  ,�XQGHUVWDQG�WKDW�WKH�LQIRUPDWLRQ�HQWHUHG�LQ�WKLV�DSSOLFDWLRQ�ZLOO�EH�
NHSW�FRQÀGHQWLDO�DQG�RQO\�WR�DGPLQLVWHU�EHQHÀWV��,�DXWKRUL]H�WKH�UHOHDVH�
RI�SHUVRQDO��ÀQDQFLDO�DQG�PHGLFDO�LQIRUPDWLRQ�IRU�WKH�SXUSRVH�RI�
determining eligibility. 

�  ,�XQGHUVWDQG�WKDW�DQ\�FKDQJHV�,�DP�UHTXLUHG�WR�UHSRUW�PXVW�EH�UHSRUWHG�
ZLWKLQ�WKH�ÀUVW����GD\V�RI�WKH�PRQWK�IROORZLQJ�WKH�PRQWK�RI�FKDQJH��

�  ,�XQGHUVWDQG�WKDW�,�ZLOO�UHFHLYH�D�ZULWWHQ�QRWLFH�H[SODLQLQJ�WKH�EHQHÀWV��
,I�EHQHÀWV�DUH�GHQLHG��FKDQJHG��VXVSHQGHG�RU�VWRSSHG��WKH�ZULWWHQ�
QRWLFH�ZLOO�H[SODLQ�ZK\��

�  ,�XQGHUVWDQG�WKDW�,�ZLOO�KDYH����GD\V�����GD\V�IRU�61$3��IRRG�VWDPS��
EHQHÀWV��IURP�WKH�GDWH�RI�WKH�QRWLFH�WR�UHTXHVW�D�KHDULQJ�LI�,�GR�QRW�
DJUHH�ZLWK�WKH�GHFLVLRQ�PDGH�RQ�WKLV�DSSOLFDWLRQ��

�  ,�XQGHUVWDQG�WKDW�P\�VLWXDWLRQ�LV�VXEMHFW�WR�YHULÀFDWLRQ�IURP�HPSOR\HUV��
ÀQDQFLDO�VRXUFHV�DQG�RWKHU�WKLUG�SDUWLHV��

�  ,�XQGHUVWDQG�WKDW�DSSOLFDQWV�PXVW�SURYLGH�WKHLU�6RFLDO�6HFXULW\�QXPEHU�
or apply for one if they do not have one. This number may be used to 
FKHFN�WKH�LQIRUPDWLRQ�RQ�WKLV�DSSOLFDWLRQ��

�  ,�XQGHUVWDQG�WKDW�,�PXVW�XVH�WKH�(OHFWURQLF�%HQHÀW�7UDQVIHU��(%7��RU�WKH�
3$�$&&(66�&DUG�RQO\�GXULQJ�WKH�SHULRG�,�DP�HOLJLEOH��,�PXVW�XVH�WKH�
(%7�RU�WKH�3$�$&&(66�&DUG�RQO\�IRU�WKH�SHUVRQ�ZKR�LV�HOLJLEOH�DQG�PD\�
JHW�RQO\�WKH�EHQHÀWV�WKDW�DUH�QHHGHG�DQG�UHDVRQDEOH��

�  ,�XQGHUVWDQG�WKDW�,�PD\�QRW�XVH�7$1)�IXQGV�LVVXHG�WKURXJK�P\�3$�
$&&(66�FDUG�WR�PDNH�(%7�WUDQVDFWLRQV�LQ�OLTXRU�VWRUHV��FDVLQRV�
(gambling casinos, gaming establishments), or places for adult 
entertainment. 

�  ,�XQGHUVWDQG�WKDW�,�GR�QRW�KDYH�WR�SURYLGH�D�6RFLDO�6HFXULW\�QXPEHU�IRU�
DQ\RQH�ZKR�LV�QRW�DSSO\LQJ�IRU�DVVLVWDQFH��,I�,�GR�SURYLGH�WKHLU�6RFLDO�
6HFXULW\�QXPEHU��LW�PD\�EH�XVHG�WR�FKHFN�WKH�LQIRUPDWLRQ�RQ�WKLV�DSSOLFDWLRQ��

�  ,�FHUWLI\�WKDW�DOO�LQIRUPDWLRQ�WKDW�KDV�EHHQ�HQWHUHG�LV�WUXH�XQGHU�SHQDOW\�
RI�SHUMXU\��

�  ,�XQGHUVWDQG�WKDW�,�KDYH�WKH�ULJKW�WR�D�FHUWLÀFDWH�RI�FUHGLWDEOH�FRYHUDJH�
WR�YHULI\�P\�PHGLFDO�FRYHUDJH��)HGHUDO�ODZ�OLPLWV�ZKHQ�KHDOWK�FDUH�

FRYHUDJH�PD\�EH�GHQLHG�RU�OLPLWHG�IRU�D�SUH�H[LVWLQJ�FRQGLWLRQ��,I�,�HQUROO�
LQ�D�JURXS�KHDOWK�SODQ�WKDW�KDV�D�SUH�H[LVWLQJ�FRQGLWLRQ�FODXVH��,�FDQ�JHW�
credit for the time I received Medical Assistance. 

�  ,I�,�UHFHLYH�FDVK�EHQHÀWV��,�ZLOO�FRRSHUDWH�ZLWK�WKH�UHTXLUHPHQWV�RI�WKH�
child support enforcement program as directed by the department. I 
give the department and the Domestic Relations Section the right to 
pursue and collect cash and/or medical support for me and others for 
ZKRP�,�DP�DSSO\LQJ��

�  ,�XQGHUVWDQG�WKDW�LI�,�UHSRUW�DQG�SURYLGH�SURRI�RI�WKH�KRXVHKROG�
H[SHQVHV��,�ZLOO�JHW�WKH�PD[LPXP�DPRXQW�RI�61$3��IRRG�VWDPS��
EHQHÀWV�DOORZHG��)DLOXUH�WR�UHSRUW�RU�SURYLGH�SURRI�RI�WKH�KRXVHKROG�
H[SHQVHV�ZLOO�EH�UHJDUGHG�DV�P\�VWDWHPHQW�WKDW�,�GR�QRW�ZDQW�WR�UHFHLYH�
D�GHGXFWLRQ�IRU�WKH�XQUHSRUWHG�RU�XQSURYHG�H[SHQVH���$XWKRULW\��8QLWHG�
6WDWHV�'HSDUWPHQW�RI�$JULFXOWXUH��)RRG�DQG�1XWULWLRQ�6HUYLFH��0LG�
Atlantic Region, Administrative Notice 6­99, issued January 4, 1999). 

�  ,�XQGHUVWDQG�WKDW�,�KDYH�WKH�ULJKW�WR�UHFHLYH�FUHGLW�IRU�WKH�KRXVHKROG�
H[SHQVHV�DW�WKH�WLPH�,�UHSRUW�DQG�SURYLGH�SURRI�RI�WKHP�DW�DQ\�WLPH�
GXULQJ�P\�61$3��IRRG�VWDPSV��FHUWLÀFDWLRQ�SHULRG��

�  ,�XQGHUVWDQG�WKDW�,�KDYH�WKH�ULJKW�WR�DVN�WKH�FRXQW\�DVVLVWDQFH�RIÀFH�
�&$2��IRU�DVVLVWDQFH�LQ�JHWWLQJ�SURRI�RI�H[SHQVHV�DQG�WKDW�WKH�&$2�
FDQ�FRQWDFW�RWKHU�SHRSOH�IRU�FRQÀUPDWLRQ�LI�,�DP�KDYLQJ�WURXEOH�JHWWLQJ�
proof of anything. 

�  ,�XQGHUVWDQG�WKDW�LI�VRPH�RU�DOO�RI�WKH�LQGLYLGXDOV�DSSO\LQJ�GR�QRW�
TXDOLI\�IRU�0HGLFDO�$VVLVWDQFH��WKDW�WKH\�PD\�EH�HOLJLEOH�IRU�&+,3��,I�
this is the case, I authorize the Department of Public Welfare to give my 
name and information on this application to the insurance department 
RU�WKH�&+,3�FRQWUDFWRU��

�  ,�XQGHUVWDQG�WKDW�LI�VRPH�RU�DOO�RI�WKH�LQGLYLGXDOV�DSSO\LQJ�GR�QRW�
TXDOLI\�IRU�0HGLFDO�$VVLVWDQFH��WKDW�WKH\�PD\�EH�HOLJLEOH�IRU�IHGHUDO�
EHQHÀWV�DQG�RU�H[SORUH�SULYDWH�KHDOWK�FDUH�RSWLRQV�WKURXJK�WKH�+HDOWK�
,QVXUDQFH�0DUNHWSODFH��,I�WKLV�LV�WKH�FDVH��,�DXWKRUL]H�WKH�GHSDUWPHQW�WR�
JLYH�P\�QDPH�DQG�LQIRUPDWLRQ�RQ�WKLV�DSSOLFDWLRQ�WR�WKH�0DUNHWSODFH��

�� 5HQHZDO�RI�FRYHUDJH�LQ�IXWXUH�\HDUV��7R�PDNH�LW�HDVLHU�WR�GHWHUPLQH�
my eligibility for help paying for health coverage in future years, I agree 
WR�DOORZ�WKH�+HDOWK�,QVXUDQFH�0DUNHWSODFH�WR�XVH�P\�LQFRPH�GDWD��
LQFOXGLQJ�LQIRUPDWLRQ�IURP�WD[�UHWXUQV��7KH�0DUNHWSODFH�ZLOO�VHQG�PH�D�
QRWLFH��OHW�PH�PDNH�DQ\�FKDQJHV��DQG�,�FDQ�RSW�RXW�DW�DQ\�WLPH��

<HV��UHQHZ�P\�HOLJLELOLW\�DXWRPDWLFDOO\�IRU�WKH�QH[W��
�&KHFN�RQH��

��)LYH�\HDUV��WKH�PD[LPXP�QXPEHU�RI�\HDUV�DOORZHG�

��)RXU�\HDUV

  Three years

��7ZR�\HDUV

��2QH�\HDU

��'R�QRW�XVH�P\�LQIRUPDWLRQ�IURP�WD[�UHWXUQV�WR�UHQHZ�P\�FRYHUDJH��

Signature of Applicant or Authorized Representative  Date 

Name of Authorized Representative  Address of Authorized Representative  Phone Number 

,�KDYH�H[SODLQHG�WR�WKH�DSSOLFDQW�KHU�RU�KLV�ULJKWV�DQG�UHVSRQVLELOLWLHV��
COUNTY 

$66,67$1&(�
2)),&(�21/<�

&$2�6LJQDWXUH� Date 
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$SSHQGL[�$�

American Indian or Alaska Native Family Member (AI/AN)  
&RPSOHWH�WKLV�DSSHQGL[�LI�\RX�RU�D�IDPLO\�PHPEHU�DUH�$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH��6XEPLW�WKLV�ZLWK�\RXU�$SSOLFDWLRQ�IRU�+HDOWK�&DUH�
&RYHUDJH��<RX�GR�QRW�QHHG�WR�FRPSOHWH�WKLV�DSSHQGL[�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�61$3��

Tell us about your American Indian or Alaska Native family member(s). 
$PHULFDQ�,QGLDQV�DQG�$ODVND�1DWLYHV�FDQ�JHW�VHUYLFHV�IURP�WKH�,QGLDQ�+HDOWK�6HUYLFHV��WULEDO�KHDOWK�SURJUDPV��RU�XUEDQ�,QGLDQ�KHDOWK�
SURJUDPV��7KH\�DOVR�PD\�QRW�KDYH�WR�SD\�FRVW�VKDULQJ�DQG�PD\�JHW�VSHFLDO�PRQWKO\�HQUROOPHQW�SHULRGV��$QVZHU�WKH�IROORZLQJ�TXHVWLRQV�WR�
PDNH�VXUH�\RXU�IDPLO\�JHWV�WKH�PRVW�KHOS�SRVVLEOH��

127(��,I�\RX�KDYH�PRUH�SHRSOH�WR�LQFOXGH��PDNH�D�FRS\�RI�WKLV�SDJH�DQG�DWWDFK��

$,�$1�3(5621��� Please Print All Information 
1DPH��ÀUVW�QDPH��PLGGOH�QDPH��ODVW�QDPH��� Member of a federally recognized tribe?    Yes    No 

If yes, tribe name:  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB� State:  BBBBBBBBBBBB�

+DV�WKLV�SHUVRQ�HYHU�JRWWHQ�D�VHUYLFH�IURP�WKH�,QGLDQ�+HDOWK�6HUYLFH��D�WULEDO�KHDOWK�
program or urban Indian health program, or through a referral from one of these 
programs?

 Yes    No 

,I�QR��LV�WKLV�SHUVRQ�HOLJLEOH�WR�JHW�VHUYLFHV�IURP�WKH�,QGLDQ�+HDOWK�6HUYLFH��WULEDO�KHDOWK�
programs or urban Indian health programs, or through a referral from one of these 
programs?

 Yes    No 

&HUWDLQ�PRQH\�UHFHLYHG�PD\�QRW�EH�FRXQWHG�IRU�0HGLFDO�$VVLVWDQFH�RU�WKH�&KLOGUHQ·V�
+HDOWK�,QVXUDQFH�3URJUDP��&+,3���/LVW�DQ\�LQFRPH��DPRXQW�DQG�KRZ�RIWHQ��UHSRUWHG�RQ�
your application that includes money from these sources: 

�� 3HU�FDSLWD�SD\PHQWV�IURP�D�WULEH�WKDW�FRPH�IURP�QDWXUDO�UHVRXUFHV��XVDJH�ULJKWV��
leases, or royalties. 

�� 3D\PHQWV�IURP�QDWXUDO�UHVRXUFHV��IDUPLQJ��UDQFKLQJ��ÀVKLQJ��OHDVHV��RU�UR\DOWLHV�
from land designated as Indian trust land by the Department of Interior (including 
reservations and former reservations). 

�� 0RQH\�IURP�VHOOLQJ�WKLQJV�WKDW�KDYH�FXOWXUDO�VLJQLÀFDQFH��

$  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

+RZ�RIWHQ"� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

$,�$1�3(5621��� Please Print All Information 
1DPH��ÀUVW�QDPH��PLGGOH�QDPH��ODVW�QDPH��� Member of a federally recognized tribe?    Yes    No 

If yes, tribe name:  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB� State:  BBBBBBBBBBBB�

+DV�WKLV�SHUVRQ�HYHU�JRWWHQ�D�VHUYLFH�IURP�WKH�,QGLDQ�+HDOWK�6HUYLFH��D�WULEDO�KHDOWK�
program or urban Indian health program, or through a referral from one of these 
programs?

 Yes    No 

,I�QR��LV�WKLV�SHUVRQ�HOLJLEOH�WR�JHW�VHUYLFHV�IURP�WKH�,QGLDQ�+HDOWK�6HUYLFH��WULEDO�KHDOWK�SUR­
grams or urban Indian health programs, or through a referral from one of these programs?

 Yes    No 

&HUWDLQ�PRQH\�UHFHLYHG�PD\�QRW�EH�FRXQWHG�IRU�0HGLFDO�$VVLVWDQFH�RU�WKH�&KLOGUHQ·V�
+HDOWK�,QVXUDQFH�3URJUDP��&+,3���/LVW�DQ\�LQFRPH��DPRXQW�DQG�KRZ�RIWHQ��UHSRUWHG�
on your application that includes money from these sources: 

�� 3HU�FDSLWD�SD\PHQWV�IURP�D�WULEH�WKDW�FRPH�IURP�QDWXUDO�UHVRXUFHV��XVDJH�ULJKWV��
leases, or royalties. 

�� 3D\PHQWV�IURP�QDWXUDO�UHVRXUFHV��IDUPLQJ��UDQFKLQJ��ÀVKLQJ��OHDVHV��RU�UR\DOWLHV�
from land designated as Indian trust land by the Department of Interior (including 
reservations and former reservations). 

�� 0RQH\�IURP�VHOOLQJ�WKLQJV�WKDW�KDYH�FXOWXUDO�VLJQLÀFDQFH��

$  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

+RZ�RIWHQ"� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�
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$SSHQGL[�%�

Health Coverage from Job(s) 
7HOO�XV�DERXW�WKH�MRE�WKDW�RIIHUV�FRYHUDJH��<RX�'2�127�QHHG�WR�DQVZHU�WKHVH�TXHVWLRQV�XQOHVV�VRPHRQH�LQ�WKH�KRXVHKROG�LV�
HOLJLEOH�IRU�KHDOWK�FRYHUDJH�IURP�D�MRE��<RX�GR�QRW�QHHG�WR�FRPSOHWH�WKLV�DSSHQGL[�LI�\RX�DUH�DSSO\LQJ�RQO\�IRU�61$3��

:ULWH�\RXU�QDPH�DQG�6RFLDO�6HFXULW\�QXPEHU�LQ�WKH�(PSOR\HH�,QIRUPDWLRQ�VHFWLRQ��<RX�PD\�QHHG�WR�DVN�\RXU�HPSOR\HU�WR�KHOS�\RX�FRPSOHWH�
WKH�(PSOR\HU�,QIRUPDWLRQ�VHFWLRQ��,I�\RX�DUH�XQDEOH�WR�JHW�WKLV�LQIRUPDWLRQ�IURP�\RXU�HPSOR\HU�WLPHO\��RU�\RX�IHHO�OLNH�FRPSOHWLQJ�WKLV�ZRXOG�
GHOD\�WKH�VWDUW�RI�\RXU�DSSOLFDWLRQ��\RX�PD\�VXEPLW�\RXU�DSSOLFDWLRQ�ZLWKRXW�$SSHQGL[�%��

$WWDFK�D�FRS\�RI�WKLV�SDJH�IRU�HDFK�MRE�WKDW�RIIHUV�FRYHUDJH��

(03/2<(( Information 
(PSOR\HH�QDPH��ÀUVW��PLGGOH��ODVW��� Social Security number: 

(03/2<(5�Information 
Employer name:  (PSOR\HU�LGHQWLÀFDWLRQ�QXPEHU��(,1��

(PSOR\HU�DGGUHVV��LQFOXGH�VWUHHW��QXPEHU��FLW\��VWDWH�	�]LS�FRGH������ Employer phone number: 

(  ) 

:KR�FDQ�ZH�FRQWDFW�DERXW�
employee health coverage 
DW�WKLV�MRE"�

Phone number (if different from above): 

(  ) 
Email address: 

,V�WKH�HPSOR\HH�FXUUHQWO\�HOLJLEOH�IRU�FRYHUDJH�RIIHUHG�E\�WKLV�HPSOR\HU��RU�ZLOO�WKH�HPSOR\HH�EH�HOLJLEOH�LQ�WKH�QH[W�WKUHH�PRQWKV"�

Yes �FRQWLQXH�� ,I�WKH�HPSOR\HH�LV�QRW�HOLJLEOH�WRGD\��LQFOXGLQJ�DV�D�UHVXOW�RI�D�ZDLWLQJ�RU�SUREDWLRQDU\�SHULRG��ZKHQ�LV�WKH�HPSOR\HH�HOLJLEOH�IRU�FRYHUDJH"�BBBBBBBBBBBBBBBBBB�

No��6723�DQG�UHWXUQ�WKLV�IRUP�WR�HPSOR\HH��

Tell us about the health plan offered by this employer. 

Does the employer offer a health plan that covers an employee’s spouse or dependent(s)?   Yes. Which people:   Spouse  Dependent(s)

��1R��JR�WR�WKH�QH[W�TXHVWLRQ��

'RHV�WKH�HPSOR\HU�RIIHU�D�KHDOWK�SODQ�WKDW�PHHWV�WKH�PLQLPXP�YDOXH�VWDQGDUG"
 ��<HV��JR�WR�WKH�QH[W�TXHVWLRQ�� ��1R��6723�DQG�UHWXUQ�IRUP�WR�HPSOR\HH��

)RU�WKH�ORZHVW�FRVW�SODQ�WKDW�PHHWV�WKH�PLQLPXP�YDOXH�VWDQGDUG
�RIIHUHG�only to the employee �GRQ·W�LQFOXGH�IDPLO\�SODQV���,I�WKH�HPSOR\HU�KDV�ZHOOQHVV�
SURJUDPV��SURYLGH�WKH�SUHPLXP�WKDW�WKH�HPSOR\HH�ZRXOG�SD\�LI�KH�VKH�UHFHLYHG�WKH�PD[LPXP�GLVFRXQW�IRU�DQ\�WREDFFR�FHVVDWLRQ�SURJUDPV��DQG�GLGQ·W�
UHFHLYH�DQ\�RWKHU�GLVFRXQWV�EDVHG�RQ�ZHOOQHVV�SURJUDPV��

+RZ�PXFK�ZRXOG�WKH�HPSOR\HH�KDYH�WR�SD\�LQ�SUHPLXPV�IRU�WKLV�SODQ"� �BBBBBBBBBBBBBBBBBBBBBBBBB�

+RZ�RIWHQ" ��:HHNO\ �(YHU\�WZR�ZHHNV ��7ZLFH�D�PRQWK   Monthly   Quarterly   Yearly 

,I�\RXU�SODQ�ZLOO�HQG�VRRQ�DQG�\RX�NQRZ�WKDW�WKH�KHDOWK�SODQV�RIIHUHG�ZLOO�FKDQJH��JR�WR�WKH�QH[W�TXHVWLRQ��,I�\RX�GRQ·W�NQRZ��6723�DQG�UHWXUQ�IRUP�WR�
employee. 

:KDW�FKDQJH�ZLOO�WKH�HPSOR\HU�PDNH�IRU�WKH�QHZ�SODQ�\HDU"

��(PSOR\HU�ZLOO�QRW�RIIHU�KHDOWK�FRYHUDJH

��(PSOR\HU�ZLOO�VWDUW�RIIHULQJ�KHDOWK�FRYHUDJH�WR�HPSOR\HHV�RU�FKDQJH�WKH�SUHPLXP�IRU�WKH�ORZHVW�FRVW�SODQ�DYDLODEOH�RQO\�WR�WKH�HPSOR\HH�WKDW�PHHWV�
WKH�PLQLPXP�YDOXH�VWDQGDUG�
��3UHPLXP�VKRXOG�UHÁHFW�WKH�GLVFRXQW�IRU�ZHOOQHVV�SURJUDPV��6HH�TXHVWLRQ�DERYH���

+RZ�PXFK�ZRXOG�WKH�HPSOR\HH�KDYH�WR�SD\�LQ�SUHPLXPV�IRU�WKLV�SODQ"���BBBBBBBBBBBBBBBBBBBBBBBB�

+RZ�RIWHQ" ��:HHNO\ �(YHU\�WZR�ZHHNV ��7ZLFH�D�PRQWK   Monthly   Quarterly   Yearly 

Date of change: (mm/dd/yyyy) BBBBBBBBBBBBBBBBBBBBBBBBBBBBB�


$Q�HPSOR\HU�VSRQVRUHG�KHDOWK�SODQ�PHHWV�WKH�´PLQLPXP�YDOXH�VWDQGDUGµ�LI�WKH�SODQ·V�VKDUH�RI�WKH�WRWDO�DOORZHG�EHQHÀW�FRVWV�FRYHUHG�E\�WKH�SODQ�LV�QR�
OHVV�WKDQ����SHUFHQW�RI�VXFK�FRVWV��6HFWLRQ���%�&�����&��LL��RI�WKH�,QWHUQDO�5HYHQXH�&RGH�RI��������

PA 600   1/14

CL
IE
NT

 

<RXU�5LJKWV�DQG�5HVSRQVLELOLWLHV��Read about your rights and responsibilities: 

5,*+7�72�121',6&5,0,1$7,21�

,Q�DFFRUGDQFH�ZLWK�IHGHUDO�ODZ�DQG�86��'HSDUWPHQW�RI�$JULFXOWXUH�
policy, this institution is prohibited from discriminating on the basis 
RI�UDFH��FRORU��QDWLRQDO�RULJLQ��VH[��DJH��UHOLJLRQ��SROLWLFDO�EHOLHIV��
RU�GLVDELOLW\��7R�ÀOH�D�FRPSODLQW�RI�GLVFULPLQDWLRQ��ZULWH�86'$��
'LUHFWRU��2IÀFH�RI�&LYLO�5LJKWV��5RRP�����:��:KLWWHQ�%XLOGLQJ�������
,QGHSHQGHQFH�$YHQXH��6�:���:DVKLQJWRQ��'�&�������������RU�FDOO�
����������������,QGLYLGXDOV�ZKR�DUH�GHDI��KDUG�RI�KHDULQJ�RU�KDYH�
VSHHFK�GLVDELOLWLHV�DQG�ZLVK�WR�FRPPXQLFDWH�ZLWK�WKH�2IÀFH�RI�
&LYLO�5LJKWV��PD\�FDOO�WKH�)HGHUDO�5HOD\�6HUYLFH�DW����������������
�(QJOLVK��RU�����������������6SDQLVK���86'$�LV�DQ�HTXDO�RSSRUWXQLW\�
provider and employer. 

5,*+7�72�&21),'(17,$/,7<�

:H�ZLOO�NHHS�\RXU�LQIRUPDWLRQ�SULYDWH��,W�ZLOO�RQO\�EH�XVHG�WR�GHFLGH�
ZKLFK�SURJUDPV�\RX�PD\�EH�HOLJLEOH�IRU��7KH�FRXQW\�DVVLVWDQFH�
RIÀFH��&$2���ZKHQ�UHTXHVWHG��PXVW�SURYLGH�IHGHUDO��VWDWH�DQG�ORFDO�
ODZ�HQIRUFHPHQW�RIÀFLDOV�ZLWK�WKH�DGGUHVV��6RFLDO�6HFXULW\�QXPEHU�
�661��DQG�SKRWRJUDSK��LI�DYDLODEOH��RI�DQ�LQGLYLGXDO�ZKR�LV�ÁHHLQJ�WR�
DYRLG�SURVHFXWLRQ��FXVWRG\�RU�FRQÀQHPHQW�IRU�D�IHORQ\�RU�YLRODWLQJ�
SUREDWLRQ�RU�SDUROH��$Q\�SHUVRQ�NQRZLQJO\�YLRODWLQJ�DQ\�RI�WKH�UXOHV�
and regulations of this department shall be guilty of a misdemeanor 
DQG��XSRQ�FRQYLFWLRQ�VKDOO�EH�VHQWHQFHG�WR�SD\�D�ÀQH��QRW�H[FHHGLQJ�
one hundred ($100) dollars, or to undergo imprisonment, not 
H[FHHGLQJ�VL[�PRQWKV��RU�ERWK�����3�6��VHFWLRQ�������

5,*+7�72�$�:5,77(1�127,&(�

:H�ZLOO�JLYH�\RX�D�ZULWWHQ�QRWLFH�H[SODLQLQJ�\RXU�EHQHÀWV��,I�ZH�
GHQ\��FKDQJH��VXVSHQG�RU�VWRS�EHQHÀWV��ZH�ZLOO�JLYH�\RX�D�ZULWWHQ�
H[SODQDWLRQ�RI�ZK\��<RX�KDYH����GD\V�����GD\V�IRU�6XSSOHPHQWDO�
1XWULWLRQ�$VVLVWDQFH�3URJUDP��61$3��EHQHÀWV��IURP�WKH�PDLOLQJ�GDWH�
RI�WKH�QRWLFH�WR�DVN�IRU�D�KHDULQJ��

5,*+7�72�$33($/�

<RX�KDYH�WKH�ULJKW�WR�DVN�IRU�D�'HSDUWPHQW�RI�3XEOLF�:HOIDUH��'3:��
hearing to appeal a decision if you believe it is unfair or incorrect, or 
LI�'3:�IDLOV�WR�DFW�RQ�\RXU�DSSOLFDWLRQ�IRU�EHQHÀWV��<RX�PD\�ÀOH�WKH�
DSSHDO�DW�WKH�&$2��,I�\RX�DSSHDO��\RX�PD\�DOVR�UHTXHVW�DQ�DJHQF\�
FRQIHUHQFH�EHIRUH�WKH�KHDULQJ��,I�\RXU�DSSHDO�LQYROYHV�H[SHGLWHG�
61$3�EHQHÀWV��\RX�KDYH�WKH�ULJKW�WR�KDYH�WKLV�FRQIHUHQFH�ZLWK�D�
VXSHUYLVRU�ZLWKLQ�WZR�ZRUN�GD\V��$W�WKH�KHDULQJ�\RX�PD\�UHSUHVHQW�
\RXUVHOI��RU�VRPHRQH�HOVH��VXFK�DV�D�ODZ\HU��IULHQG�RU�UHODWLYH�PD\�
represent you. 

5,*+7�72�&/$,0�*22'�&$86(�

,I�\RX�DSSO\�IRU�FDVK�RU�0HGLFDO�$VVLVWDQFH��0$��EHQHÀWV��WKH�ODZ�
UHTXLUHV�\RX�WR�FRRSHUDWH�ZLWK�HVWDEOLVKLQJ�SDWHUQLW\�DQG�VHHNLQJ�
VXSSRUW�� <RX�PD\�EH�H[FXVHG�IURP�WKHVH�UHTXLUHPHQWV�LI�\RX�SURYH�
LW�PD\�EH�GDQJHURXV�IRU�\RX�DQG�RU�\RXU�FKLOGUHQ���7KLV�LV�NQRZQ�DV�
JRRG�FDXVH�� 8QOHVV�D�JRRG�FDXVH�H[HPSWLRQ�LV�HVWDEOLVKHG��\RX�ZLOO�
EH�UHTXLUHG�WR�PHHW�HPSOR\PHQW�DQG�WUDLQLQJ�UHTXLUHPHQWV���<RX�ZLOO�
DOVR�EH�UHTXLUHG�WR�PHHW�VHPL�DQQXDO�UHSRUWLQJ�UHTXLUHPHQWV�XQOHVV�
good cause is granted. 

5,*+7�72�&(57,),&$7(�2)�&5(',7$%/(�&29(5$*(�

)HGHUDO�ODZ�OLPLWV�ZKHQ�KHDOWK�FRYHUDJH�PD\�EH�GHQLHG�RU�OLPLWHG�
IRU�D�SUH�H[LVWLQJ�FRQGLWLRQ��,I�\RX�HQUROO�LQ�D�JURXS�KHDOWK�SODQ�
WKDW�H[FOXGHV�WUHDWPHQW�IRU�D�FRQGLWLRQ�\RX�DOUHDG\�KDG��\RX�FDQ�EH�
credited for the time you received MA coverage. This may help you 
REWDLQ�FRYHUDJH��&RQWDFW�\RXU�FDVHZRUNHU�WR�UHTXHVW�WKLV�FHUWLÀFDWH��

5(63216,%,/,7<�72�3529,'(�,1)250$7,21�

You must give true, correct and complete information. You must help 
LQ�SURYLQJ�WKH�LQIRUPDWLRQ�\RX�JLYH��%HQHÀWV�PD\�EH�GHQLHG�LI�\RX�
fail to provide certain proof. If you cannot provide proof, you should 
DVN�WKH�&$2�WR�KHOS�\RX�REWDLQ�LW��,I�\RX�DUH�FRQWDFWHG�E\�'3:�RU�
WKH�2IÀFH�RI�,QVSHFWRU�*HQHUDO��\RX�PXVW�IXOO\�FRRSHUDWH�ZLWK�WKRVH�
persons or investigators. If you are age 55 or older and receive MA to 

SD\�IRU�QXUVLQJ�IDFLOLW\�VHUYLFHV��KRPH�DQG�FRPPXQLW\�EDVHG�ZDLYHU�
services and any related hospital and prescription drug service, you 
PD\�EH�UHTXLUHG�WR�UHSD\�WKH�FRVW�RI�WKHVH�VHUYLFHV�IURP�\RXU�SUREDWH�
HVWDWH��,I�\RX�DUH�DSSO\LQJ�IRU�FDVK�DVVLVWDQFH��ZH�PD\�UHTXLUH�\RX�WR�
VLJQ�DQ�DJUHHPHQW�WR�UHSD\�EHQHÀWV�WKDW�\RX��\RXU�VSRXVH�DQG�\RXU�
children have received. 

5(63216,%,/,7<�72�3529,'(�62&,$/�6(&85,7<�180%(56�

)RU�FDVK��0$�DQG�RU�61$3�EHQHÀWV��\RX�PXVW�SURYLGH�DQ�661�IRU�
HDFK�SHUVRQ�IRU�ZKRP�\RX�DUH�DSSO\LQJ��,I�\RX�GR�QRW�KDYH�DQ�661��
you must apply for one. Not providing an SSN may result in not being 
DEOH�WR�UHFHLYH�EHQHÀWV��)RU�FDVK�EHQHÀWV��ZH�PD\�DVN�IRU�DQ�661�
IRU�DQ\RQH�ZKRVH�LQFRPH�RU�UHVRXUFHV�PD\�DIIHFW�\RXU�HOLJLELOLW\�
RU�WKH�DPRXQW�RI�EHQHÀWV��<RXU�661�ZLOO�EH�XVHG�IRU�LGHQWLW\��IRU�
FRPSXWHU�PDWFKHV�ZKLFK�YHULI\�LQFRPH�DQG�UHVRXUFHV��DQG�WR�SUHYHQW�
GXSOLFDWLRQ�RI�VWDWH�DQG�IHGHUDO�EHQHÀWV��$Q�DOLHQ�ZKR�LV�DSSO\LQJ�
IRU�HPHUJHQF\�0$�RQO\�LV�QRW�UHTXLUHG�WR�SURYLGH�DQ�661������8�6��&�
����E����

5(63216,%,/,7<�72�86(�7+(�3$�$&&(66�&$5'�/$:)8//<�

2QFH�\RX�DUH�HOLJLEOH�IRU�EHQHÀWV��\RX�ZLOO�EH�LVVXHG�D�3$�$&&(66�
FDUG��7KLV�FDUG�PD\�RQO\�EH�XVHG�IRU�WKH�SHUVRQ�ZKR�LV�HOLJLEOH�DQG�
only during the eligibility period. You may only use the card for 
services that are needed and reasonable. 

5(63216,%,/,7<�72�5(3257�&+$1*(6�

,I�\RX�TXDOLI\�IRU�EHQHÀWV��\RX�ZLOO�EH�UHTXLUHG�WR�UHSRUW�FKDQJHV�
LQ�\RXU�FLUFXPVWDQFHV�WR�\RXU�FDVHZRUNHU�RU�WR�WKH�6WDWHZLGH�
&XVWRPHU�6HUYLFH�&HQWHU���7\SHV�RI�FKDQJHV�UHSRUWHG�ZRXOG�LQFOXGH�
SHRSOH�OHDYLQJ�RU�PRYLQJ�LQWR�WKH�KRXVH��D�QHZ�DGGUHVV��D�QHZ�MRE�
IRU�VRPHRQH��LI�VRPHRQH�ORVHV�D�MRE��ELUWK�RI�D�FKLOG��QHZ�VRXUFHV�
RI�LQFRPH�RU�FKDQJHV�WR�LQFRPH���<RXU�FDVHZRUNHU�DQG�QRWLFHV�\RX�
UHFHLYH�ZLOO�FRYHU�WKH�VSHFLÀFV�LQ�GHWDLO�EDVHG�RQ�WKH�SURJUDPV�DQG�
EHQHÀWV�\RX�DUH�HOLJLEOH�IRU���)DLOXUH�WR�UHSRUW�UHTXLUHG�FKDQJHV�ZLWKLQ�
WKH�SURJUDP�JXLGHOLQHV�FRXOG�UHVXOW�LQ�D�ORVV�RI�EHQHÀWV��VDQFWLRQV��
RU�FLYLO�RU�FULPLQDO�FKDUJHV���<RX�PD\�UHSRUW�FKDQJHV�WR�WKH�&$2�LQ�
SHUVRQ��E\�SKRQH��ID[��PDLO�RU�WKURXJK�D�&203$66�DFFRXQW���<RX�PD\�
DOVR�UHSRUW�FKDQJHV�WR�WKH�6WDWHZLGH�&XVWRPHU�6HUYLFH�&HQWHU�DW�
����������������RU�IRU�3KLODGHOSKLD�����������������DQ\�WLPH��

5(63216,%,/,7<�72�6($5&+�)25�-2%6�

If you are applying for cash assistance, you must provide proof that 
\RX�DUH�VHDUFKLQJ�IRU�DW�OHDVW���MREV�SHU�ZHHN�GXULQJ�WKH�DSSOLFDWLRQ�
SURFHVV��XQOHVV�\RX�KDYH�YHULÀHG�JRRG�FDXVH�RU�SURRI�WKDW�\RX�DUH�
H[HPSW�IURP�WKLV�UHVSRQVLELOLW\��

35,9$&<�$&7�67$7(0(17�

(i) The collection of this information, including the social security 
number (SSN) of each household member, is authorized under the 
)RRG�6WDPS�$FW�RI�������DV�DPHQGHG����8�6�&��������������7KH�
LQIRUPDWLRQ�ZLOO�EH�XVHG�WR�GHWHUPLQH�ZKHWKHU�\RXU�KRXVHKROG�
is eligible or continues to be eligible to participate in the SNAP 
3URJUDP��:H�ZLOO�YHULI\�WKLV�LQIRUPDWLRQ�WKURXJK�FRPSXWHU�PDWFKLQJ�
SURJUDPV��7KLV�LQIRUPDWLRQ�ZLOO�DOVR�EH�XVHG�WR�PRQLWRU�FRPSOLDQFH�
ZLWK�SURJUDP�UHJXODWLRQV�DQG�IRU�SURJUDP�PDQDJHPHQW��

�LL��7KLV�LQIRUPDWLRQ�PD\�EH�GLVFORVHG�WR�RWKHU�)HGHUDO�DQG�6WDWH�
DJHQFLHV�IRU�RIÀFLDO�H[DPLQDWLRQ��DQG�WR�ODZ�HQIRUFHPHQW�RIÀFLDOV�IRU�
WKH�SXUSRVH�RI�DSSUHKHQGLQJ�SHUVRQV�ÁHHLQJ�WR�DYRLG�WKH�ODZ��

(iii) If a SNAP claim arises against your household, the information 
RQ�WKLV�DSSOLFDWLRQ��LQFOXGLQJ�DOO�661V��PD\�EH�UHIHUUHG�WR�)HGHUDO�
DQG�6WDWH�DJHQFLHV��DV�ZHOO�DV�SULYDWH�FODLPV�FROOHFWLRQ�DJHQFLHV��IRU�
claims collection action. 

�LY��3URYLGLQJ�WKH�UHTXHVWHG�LQIRUPDWLRQ��LQFOXGLQJ�WKH�661�RI�HDFK�
KRXVHKROG�PHPEHU��LV�YROXQWDU\��+RZHYHU��IDLOXUH�WR�SURYLGH�DQ�661�
ZLOO�UHVXOW�LQ�WKH�GHQLDO�RI�61$3�EHQHÀWV�WR�HDFK�LQGLYLGXDO�IDLOLQJ�WR�
SURYLGH�DQ�661���$Q\�661V�SURYLGHG�ZLOO�EH�XVHG�DQG�GLVFORVHG�LQ�WKH�
same manner as SSNs of eligible household members. 
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Prohibitions and Penalties  Read about your responsibilities: 

,)�7+,6�+$33(16�:,7+287�*22'�&$86(� 7+,6�0$<�+$33(1��3(1$/7<��

$//�%(1(),76�

SNAP 

CASH 

0(',&$/�

$66,67$1&(�

0LVXVH�(OHFWURQLF�%HQHÀWV�7UDQVIHU��(%7��&DUG�RU�3$�$&&(66�&DUG�� )LQH��SULVRQ��RU�ERWK��

'R�QRW�UHSRUW�FKDQJHV��DV�UHTXLUHG�� %HQHÀWV�FXW�RU�VWRSSHG��

2Q�SXUSRVH��JLYH�LQIRUPDWLRQ�WKDW�LV�IDOVH��LQFRUUHFW�RU�LQFRPSOHWH��RU�QRW�UHSRUW�FKDQJHV��

)LQH��GLVTXDOLÀFDWLRQ�DQG�RU�MDLO�WLPH�IRU�:HOIDUH�)UDXG��
GLVTXDOLÀFDWLRQ�IRU�DGPLQLVWUDWLYH�KHDULQJ�SURFHHGLQJV��

Not eligible for cash: 
�� )LUVW�WLPH�����PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

Not eligible for SNAP: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��

7UDGH��VHOO�RU�XVH�DQRWKHU�SHUVRQ·V�$&&(66�&DUG��
Not eligible: 
�� $OO�FRXUW�FRQYLFWLRQV������PRQWKV��

SNAP 

2Q�SXUSRVH��PLVXVH�61$3�EHQHÀWV��IRU�H[DPSOH��WUDGH��VHOO��RU�EX\�(%7�&DUG�RU�61$3�EHQHÀWV��
FRQYHUW�EHQHÀWV��RU�GXPS�FRQWDLQHUV�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�WR�UHFHLYH�GHSRVLWV�²�RU�
EX\�WKLQJV�QRW�FRYHUHG�E\�61$3��VXFK�DV�DOFRKRO�RU�WREDFFR�²�RU�XVH�61$3�EHQHÀWV�WR�SD\�IRU�
food already received or food on credit.  Not eligible: 

�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH������PRQWKV��
�� 7KLUG�WLPH���IRUHYHU��
�� )LUVW�WLPH�FRXUW�FRQYLFWLRQ�RYHU��������IRUHYHU��

3XUFKDVH�D�SURGXFW�ZLWK�61$3�EHQHÀWV�ZLWK�WKH�LQWHQW�RI�REWDLQLQJ�FDVK�RU�FRQVLGHUDWLRQ�
RWKHU�WKDQ�HOLJLEOH�IRRG�E\�UHVHOOLQJ�WKH�SURGXFW�LQ�H[FKDQJH�IRU�FDVK�RU�FRQVLGHUDWLRQ�RWKHU�
than eligible food. 

2Q�SXUSRVH��SXUFKDVH�SURGXFWV�RULJLQDOO\�SXUFKDVHG�ZLWK�61$3�EHQHÀWV�LQ�H[FKDQJH�IRU�FDVK�
or consideration other than eligible food. 

8VH�UHFHLYH�61$3�EHQHÀWV�WR�EX\�GUXJV�RU�FRQWUROOHG�VXEVWDQFHV��
Not eligible: 
�� )LUVW�WLPH������PRQWKV��
�� 6HFRQG�WLPH���IRUHYHU��

8VH�UHFHLYH�61$3�EHQHÀWV�LQ�VDOH�RI�ÀUHDUPV��DPPXQLWLRQ��RU�H[SORVLYHV�� )LUVW�WLPH���QRW�HOLJLEOH�IRUHYHU��

%H�FRQYLFWHG�IRU�EX\LQJ��VHOOLQJ�RU�WUDGLQJ�61$3�EHQHÀWV�IRU�WRWDO�RI������RU�PRUH�� Not eligible forever. 

/LH�DERXW�ZKR�\RX�DUH�RU�ZKHUH�\RX�OLYH�WR�UHFHLYH�PRUH�WKDQ�RQH�61$3�EHQHÀW�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�DWWHPSWHG�IHORQ\�²�RU�
ÁHH�EHFDXVH�RI�EUHDNLQJ�SUREDWLRQ�RU�SDUROH��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

CASH 

'R�QRW�FRPSO\�ZLWK�\RXU�FRXUW�SHQDOW\��LQFOXGLQJ�SD\PHQW�RI�ÀQHV��IRU�D�IHORQ\�RU�PLVGHPHDQRU�� 1RW�HOLJLEOH�XQWLO�\RX�FRPSO\�ZLWK�\RXU�SHQDOW\��

/LH�DERXW�ZKHUH�\RX�OLYH�WR�UHFHLYH�FDVK�LQ�WZR�RU�PRUH�VWDWHV�� Not eligible for 10 years. 

)OHH�WR�DYRLG�SURVHFXWLRQ��FXVWRG\��RU�FRQÀQHPHQW�EHFDXVH�RI�D�IHORQ\�FRQYLFWLRQ�DWWHPSWHG�
IHORQ\��IDLO�WR�DSSHDU�DV�D�GHIHQGDQW�DW�D�FULPLQDO�FRXUW�SURFHHGLQJ�ZKHQ�LVVXHG�D�VXPPRQV�
RU�D�EHQFK�ZDUUDQW�IRU�D�VXPPDU\�RIIHQVH��IHORQ\�RU�PLVGHPHDQRU��ÁHH�EHFDXVH�RI�EUHDNLQJ�
SUREDWLRQ�SDUROH��RU�KDYH�DQ\�DFWLYH�ZDUUDQW�DJDLQVW�\RX��

1RW�HOLJLEOH�XQWLO�\RX�GR�ZKDW�WKH�ODZ�VD\V��

If you are found guilty of fraud or breaking the above rules: CL
IE
NT

�� )LQH�XS�WR����������IRU�61$3�DQG�XS�WR���������IRU�&DVK��
�� -DLO�XS�WR����\HDUV�IRU�61$3�DQG�XS�WR�VHYHQ�\HDUV�IRU�
&DVK��DQG�RU�

�� 3D\LQJ�EDFN�EHQHÀWV�UHFHLYHG��
�� 'LVTXDOLÀFDWLRQ�IURP�EHQHÀWV�IRU�SHULRGV�VWDWHG�DERYH�E\�

program. 

SNAP 
:25.�
58/(6�

)RU�KRXVHKROG�PHPEHUV�²�SK\VLFDOO\�DQG�PHQWDOO\�ÀW�²�RYHU�DJH����DQG�XQGHU����²�QRW�
RWKHUZLVH�H[HPSW�RU�ZLWK�JRRG�FDXVH�� Not eligible: 

�� )LUVW�WLPH���RQH�PRQWK�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 6HFRQG�WLPH���WKUHH�PRQWKV�DQG�XQWLO�\RX�GR�ZKDW�LV�UHTXLUHG��
�� 7KUHH�RU�PRUH�WLPHV���VL[�PRQWKV�HDFK�WLPH�DQG�XQWLO�\RX�
GR�ZKDW�LV�UHTXLUHG��

Refuse to: 
�� 3DUWLFLSDWH�LQ�DSSURYHG�ZRUN�WUDLQLQJ�SURJUDP��
�� $FFHSW�D�MRE��
�� 7HOO�&$2�DERXW�ZRUN�VWDWXV�DQG�MRE�DYDLODELOLW\��

2Q�SXUSRVH��WDNH�DFWLRQ�WR��
�� 4XLW�D�MRE��
�� &XW�ZRUN�KRXUV�WR�OHVV�WKDQ����SHU�
ZHHN��XQOHVV�DQRWKHU�MRE�DOUHDG\�
PHHWV�ZRUN�UHTXLUHPHQWV���

CASH 
:25.�
58/(6�

'R�QRW�PHHW�FDVK�ZRUN�UHTXLUHPHQWV��DV�ZULWWHQ�
on the Agreement of Mutual Responsibility (AMR). 

Not eligible: 
�� )LUVW�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 6HFRQG�WLPH���<RX�ZLOO�EH�LQHOLJLEOH�IRU�DW�OHDVW����GD\V�DQG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�
FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��,I�\RX�DUH�GLVTXDOLÀHG�IRU����GD\V��\RXU�HQWLUH�IDPLO\�ZLOO�EH�
GLVTXDOLÀHG�XQWLO�\RX�GHPRQVWUDWH�DQG�PDLQWDLQ�FRPSOLDQFH�IRU�DW�OHDVW�RQH�ZHHN��

�� 7KLUG�WLPH���)RUHYHU��
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8QGHUVWDQGLQJ�<RXU�5LJKWV�DQG�5HVSRQVLELOLWLHV�

�  ,�XQGHUVWDQG�WKDW�3HQQV\OYDQLD�UHFHLYHV�LQIRUPDWLRQ�IURP�RWKHU�
state and federal agencies to verify the information I give them. If I 
PLVUHSUHVHQW��KLGH�RU�ZLWKKROG�IDFWV�ZKLFK�PD\�DIIHFW�P\�HOLJLELOLW\� 
IRU�EHQHÀWV��,�PD\�EH�UHTXLUHG�WR�UHSD\�P\�EHQHÀWV�DQG�,�PD\�EH� 
SURVHFXWHG�DQG�GLVTXDOLÀHG�IURP�UHFHLYLQJ�FHUWDLQ�IXWXUH�EHQHÀWV�  

�  ,�XQGHUVWDQG�WKDW�,�FDQ�GHVLJQDWH�DQ�DXWKRUL]HG�UHSUHVHQWDWLYH�E\�
completing the Authorized Representative section and submitting it 
ZLWK�WKLV�DSSOLFDWLRQ��

�  ,�XQGHUVWDQG�DQG�DJUHH�WKDW�,�DP�UHVSRQVLEOH�IRU�DQ\�IUDXGXOHQW�
statements made on this application, even if the application is being 
submitted by someone acting on my behalf. 

�  ,�UHFHLYHG�D�FRS\�RI�P\�ULJKWV�DQG�UHVSRQVLELOLWLHV��KDYH�UHDG�WKHP�RU�
someone has read them to me, and I understand them. 

�  ,�XQGHUVWDQG�WKDW�WKH�LQIRUPDWLRQ�HQWHUHG�LQ�WKLV�DSSOLFDWLRQ�ZLOO�EH�
NHSW�FRQÀGHQWLDO�DQG�RQO\�WR�DGPLQLVWHU�EHQHÀWV��,�DXWKRUL]H�WKH�UHOHDVH�
RI�SHUVRQDO��ÀQDQFLDO�DQG�PHGLFDO�LQIRUPDWLRQ�IRU�WKH�SXUSRVH�RI�
determining eligibility. 

�  ,�XQGHUVWDQG�WKDW�DQ\�FKDQJHV�,�DP�UHTXLUHG�WR�UHSRUW�PXVW�EH�UHSRUWHG�
ZLWKLQ�WKH�ÀUVW����GD\V�RI�WKH�PRQWK�IROORZLQJ�WKH�PRQWK�RI�FKDQJH��

�  ,�XQGHUVWDQG�WKDW�,�ZLOO�UHFHLYH�D�ZULWWHQ�QRWLFH�H[SODLQLQJ�WKH�EHQHÀWV��
,I�EHQHÀWV�DUH�GHQLHG��FKDQJHG��VXVSHQGHG�RU�VWRSSHG��WKH�ZULWWHQ�
QRWLFH�ZLOO�H[SODLQ�ZK\��

�  ,�XQGHUVWDQG�WKDW�,�ZLOO�KDYH����GD\V�����GD\V�IRU�61$3��IRRG�VWDPS��
EHQHÀWV��IURP�WKH�GDWH�RI�WKH�QRWLFH�WR�UHTXHVW�D�KHDULQJ�LI�,�GR�QRW�
DJUHH�ZLWK�WKH�GHFLVLRQ�PDGH�RQ�WKLV�DSSOLFDWLRQ��

�  ,�XQGHUVWDQG�WKDW�P\�VLWXDWLRQ�LV�VXEMHFW�WR�YHULÀFDWLRQ�IURP�HPSOR\HUV��
ÀQDQFLDO�VRXUFHV�DQG�RWKHU�WKLUG�SDUWLHV��

�  ,�XQGHUVWDQG�WKDW�DSSOLFDQWV�PXVW�SURYLGH�WKHLU�6RFLDO�6HFXULW\�QXPEHU�
or apply for one if they do not have one. This number may be used to 
FKHFN�WKH�LQIRUPDWLRQ�RQ�WKLV�DSSOLFDWLRQ��

�  ,�XQGHUVWDQG�WKDW�,�PXVW�XVH�WKH�(OHFWURQLF�%HQHÀW�7UDQVIHU��(%7��RU�WKH�
3$�$&&(66�&DUG�RQO\�GXULQJ�WKH�SHULRG�,�DP�HOLJLEOH��,�PXVW�XVH�WKH�
(%7�RU�WKH�3$�$&&(66�&DUG�RQO\�IRU�WKH�SHUVRQ�ZKR�LV�HOLJLEOH�DQG�PD\�
JHW�RQO\�WKH�EHQHÀWV�WKDW�DUH�QHHGHG�DQG�UHDVRQDEOH��

�  ,�XQGHUVWDQG�WKDW�,�PD\�QRW�XVH�7$1)�IXQGV�LVVXHG�WKURXJK�P\�3$�
$&&(66�FDUG�WR�PDNH�(%7�WUDQVDFWLRQV�LQ�OLTXRU�VWRUHV��FDVLQRV�
(gambling casinos, gaming establishments), or places for adult 
entertainment. 

�  ,�XQGHUVWDQG�WKDW�,�GR�QRW�KDYH�WR�SURYLGH�D�6RFLDO�6HFXULW\�QXPEHU�IRU�
DQ\RQH�ZKR�LV�QRW�DSSO\LQJ�IRU�DVVLVWDQFH��,I�,�GR�SURYLGH�WKHLU�6RFLDO�
6HFXULW\�QXPEHU��LW�PD\�EH�XVHG�WR�FKHFN�WKH�LQIRUPDWLRQ�RQ�WKLV�DSSOLFDWLRQ��

�  ,�FHUWLI\�WKDW�DOO�LQIRUPDWLRQ�WKDW�KDV�EHHQ�HQWHUHG�LV�WUXH�XQGHU�SHQDOW\�
RI�SHUMXU\��

�  ,�XQGHUVWDQG�WKDW�,�KDYH�WKH�ULJKW�WR�D�FHUWLÀFDWH�RI�FUHGLWDEOH�FRYHUDJH�
WR�YHULI\�P\�PHGLFDO�FRYHUDJH��)HGHUDO�ODZ�OLPLWV�ZKHQ�KHDOWK�FDUH�
FRYHUDJH�PD\�EH�GHQLHG�RU�OLPLWHG�IRU�D�SUH�H[LVWLQJ�FRQGLWLRQ��,I�,�HQUROO�
LQ�D�JURXS�KHDOWK�SODQ�WKDW�KDV�D�SUH�H[LVWLQJ�FRQGLWLRQ�FODXVH��,�FDQ�JHW�
credit for the time I received Medical Assistance. 

�  ,I�,�UHFHLYH�FDVK�EHQHÀWV��,�ZLOO�FRRSHUDWH�ZLWK�WKH�UHTXLUHPHQWV�RI�WKH�
child support enforcement program as directed by the department. I 
give the department and the Domestic Relations Section the right to 
pursue and collect cash and/or medical support for me and others for 
ZKRP�,�DP�DSSO\LQJ��

�  ,�XQGHUVWDQG�WKDW�LI�,�UHSRUW�DQG�SURYLGH�SURRI�RI�WKH�KRXVHKROG�
H[SHQVHV��,�ZLOO�JHW�WKH�PD[LPXP�DPRXQW�RI�61$3��IRRG�VWDPS��
EHQHÀWV�DOORZHG��)DLOXUH�WR�UHSRUW�RU�SURYLGH�SURRI�RI�WKH�KRXVHKROG�
H[SHQVHV�ZLOO�EH�UHJDUGHG�DV�P\�VWDWHPHQW�WKDW�,�GR�QRW�ZDQW�WR�UHFHLYH�
D�GHGXFWLRQ�IRU�WKH�XQUHSRUWHG�RU�XQSURYHG�H[SHQVH���$XWKRULW\��8QLWHG�
6WDWHV�'HSDUWPHQW�RI�$JULFXOWXUH��)RRG�DQG�1XWULWLRQ�6HUYLFH��0LG�
Atlantic Region, Administrative Notice 6­99, issued January 4, 1999). 

�  ,�XQGHUVWDQG�WKDW�,�KDYH�WKH�ULJKW�WR�UHFHLYH�FUHGLW�IRU�WKH�KRXVHKROG�
H[SHQVHV�DW�WKH�WLPH�,�UHSRUW�DQG�SURYLGH�SURRI�RI�WKHP�DW�DQ\�WLPH�
GXULQJ�P\�61$3��IRRG�VWDPSV��FHUWLÀFDWLRQ�SHULRG��

�  ,�XQGHUVWDQG�WKDW�,�KDYH�WKH�ULJKW�WR�DVN�WKH�FRXQW\�DVVLVWDQFH�RIÀFH�
�&$2��IRU�DVVLVWDQFH�LQ�JHWWLQJ�SURRI�RI�H[SHQVHV�DQG�WKDW�WKH�&$2�
FDQ�FRQWDFW�RWKHU�SHRSOH�IRU�FRQÀUPDWLRQ�LI�,�DP�KDYLQJ�WURXEOH�JHWWLQJ�
proof of anything. 

�  ,�XQGHUVWDQG�WKDW�LI�VRPH�RU�DOO�RI�WKH�LQGLYLGXDOV�DSSO\LQJ�GR�QRW�
TXDOLI\�IRU�0HGLFDO�$VVLVWDQFH��WKDW�WKH\�PD\�EH�HOLJLEOH�IRU�&+,3��,I�
this is the case, I authorize the Department of Public Welfare to give my 
name and information on this application to the insurance department 
RU�WKH�&+,3�FRQWUDFWRU��

�  ,�XQGHUVWDQG�WKDW�LI�VRPH�RU�DOO�RI�WKH�LQGLYLGXDOV�DSSO\LQJ�GR�QRW�
TXDOLI\�IRU�0HGLFDO�$VVLVWDQFH��WKDW�WKH\�PD\�EH�HOLJLEOH�IRU�IHGHUDO�
EHQHÀWV�DQG�RU�H[SORUH�SULYDWH�KHDOWK�FDUH�RSWLRQV�WKURXJK�WKH�+HDOWK�
,QVXUDQFH�0DUNHWSODFH��,I�WKLV�LV�WKH�FDVH��,�DXWKRUL]H�WKH�GHSDUWPHQW�WR�
JLYH�P\�QDPH�DQG�LQIRUPDWLRQ�RQ�WKLV�DSSOLFDWLRQ�WR�WKH�0DUNHWSODFH��

�� 5HQHZDO�RI�FRYHUDJH�LQ�IXWXUH�\HDUV��7R�PDNH�LW�HDVLHU�WR�GHWHUPLQH�
my eligibility for help paying for health coverage in future years, I agree 
WR�DOORZ�WKH�+HDOWK�,QVXUDQFH�0DUNHWSODFH�WR�XVH�P\�LQFRPH�GDWD��
LQFOXGLQJ�LQIRUPDWLRQ�IURP�WD[�UHWXUQV��7KH�0DUNHWSODFH�ZLOO�VHQG�PH�D�
QRWLFH��OHW�PH�PDNH�DQ\�FKDQJHV��DQG�,�FDQ�RSW�RXW�DW�DQ\�WLPH��

<HV��UHQHZ�P\�HOLJLELOLW\�DXWRPDWLFDOO\�IRU�WKH�QH[W��
�&KHFN�RQH��

��)LYH�\HDUV��WKH�PD[LPXP�QXPEHU�RI�\HDUV�DOORZHG�

��)RXU�\HDUV

  Three years

��7ZR�\HDUV

��2QH�\HDU

��'R�QRW�XVH�P\�LQIRUPDWLRQ�IURP�WD[�UHWXUQV�WR�UHQHZ�P\�FRYHUDJH��



Texas – two forms in one file – 
31 pages (SNAP – 19 pages) 



Biggest burden, smallest payback 

TARP - Over $200 million per page 

 

SNAP per page benefit: 

 

Kansas - $47.48 per page 

Pennsylvania - $42 per page 

Texas - $37.65 per page 

Based on U.S. 
average food stamp 
payout per person - 

$1,092 annually  
(http://

www.foodstampchallenge.com/) 



Why health literacy? Why now? 

•  Increasingly complex health care system 
•  Effective chronic disease prevention and 

self-management require health literacy 
skills to successfully: "
○  Follow self-care plans 
○  Make informed decisions and healthy behavior change 
○  Follow increasingly complex medication regimens, 
○  Communicate with health professionals  
○  Escalate issues requiring further medical attention 



Increasing evidence of link to poorer health 
Multiple studies reporting … 

•  Poorer overall health 
•  Less likely to make use of screening and  

preventive services 
•  Present for health care in later stages of disease 
•  More likely to be hospitalized 
•  Poorer understanding of treatment and their own health 
•  Lower adherence to medical regimens 
•  Increased health care costs 
•  Lower referrals to kidney transplants 
•  Die earlier 



Health literacy is .. 

•  Health literacy is a powerful behavior change 
tool that can help us to: 
○  Improve health 
○  Improve public perceptions of your organization 
○  Create ROI through prevention 
○  Create ROI through improved service delivery 
○  Foster innovation 
○  Give your organization a competitive advantage 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Health Literacy in the U.S. 

12% 14%

22%

52%

Below Basic
Basic
Intermediate
Proficient

(NAAL, 2005) 

88% of U.S. adults below Proficient level 
That is nearly 9 out of every 10 adults! 

PLUS: 3% could 
NOT be tested 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Correlates to health status …  
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… And it looks like this 



Calgary Charter on Health Literacy 

Always build this logic model on a foundational awareness of: 
•  Fundamental literacy - if your language fails, you fail. 
•  Scientific literacy - if you remove the science, you fail. 
•  Cultural literacy - if you ignore culture, you fail. 
•  Civic literacy - if you don’t engage and empower people, you fail. 

FIND 
UNDERSTAND 

EVALUATE 
COMMUNICATE USE 



Health literacy in action: 
The Canyon Ranch Institute Approach 

Health Literacy: 
Golden rule 

Engage people 
early and often 

Integrative 
Health 

Include their 
whole lives 

Prevention of 
Chronic Disease 

To achieve 
prevention 



CRI Mission 

Canyon Ranch Institute catalyzes the possibility 
of optimal health for all people by helping 

educate, inspire, and empower every person to  
prevent disease and embrace a life of wellness. 



Why Prevention? Numbers we can’t ignore 

25% 

75% 

Total U.S. Health Care Spending in 2010 = $2.6 trillion 

Percentage of GDP = 17.9% 

= $1.8 trillion 

Now 
84%!! 



Current CRI Activity Sites  

International Sites 
Lima, Peru 

San Antonio, TX 

United States 

Tucson, AZ 

Milan, MO 

Cleveland, OH 
Columbus, OH 

South Bronx, NY 

Savannah, GA 

Pittsfield, MA 
Chicago, IL 

Great Barrington, MA 

Salida, CO 
Eagle, CO 

North Adams, MA 



Partnerships 
Through partnerships, Canyon Ranch Institute is achieving unprecedented outcomes with 
health care organizations, universities, companies, individuals, and non-profit organizations. 



Canyon Ranch Institute 
partnerships – Total reach - 2014 

CRI Program 
participants 

CRI Program  
& Policy Reach 

Audience of 
Mass Media 
coverage of 

CRI 
5,526 people 
- more than 

1,000 
organizations 

319,025,975 11,706,930 



Integrative Health 
Integrative 
Medicine 

Spirituality/ 
Sense of 
Purpose 

N
ut

rit
io

n Physical 
A

ctivity 

Wellness 



The integrative process is:  

•  How a team of specialists can be trained and 
structured to create a generalist/ ecological 
approach – health literacy at work. 

•  The logical outcome of focusing on 
preventing chronic disease versus waiting to 
treat chronic disease. 

•  Thus, a guide to converting our ‘sick care’ 
system into a true health care system. 



CRI LEP Partners 
•  Established health care 

organizations 
○  Serve low-income population, 

who are underserved and at 
high risk for chronic disease 

○  Connected to their 
community 

○  Facilities: classroom, food 
preparation and fitness area, 
and relaxation space 



CRI LEP Core Team 
•  Champion 
•  Core Team Lead 
•  Cultural and linguistic 

capacity 
•  Integrative: medicine, 

nutrition, exercise, 
behavioral health, 
spirituality & 
pharmacology 

•  Credentialed 

•  Training:  
At Canyon Ranch and 
at partner’s site by CRI 



CRI LEP Participants 
•  High risk for chronic disease, such as 

diabetes, heart disease, stroke, and cancer 
•  From low-income and                      

traditionally underserved               
communities 
○  Race & ethnicity 
○  Lower education & literacy 
○  Social determinants of health 
○  Urban & rural 

•  Access and availability 



CRI LEP Components 
•  Program tailored to community 
•  At least 40 hours in group: food 

demos, grocery store visit, 
exercise, finding joy, & learning 

•  Participant assessments 
•  Four One-On-One consultations: 

1.  Integrative Health 
2.  Behavioral Health 
3.  Nutrition 
4.  Exercise 
○  Optional:  

•  Medication & Supplements 
•  Spirituality 



CRI LEP: Seven Core Elements 

1.  Behavior Change 
2.  Integrative Health 
3.  Nutrition 
4.  Physical Activity 
5.  Sense of Purpose 
6.  Spirituality 
7.  Social Support and 

Follow-up 



Assessment at Pre, Post, 3 months 
and + 1 year 
•  Knowledge Attitude Behavior                     Beliefs 

(KABB) Survey 
○  Depression, self efficacy, knowledge 

•  Fitness assessment  
○  push up, sit up, treadmill test 

•  Physical assessment 
○  BMI; Waist & Hips Circumference; Height & Weight; 

Pulse, Blood Pressure; Flexibility; Strength 
•  Blood work 

○  Cholesterol; HbA1c; C-Reactive Protein 



Key Strategy 

Based on proven best practices of health literacy: 
 

•  Assessment results are provided to, explained, 
evaluated, communicated, and used by 
participants to make informed decisions about their 
health through direct engagement with core team. 

•  Goal = informed behavior change 

•  Effects extend across partner’s culture and into 
entire community. 



CRI LEP Outcomes – all sites to date  
 

Note: Results statistically significant (Matched pair Pre/Post) 

Measure Change Measure Change 

Depression (PHQ-9) -45.6% Days ment/phys healthy  +39.9% 

Depression (If 10+ at 
Pre) -54.9% Blood pressure – 

Systolic (120+ at Pre) -6.3% 

C-Reactive Protein (1.0+ 
at Pre) -21.5% Blood pressure – 

Diastolic (80+ at Pre) -7.2% 

Total Cholesterol/HDL   -10.5% Stress -22.8% 

Hba1c (5.7+ at Pre) -1.5% Health knowledge +26.7% 

Satisfaction with life +14.6% Health literacy +11.9% 



CRI LEP Outcomes – all sites to date  

Note: Results statistically significant (Matched pair Pre/Post) 

Measure Change Measure Change 

# Push-ups  +36.7% Exercise self-efficacy +19.1% 

# Sit-ups +22.5% Nutrition self-efficacy  +13.3% 

Strenuous exercise 86.9% Water per day -22.3% 

Moderate exercise 74.1% Soda per day -53.5% 

Mild exercise 28.2% Diet Soda per day -41.8% 

BMI -4.0% Flavored Bev. per day -21.1% 

Serving at least 2 
vegetables in main meal +13.0% Resting Heart Rate (if 

67+ at Pre) -4.6% 



Cost efficient 

•  Using change in QALY (Pre/ Post) as basis: 

○  Over 100 participants, improved health status is 
occurring at an average cost of $234,445 lower 
than average cost of other interventions to 
produce similar outcomes. 
•  Based on accepted range of the average cost 

of producing a QALY in the United States 
•  Calculation based on using CDC’s healthy days 

index to predict EQ-5D scores (Haomiao, et al. 2011) 



Participant story – shared with permission 
 
“There are three things I learned to do from this 
program: exercise for 30 minutes every day, eat 
healthy and take my medication.” 
 
“I wish someone had told me how to live this way. I 
would have done this years ago. … I’m controlling the 
diabetes, it doesn’t control me.” 
 

Monserrate Perez 
 
 
Monserrate has lost 53 pounds, and upon physician 
advice stopped taking insulin and blood pressure 
medication. He has returned to school to become a 
teacher - his life’s dream. 
"

Monserrate Perez and 
UHP trainer Luis Vasquez 
work out at the  
Canyon Ranch Institute 
Health & Wellness Center 
at Urban Health Plan 
community health center 
in the South Bronx, NY. 



Calgary Charter on health literacy: 
A valid, tested, reliable model 
•  Find – On average, attend over 60% of all sessions 
•  Understand – over 20% increase in health knowledge 
•  Evaluate – between 9% to 20% increase in domain 

specific self-efficacy 
•  Communicate – On average, participants report 

sharing information with over 10 other people  
•  Use – Multiple statistically / clinically significant 

behavior changes (e.g. -37% soda consumption) 
•  Improve health/ change the world – Statistically 

significant healthy improvements in blood indicators, 
depression, stress, and  civic engagement 



BHS CRI LEP – A quick look (3:08) 



A closing note 

Health literacy is one of the 
strongest determinants of 

health and wellness –
regardless of 

socioeconomic status. 



Thank you!!! 

Help someone help 
themselves to better health 

and wellness –  
everyone benefits. 



For more information 

Andrew Pleasant, Ph.D. 

Canyon Ranch Institute 
andrew@canyonranchinstitute.org 

520.239.8561, ext. 4147 

Twitter: @andrewpleasant 

www.canyonranchinstitute.org 
 






