
NEED HELP WITH YOUR APPLICATION? Visit  Healt hCare.gov or beneą t s.Ohio.gov or call us at  (800 ) 324- 8680 . Para obt ener una cop ia de est e form ulario 

en Español, llam e (80 0 ) 324- 8680 . If  you need help  in a language other t han English, call (800 ) 324- 8680  and  t ell t he custom er service represent at ive t he 

language you need. We’ll get  you help  at  no cost  t o you. TTY users should  call (800 ) 292-3572.

Applicat ion for Healt h Coverage & Help Paying Cost s

• Affordab le p rivate healt h insurance p lans that  of fer com prehensive 
coverage t o help  you stay w ell

• A new  t ax cred it  t hat  can im m ed iat ely help  pay your prem ium s for 
healt h coverage

• Free or low - cost  insurance f rom  M edicaid  or t he Children’s Healt h 
Insurance Program  (CHIP)

• Use t his applicat ion to apply for anyone in your fam ily.  

• App ly even if  you or your child  already has healt h coverage. You 
could be elig ib le for low er- cost  or f ree coverage.

• If  you’re single, you m ay be ab le t o use a short  form .  
Visit  Healt hCare.gov.

• Fam ilies t hat  include im m igrants can app ly. You can app ly for your 
child  even if  you aren’t  elig ib le for coverage. App lying w on’t  af fect  
your im m igrat ion st at us or chances of  becom ing a perm anent  
resident  or cit izen.

• If  som eone is help ing you ąll out  t his app licat ion, you m ay need to 
com plete Appendix C. 

Apply faster online at  Healt hCare.gov or beneą t s.Ohio.gov.

• Social Securit y Num bers (or docum ent  num bers for any legal 
im m igrant s w ho need  insurance)

• Em ployer and incom e inform at ion for everyone in your fam ily (for 
exam ple, f rom  payst ubs, W-2 form s, or w age and  t ax st at em ents)

• Policy num bers for any current  healt h insurance

• Inform at ion about  any job- related healt h insurance availab le to your 
fam ily

We ask about  incom e and other inform at ion to let  you know  w hat  
coverage you qualify for and if  you can get  any help paying for it . We’ll 
keep all t he inform at ion you provide privat e and secure, as required 
by law . To view  t he Privacy Act  St at em ent , visit : ht t p :// m edicaid .ohio.
gov/ FOROHIOANS/ AlreadyCovered/ Not iceofPrivacyPract ices.aspx

 Send your com plet e, signed app licat ion t o your local Count y 
Depart m ent  of  Job & Fam ily Services ofące. Find your county ofące 
here: j f s.ohio.gov/ Count y/ Count y_ Direct ory.pdf  
If  you don’t  have all t he informat ion w e ask for, sign and subm it   
your app licat ion anyw ay. We’ll fo llow - up  w it h you w it hin 1–2 w eeks. 
You’ll get  inst ruct ions on the next  st eps to com plet e your healt h 
coverage. If  you don’t  hear f rom  us, call (800) 324- 8680 . Filling out  t his 
app licat ion doesn’t  m ean you have t o buy healt h coverage. 

• Online: Healt hCare.gov or beneą t s.Ohio.gov

• Phone: Call t he Medicaid  Consum er Hot line at  (800 ) 324- 8680 .

• In person: Cont act  your local County Depart m ent  of  Job  & Fam ily 
Services ofące.

• En Español: Llam e a nuest ro cent ro de ayuda grat is al  
(800 ) 324- 8680 .

 ODM 07216 (7/2014)

Who can use t his 
app licat ion?

Apply fast er
online

What  you m ay 
need t o apply

Why do w e ask for
t his inform at ion?

What  happens
next ?

Get  help  w it h t his
app licat ion

Use t his app licat ion
t o see w hat  you
qualif y for

T
H

IN
G

S
 T

O
 K

N
O

W



THIS PAGE INTENTIONALLY LEFT BLANK.



Page 1 of  7ODM 07216 (7/2014)
Formerly JFS  07216

(We need  one adult  in t he fam ily t o be the contact  person for your app licat ion.)

1. First  nam e, M idd le nam e, Last  nam e, & Suf f ix

2. Hom e address (Leave b lank if  you don’t  have one.) 3. Apart m ent  or suit e
num ber

4. Cit y 5. St at e 6. ZIP code 7. County

8. Mailing address (if  d if ferent  f rom  hom e address) 9. Apart m ent  or suit e
num ber

10. Cit y 11. St at e 12. ZIP code 13. Count y

14. Phone num ber

(  )  -  

15. Ot her phone num ber

(  )  -  

16. Do you w ant  t o get  inform at ion about  t his app licat ion by em ail?  Yes  No

Em ail address: 

17. What  is your preferred  spoken or w rit t en language (if  not  English)?

18. VOTER REGISTRATION APPLICATION ATTACHED -  ASSISTANCE AVAILABLE

If  you are not  regist ered to vot e w here you live now , w ould  you like t o app ly t o regist er t o vote t oday? 

    YES, I w ant  t o regist er.        NO, I do not  w ant  t o regist er to vot e. 

If  you do not  check eit her box, you w ill be considered t o have decided not  to regist er t o vote at  t his t im e.

19. For w hich program s w ould  you like t o apply? (Please check). For inform at ion about  t hese p rogram s, please see Appendix D.

Healt hy St art  & Healt hy Fam ilies (Medicaid)  Nut rit ional Program  for Wom en, Infant s & Children (WIC)

Child & Fam ily Healt h Services (CFHS)  Bureau for Children w it h M edical Handicaps (BCMH)

Help  M e Grow

STEP 1 Tell us about  yourself.

Who do you need t o include on t his applicat ion? Tell us about  t hem.

If  you ą le t axes, w e need to know  about  everyone on your t ax ret urn. (You don’t  need t o ą le t axes t o get  healt h 
coverage). 

DO Include:

• Yourself

• Your spouse

• Your child ren under 21 w ho live w ith you

• Your unm arried  part ner w ho needs healt h coverage

• Anyone you include on your t ax return, even if  t hey
don’t  live w it h you

• Anyone else under 21 w ho you take care of  and lives
w ith you

• Anyone else w ho lives w ith you but  is t em porarily
absent  and  t here is a deąnit e p lan for t heir return.

You DON’T have t o include: 

• Your unm arried part ner w ho doesn’t  need healt h
coverage, unless you have a com m on child  w ho lives 
w ith you.

• Your unm arried part ner’s child ren

• Your parents w ho live w ith you, but  ą le t heir ow n tax
ret urn (if  you’re over 21)

• Ot her adult  relat ives w ho ą le t heir ow n tax ret urn

STEP 2 Tell us about  your fam ily.

The am ount  of  assist ance or t ype of  program  you qualify for depends on the num ber of  peop le in your fam ily and 
their incom es. This inform at ion helps us m ake sure everyone get s t he best  coverage they can. 

Complet e St ep 2 for each person in your fam ily. Start  w it h yourself , t hen add ot her adult s and child ren. If  you have 
m ore t han 2 peop le in your fam ily, you’ll need to m ake a copy of  t he pages and  at t ach them . You don’t  need  t o 
provide im m igrat ion status or a Social Securit y Num ber (SSN) for fam ily m em bers w ho don’t  need healt h coverage. 
We’ll keep  all t he inform at ion you provide private and  secure as required  by law . We’ll use personal inform at ion only 
t o check if  you’re eligib le for healt h coverage.

Medicare Premium Assistance Application
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STEP 2: PERSON 1
Com plete St ep 2 for yourself , your spouse/ part ner and child ren w ho live w ith you and/ or anyone on your sam e federal incom e 
t ax return if  you ąle one. See page 1 for m ore inform at ion about  w ho t o include. If  you don’t  ą le a t ax ret urn, rem em ber to st ill add 
fam ily m em bers w ho live w it h you. 

1. First  nam e, M idd le nam e, Last  nam e, & Suff ix 2. Relat ionship t o you?

SELF
3. Dat e of  b irth (m m / dd/ yyyy) 4. Sex   Male      Fem ale

5. Social Securit y num ber (SSN)     -    -     
We need t his if  you w ant  healt h coverage and have an SSN. Provid ing your SSN can be help ful if  you don’t  w ant  health coverage 
t oo since it  can speed up the app licat ion process. We use SSNs t o check incom e and ot her inform at ion t o see w ho’s eligib le for 
help w it h healt h coverage cost s. If  som eone w ant s help get t ing an SSN, call 1-800-772-1213 or visit  socialsecurit y.gov..TTY users 
should call 1-800 -325-0778.

6. Do you plan t o f i le a federal incom e t ax ret urn NEXT YEAR?
(You can st ill app ly for healt h insurance even if  you don’t  f ile a federal incom e t ax ret urn.) 

 YES. If  yes, p lease answ er quest ions a–c.  NO. If  no, skip to quest ion c.

a. Will you ąle joint ly w it h a spouse?   Yes    No  

If  yes, nam e of  spouse: 

b . Will you claim  any dependents on your t ax return?   Yes    No 

If  yes, list  nam e(s) of dependents: 

c. Will you be claim ed as a dependent  on som eone’s tax ret urn?   Yes    No 

If  yes, p lease list  t he nam e of  t he t ax ąler: 

How  are you related to t he t ax ąler? 

7. Are you p regnant ?   Yes    No   a. If  yes, how  m any bab ies are expect ed during t his pregnancy? 

What  is your expect ed due dat e? 

8. Do you w ant  healt h coverage? Even if  you have insurance, t here m ight  be a program  w it h bet t er coverage or low er cost s.

 YES. If  yes, answ er all t he quest ions below .   NO. If  no, SKIP t o t he incom e quest ions on page 3.  
Leave t he rest  of  t his page b lank.

9. Do you have any physical, m ent al, or em ot ional healt h condit ion(s) t hat  causes lim it at ions in act ivit ies (like bat hing, dressing, 
daily chores, et c) or live in a m edical facilit y or nursing hom e?   Yes    No

10. Are you a U.S. cit izen or U.S. nat ional?   Yes    No

11. If  you aren’t  a U.S. cit izen or U.S. nat ional, but  you have im m igrat ion docum ent s, p lease p rovide t he follow ing: 

a. Alien num ber    

b . Docum ent  t ype      c. Docum ent  ID num ber    

d . Have you lived in t he U.S. since August  22, 1996?   Yes    No 

e. Are you, your spouse, or your parent  a veteran or an act ive dut y m em ber of t he U.S. m ilit ary?   Yes    No

12. Do you w ant  help  paying for m edical b ills f rom  t he last  3 m onths?   Yes    No

13. If  you live w it h at  least  one child  under t he age of  19, are you t he m ain person t aking care of t his child?   Yes    No

14. Are you a fu ll- t im e student ?   Yes    No 15. Were you in foster care at  age 18 or older?   Yes    No

16. If  Hispanic/ Lat ino, et hnicit y (OPTIONAL—check all t hat  app ly.) 

 Mexican     Mexican Am erican     Chicano/ a     Puert o Rican     Cuban     Other 

17. Race (OPTIONAL—check all t hat  apply.)

 Whit e

 Black or Af rican  
Am erican

 Am erican Indian or 
Alaska Nat ive 

 Asian Ind ian

 Chinese 

 Filip ino

 Japanese

 Korean

 Viet nam ese

 Other Asian

 Nat ive Haw aiian

 Guam anian or Cham orro

 Sam oan

 Other Paciąc Islander

 Other 

(St art  w it h yourself )
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CURRENT JOB 1:

18. Em ployer nam e and address 19. Em ployer phone num ber

(   )     -      

20 . Wages/ t ips (before t axes)    Hourly     Weekly     Every 2 w eeks     Tw ice a m ont h     Mont hly     Yearly

$ 

21. Average hours w orked each WEEK

CURRENT JOB 2: (If  you have m ore jobs and need m ore space, at t ach anot her sheet  of  paper.)

22. Em ployer nam e and address 23. Em ployer phone num ber

(   )     -      

24. Wages/ t ips (before t axes)    Hourly     Weekly     Every 2 w eeks     Tw ice a m ont h     Mont hly     Yearly

$ 

25. Average hours w orked each WEEK

26. In t he past  year, d id you:   Change jobs   Stop w orking     St art  w orking few er hours     None of t hese

27. If  self - employed , answ er t he follow ing quest ions: 

a. Type of  w ork b. How  m uch net  incom e (p rof it s, once business expenses are 
paid) f rom  t his self- em ploym ent  w ill you get  t his m ont h? 

$ 

28. OTHER INCOME THIS MONTH: Check all t hat  app ly. Tell us t he am ount  and  how  of ten you receive it .

NOTE: You don’t  need to t ell us about  child support , veteran’s paym ent , or Supplem ent al Securit y Incom e (SSI).

 None   
 Unem ploym ent $    How  of ten?   

 Pensions $    How  of ten?  

 Social Securit y $    How  of ten?  

 Ret irem ent  accounts $    How  of ten?  

 Alim ony received  $    How  of ten?  

 Net  farm ing/ f ishing $   How  of ten?  

 Net  rental/ royalt y $   How  of ten?  

 Other incom e   $   How  of ten?  

Type: 

29. DEDUCTIONS: Check all t hat  app ly. Tell us t he am ount  and  how  of ten you receive it .

If  you pay for cert ain th ings t hat  can be deduct ed on a federal incom e t ax ret urn, t elling us about  t hem  could  m ake t he cost  of healt h 
coverage a lit t le low er. 

 Alim ony paid  $    How  of ten? 

 Student  loan int erest  $    How  of ten? 

 Other deduct ions $    How  of ten? 

 Type: 

30. YEARLY INCOME: Com plet e only if  your income changes f rom  m ont h t o mont h.

If  you don’t  expect  changes t o your mont hly income, skip t o t he next  person.

Your t ot al incom e t his year

$
Your t ot al incom e next  year (if  you t hink it  w ill be d if ferent )

$

THANKS! Please com plet e STEP 2: Person 2 for anyone else list ed in t he “Do Include” colum n on Page 1.

STEP 2: PERSON 1 (Cont inue w it h yourself )

Current  Job & Incom e Inform at ion
  Employed  

If  you’re current ly em ployed , t ell 
us about  your incom e. Start  w it h 
quest ion 18..

  Self - employed   
Skip  t o quest ion 27.

  Not  em ployed  
Skip  t o quest ion 28. 
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STEP 2: PERSON 2
Com plete St ep 2 for yourself , your spouse/ part ner, and  child ren w ho live w it h you and/ or anyone on your sam e federal incom e 
t ax return if  you ąle one. See page 1 for m ore inform at ion about  w ho t o include. If  you don’t  ą le a t ax ret urn, rem em ber to st ill add 
fam ily m em bers w ho live w it h you. 

1. First  nam e, M idd le nam e, Last  nam e, & Suff ix 2. Relat ionship t o you

3. Dat e of  b irth (m m / dd/ yyyy) 4. Sex   Male      Fem ale

5. Social Securit y num ber (SSN)     -    -     
 We need t his if  you w ant  healt h coverage and have an SSN. 

6. Does PERSON 2 live at  t he sam e address as you?   Yes    No

If  no, list  address: 

7. Does PERSON 2 plan t o f ile a federal income t ax ret urn NEXT YEAR?
(You can st ill apply for healt h insurance even if  you don’t  f ile a federal incom e t ax ret urn.) 

 YES. If  yes, p lease answ er quest ions a–c.  NO. If  no, skip  t o quest ion c.

a. Will PERSON 2 ąle joint ly w it h a spouse?   Yes    No 

If  yes, nam e of  spouse: 

b . Will PERSON 2 claim  any dependents on his or her t ax return?   Yes    No

If  yes, list  nam e(s) of dependent s: 

c. Will PERSON 2 be claim ed as a dependent  on som eone’s t ax ret urn?   Yes    No 

If  yes, p lease list  the nam e of  t he tax ą ler: 

How  is PERSON 2 related to t he t ax ą ler? 

8. Is PERSON 2 pregnant ?   Yes    No   a. If  yes, how  m any bab ies are expect ed during this pregnancy? 

     What  is your expect ed due date? 

9. Does PERSON 2 w ant  healt h coverage? Even if  t hey have insurance, t here m ight  be a program  w it h bet t er coverage or low er 
costs.

 YES. If  yes, answ er all the quest ions below .
  

 NO. If  no, SKIP t o the incom e quest ions on page 5.
  Leave t he rest  of  t his page b lank.

10 . Does PERSON 2 have any physical, m ent al, or em ot ional healt h condit ion(s) t hat  causes lim it at ions in act ivit ies (like bathing, 
dressing, daily chores, et c) or live in a m edical facilit y or nursing hom e?   Yes    No

11. Is PERSON 2 a U.S. cit izen or U.S. nat ional?   Yes    No

12. If  PERSON 2 isn’t  a U.S. cit izen or U.S. nat ional, but  has im m igrat ion docum ent s, p lease provide t he follow ing: 

a. Alien num ber    

b . Docum ent  t ype      c. Docum ent  ID num ber    

d . Has PERSON 2 lived in t he U.S. since August  22, 1996?   Yes    No 

e. Is PERSON 2, t heir spouse, or t heir parent  a vet eran or an act ive dut y m em ber of  t he U.S. m ilit ary?   Yes    No

13. Does PERSON 2 w ant  help paying for 
m edical b ills f rom  t he last  3 m onths?

 Yes    No

14. If  PERSON 2 lives w it h at  least  one child  
under t he age of  19, are t hey the m ain person 
t aking care of  t his child?

 Yes    No

15. Was PERSON 2 in foster care at  
age 18 or o lder?

  Yes    No

Please answ er t he follow ing quest ions if  PERSON 2 is 22 or younger:

16. Did  PERSON 2 have insurance t hrough a job and lose it  w it hin the past  3 m ont hs?   Yes    No

 a. If  yes, end dat e:     b. Reason t he insurance ended: 

17. Is PERSON 2 a fu ll- t im e st udent?   Yes    No

18. If  Hispanic/ Lat ino, et hnicit y (OPTIONAL—check all t hat  apply.) 

 Mexican     Mexican Am erican     Chicano/ a     Puert o Rican     Cuban     Other 

19. Race (OPTIONAL—check all t hat  apply.)

 White

 Black or African  
Am erican

 Am erican Indian or 
Alaska Nat ive 

 Asian Ind ian

 Chinese 

 Filipino

 Japanese

 Korean

 Vietnam ese

 Other Asian

 Nat ive Haw aiian

 Guam anian or Cham orro

 Sam oan

 Other Paciąc Islander

 Other 

Now , t ell us about  any incom e f rom  PERSON 2 on t he back. 

If  you have more t han t w o people t o include, use copies of  Appendix E t o provide 
inform at ion about  addit ional people for t his app licat ion.   
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STEP 2: PERSON 2

20. Em ployer nam e and address 21. Em ployer phone num ber

(   )     -      

22. Wages/ t ips (before t axes)    Hourly     Weekly     Every 2 w eeks     Tw ice a m ont h     Mont hly     Yearly

$ 

23. Average hours w orked each WEEK

CURRENT JOB 2: (If  you have m ore jobs and need m ore space, at t ach anot her sheet  of  paper.)

24. Em ployer nam e and  address 25. Em ployer phone num ber

(   )     -      

26. Wages/ t ips (before taxes)    Hourly     Weekly     Every 2 w eeks     Tw ice a m ont h     Mont hly     Yearly

$ 

27. Average hours w orked each WEEK

28. In t he past  year, d id PERSON 2:   Change jobs   Stop w orking     St art  w orking few er hours     None of  t hese

29. If  self - em ployed, answ er t he follow ing quest ions: 

a. Type of  w ork b. How  m uch net  incom e (p rof it s once business expenses 
are paid) w ill you get  f rom  t his self- em ploym ent  t his 
m ont h? 

$ 

30. OTHER INCOME THIS MONTH: Check all t hat  app ly. Tell us t he am ount  and  how  of ten you receive it .

NOTE: You don’t  need to t ell us about  child support , veteran’s paym ent , or Supplem ent al Securit y Incom e (SSI).

 None   
 Unem ploym ent  $    How  of ten?   

 Pensions $    How  of ten?  

 Social Securit y $    How  of ten?  

 Ret irem ent  accounts $    How  of ten?  

 Alim ony received  $    How  of ten?  

 Net  farm ing/ f ishing $   How  of ten?  

 Net  rental/ royalt y $   How  of ten?  

 Other incom e   $   How  of ten?  

 Type: 

31. DEDUCTIONS: Check all t hat  apply. Tell us t he am ount  and how  of ten PERSON 2 receives it .

If  PERSON 2 pays for cert ain t hings that  can be deducted on a federal incom e t ax ret urn, t elling us about  t hem  could  m ake t he cost  
of  health coverage a lit t le low er. 

 Alim ony paid  $    How  of ten? 

 Student  loan int erest  $    How  of ten? 

 Other deduct ions $    How  of ten? 

 Type: 

32. YEARLY INCOME: Com plet e only if  PERSON 2’s incom e changes f rom  m ont h t o m ont h.

If  you don’t  expect  changes t o PERSON 2’s m ont hly incom e, add anot her person or skip  t o the next  sect ion.

PERSON 2’s tot al incom e t his year

$
PERSON 2’s tot al incom e next  year (if  you t hink it  w ill be d if fer-
ent )

$

THANKS! This is all w e need t o know  about  PERSON 2. 

Current  Job & Incom e Inform at ion
  Employed  

If  you’re current ly em ployed , t ell 
us about  your incom e. Start  w it h 
quest ion 20..

  Self - employed  
Skip  t o quest ion 29.

  Not  em ployed  
Skip  t o quest ion 30 .

CURRENT JOB 1:
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1. Are you or is anyone in your fam ily Am erican Ind ian or Alaska Nat ive?

 If  No, skip t o St ep 4.

 Yes. If  yes, p lease also com plet e Append ix B.

STEP 3

Answ er t hese quest ions for anyone w ho needs healt h coverage.

1. Is anyone enrolled in healt h coverage now  f rom  t he follow ing?

 YES. If  yes, check t he t ype of  coverage and  w rit e t he person(s)’ nam e(s) next  t o t he coverage they have.      NO.

 M edicaid  

 CHIP 

 M edicare 

 TRICARE (Don’t  check if  you have direct  care or Line of Duty) 

 VA healt h care program s 

 Peace Corps 

 Em ployer insurance: 

Nam e of  healt h insurance: 

Policy num ber: 

           Is t his COBRA coverage?   Yes    No

           Is t his a ret iree healt h p lan?   Yes    No 

  Other  

Nam e of  healt h insurance: 

Policy num ber: 

Is th is a lim ited-beneąt  p lan (like a school accident  policy)?

 Yes    No

2. Is anyone list ed on t his applicat ion of fered healt h coverage f rom a job? Check yes even if  t he coverage is f rom  som eone else’s 
job, such as a parent  or spouse (includ ing a parent  or spouse not  included on t his app licat ion).

 YES. If  yes, you’ll need t o com plet e and include Appendix A. 

 NO. If  no, cont inue t o St ep 5.

STEP 4 Your Fam ily’s Healt h Coverage

Am erican Indian or Alaska Nat ive fam ily member(s)

• I’m  signing t his applicat ion under penalt y of  perjury w hich m eans I’ve p rovided t rue answ ers t o all t he quest ions on 
t his form  to t he best  of  m y know ledge. I know  t hat  I m ay be sub ject  t o penalt ies under federal law  if  I p rovide false 
and or unt rue inform at ion.  

• I know  that  I m ust  t ell t he Ohio Departm ent  of M ed icaid if  anything changes (and is d if ferent  t han) w hat  I w rote on 
t his applicat ion. I can call 1- 800 -324- 8680  t o report  any changes w ithin 10  days.  I underst and t hat  a change in m y 
inform at ion could  af fect  t he elig ib ilit y for m em ber(s) of  m y household .

• I know  that  under federal law , d iscrim inat ion isn’t  perm it t ed on the basis of  race, color, nat ional origin, sex, age, sexual 
orientat ion, gender ident it y, or d isab ilit y. I can ą le a com plaint  of  d iscrim inat ion by visit ing www.hhs.gov/ocr/office/file

 

     Check one of the following:

           I con.rm that no one applying for health insurance on this application is incarcerated (detained or jailed). 

                                               is incarcerated (detained or jailed).

   

We need this information to check your eligibility for help paying for health coverage if you choose to apply. We’ll check 
your answers using information in our electronic databases and databases from the Internal Revenue Service (IRS), Social 
Security, the Department of Homeland Security, and/or a consumer reporting agency. If the information doesn’t match, 
we may ask you to send us proof. 

STEP 5 Read & sign t his applicat ion.

(nam e of  person) 
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Renew al of  coverage in fut ure years
To m ake it  easier t o det erm ine m y elig ib ilit y for help  paying for healt h coverage in future years, I agree to allow  t he 
Ohio Depart m ent  of  Medicaid  or M arket p lace t o use incom e dat a, including inform at ion f rom  t ax returns. 

The Ohio Departm ent  of  M edicaid  or t he M arket place w ill send  m e a not ice, let  m e m ake any changes, and I can op t  
out  at  any t im e.

Yes, renew  m y/ our eligib ilit y autom at ically for t he next   
5 years (t he m axim um  num ber of  years allow ed), or for a short er num ber of years: 
4 years     

 
3 years     

 
2 years     

 
1 year     

 
Don’t  use inform at ion f rom  t ax ret urns t o renew  m y coverage. 

If  anyone on t his app licat ion is elig ib le for Medicaid
• I am  giving to t he M ed icaid agency our right s t o pursue and get  any m oney f rom  other healt h insurance, legal 

set t lem ent s, or ot her t h ird  part ies. I am  also g iving to t he M edicaid agency right s t o pursue and get  m edical support  
f rom  a spouse or parent .

• Does any child  on t his app licat ion have a parent  living out side of  t he hom e?   
 
Yes    

 
No 

• If  yes, I know  I w ill be asked to cooperat e w it h t he agency t hat  collect s m edical support  f rom  an absent  parent . If  
I t hink t hat  cooperat ing to collect  m ed ical support  w ill harm  m e or m y child ren, I can t ell M edicaid  and I m ay not  
have to cooperate.

• I authorize any person w ho furnishes healt h care or m edical supplies t o give t he Ohio Departm ent  of  M ed icaid , 
t he Ohio Depart m ent  of  Job  & Fam ily Services, or t he Ohio Departm ent  of  Healt h any inform at ion related to t he 
extent , durat ion, and scope of  services provided  under t he Healt hy St art , Healt hy Fam ilies M edicaid  p rogram , WIC, 
and m ed ical assistance program s. I also aut horize t he Ohio Departm ent  of  M ed icaid, t he Ohio Departm ent  of  Job 
& Fam ily Services, and the Ohio Departm ent  of  Healt h t o exchange any inform at ion I have provided on t his form , t o 
enab le t he departm ents t o det erm ine m y eligib ilit y. 

My right  t o appeal 
If  I t hink t he Ohio Depart m ent  of  M edicaid or t he Healt h Insurance M arket place has m ade a m ist ake, I can appeal it s 
decision. To appeal m eans t o t ell som eone at  t he Ohio Depart m ent  of  Medicaid  or t he Healt h Insurance M arketp lace 
that  I t hink t he act ion is w rong, and ask for a fair review  of  t he act ion. I know  t hat  I can ąnd  out  how  t o appeal by 
cont act ing the Ohio Departm ent  of  M ed icaid at  1- 80 0 -324- 8680 . I know  that  I can be represent ed in t he process by 
som eone other t han m yself. My elig ib ilit y and other im portant  inform at ion w ill be exp lained  to m e. 

Sign t his app licat ion. The person w ho ąlled out  St ep  1 should  sign t his app licat ion. If  you’re an authorized 
representat ive you m ay sign here, as long as you have provided the inform at ion required in Append ix C.

Signature Dat e (m m / dd/ yyyy)

STEP 5 Read & sign t his applicat ion: cont inued

Mail your com plet e, signed applicat ion t o your local Count y Depart m ent  of  Job  & Fam ily Services ofą ce. 

        Find  your local ofące by visit ing t his link: j f s.ohio.gov/ Count y/ Count y_ Direct ory.pd f

You can com plet e t he vot er reg ist rat ion form  at t ached t o  t his app licat ion.

STEP 6 Mail com plet ed  applicat ion. 
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NEED HELP WITH YOUR APPLICATION? Visit  Healt hCare.gov or beneą t s.Ohio.gov or call us at  (800 ) 324- 8680 . Para obt ener una cop ia de est e form ulario 

en Español, llam e (800 ) 324- 8680 . If  you need help  in a language ot her t han English, call (80 0 ) 324- 8680  and  t ell t he custom er service represent at ive t he 

language you need. We’ll get  you help  at  no cost  t o you. TTY users should  call (800 ) 292- 3572.

Appendix B 

Am erican Ind ian or Alaska Nat ive Fam ily M em ber (AI/ AN)
Com plete t h is appendix if  you or a fam ily m em ber are Am erican Ind ian or Alaska Nat ive. Subm it  t his w it h your 
App licat ion for Healt h Coverage & Help  Paying Cost s. 

Tell us about  your Am erican Ind ian or Alaska Nat ive fam ily m em ber(s).
Am erican Ind ians and  Alaska Nat ives can get  services f rom  t he Ind ian Healt h Services, t ribal healt h p rogram s, or urban 
Ind ian healt h p rogram s. They also m ay not  have t o pay cost  sharing and m ay get  special m ont hly enrollm ent  periods. 
Answ er t he fo llow ing quest ions to m ake sure your fam ily get s t he m ost  help  possib le. 

NOTE: If  you have m ore people t o include, m ake a copy of  t his page and at t ach.

AI/ AN PERSON 1 AI/ AN PERSON 2

1. Nam e  
(First  nam e, M idd le nam e, Last  nam e)

First                             M idd le First                             M idd le

Last Last

2. M em ber of  a federally recognized t ribe?  Yes

If  yes, t ribe nam e

 No 

 Yes

If  yes, t ribe nam e

 No 

3. Has t his person ever got t en a service f rom  
t he Ind ian Healt h Service, a t ribal healt h 
program , or urban Ind ian healt h program , 
or t hrough a referral f rom  one of  t hese 
program s?

 Yes

 No

If  no, is th is person eligib le t o get  
services f rom  t he Indian Health 
Service, t ribal healt h program s, or 
urban Ind ian healt h p rogram s, or 
t hrough a referral from  one of  t hese 
program s?

 Yes     No

 Yes

 No

If  no, is th is person eligib le t o get  
services f rom  t he Indian Health 
Service, t ribal healt h program s, or 
urban Ind ian healt h p rogram s, or 
t hrough a referral from  one of  t hese 
program s?

 Yes     No

4. Certain m oney received m ay not  be 
count ed for Medicaid  or t he Children’s 
Healt h Insurance Program  (CHIP). List  any 
incom e (am ount  and how  of t en) report ed 
on your app licat ion t hat  includes m oney 
f rom  t hese sources:
• Per cap it a paym ent s f rom  a t ribe that  

com e f rom  nat ural resources, usage 
right s, leases, or royalt ies

• Paym ent s f rom  nat ural resources, 
farm ing, ranching, ąshing, leases, or
royalt ies f rom  land designated as Ind ian 
t rust  land by t he Depart m ent  of  Int erior 
(including reservat ions and form er 
reservat ions)

• M oney from  selling t hings t hat  have 
cult ural signiącance

$ 

How  oft en?

$ 

How  oft en?

APPENDIX B Ohio Depart m ent  of  M edicaid
ODM 07216 - B (7/2014)



NEED HELP WITH YOUR APPLICATION? Visit  Healt hCare.gov or beneą t s.Ohio.gov or call us at  (800 ) 324- 8680 . Para ob tener una cop ia de est e form ulario 

en Español, llam e (800 ) 324- 8680 . If  you need  help  in a language ot her t han English, call (800 ) 324- 8680  and  t ell t he cust om er service represent at ive t he 

language you need. We’ll get  you help  at  no cost  t o you. TTY users should  call (800 ) 292- 3572.

Appendix C

Assist ance w it h Com plet ing t his Applicat ion

You can choose an aut horized represent at ive.

You can give a t rusted  person perm ission t o t alk about  t his app licat ion w it h us, see your inform at ion, and  act  for 
you on m at ters relat ed to t his applicat ion, includ ing get t ing inform at ion about  your applicat ion and  signing your 
app licat ion on your behalf. This person is called  an “aut horized  represent at ive.” If  you ever need t o change your 
aut horized  represent at ive, contact  your local Count y Departm ent  of  Job and Fam ily Services. If  you’re a legally 
appoint ed representat ive for som eone on this app licat ion, subm it  p roof  w it h t he app licat ion.

1. Nam e of  aut horized represent at ive (First  nam e, M idd le nam e, Last  nam e, Suf f ix)

2. Address 3. Apart m ent  or suit e num ber

4. Cit y                                                                                                 5. St at e 6. ZIP code

7. Phone num ber 

(      )          – 

8. Organizat ion nam e 9. ID num ber (if  app licable)

By signing, you allow  t his person to sign your app licat ion, get  of f icial inform at ion about  t his app licat ion, and act  for 
you on all fut ure m at ters w it h t his agency.

10 . Your signat ure 11. Date (m m / dd/ yyyy)

For cert iąed applicat ion counselors, navigators, agent s, and brokers only.  
Com plete t his sect ion if  you’re a cert iąed app licat ion counselor, navigator, agent , or b roker ąlling out  t his applicat ion 
for som ebody else.    

1. Applicat ion st art  date (m m / dd/ yyyy)

2. First  nam e, M idd le nam e, Last  nam e, & Suff ix

3. Organizat ion nam e 4. ID num ber (if  app licab le)

APPENDIX C Ohio Depart m ent  of  M edicaid
 ODM07216 - C (7/2014)
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NEED HELP WITH YOUR APPLICATION? Visit  Healt hCare.gov or beneą t s.Ohio.gov or call us at  (800 ) 324- 8680 . Para ob tener una cop ia de est e form ulario 

en Español, llam e (800 ) 324- 8680 . If  you need  help  in a language ot her t han English, call (800 ) 324- 8680  and  t ell t he cust om er service represent at ive t he 

language you need. We’ll get  you help  at  no cost  t o you. TTY users should  call (800 ) 292- 3572.

Appendix D

APPENDIX D Ohio Depart m ent  of  M edicaid
 ODM 07216 - D (7/2014)

HEALTH COVERAGE PROGRAMS
Ohio of fers fam ilies a variet y of  op t ions for get t ing healt h care services. Below  is a brief  descrip t ion of
four pub licly funded p rogram s t hat  are availab le t hroughout  Ohio. Fam ilies can app ly for one or all of  t he 
follow ing program s by using the at t ached app licat ion.

Healt hy St art  and Healt hy Fam ilies

Wom en, Infant s & Children (WIC)

Child  & Fam ily Healt h Services (CFHS)

Children w it h Medical Handicaps (BCMH)

Help  Me Grow  (HMG)

The Healt hy St art  and Healt hy Fam ilies program s of fer f ree or low - cost  healt h coverage t o fam ilies, child ren (up to 
age 19) and  p regnant  w om en. Certain young adult s m eet ing speciąc crit eria m ay be covered  up to age 21.

Coverage includes: doctor visit s, hosp it al care, pregnancy- related  services, prescript ions, vision, dental, subst ance 
abuse t reatm ent , m ent al healt h services and m uch m ore! These are im port ant  healt h care services t hat  your fam ily 
needs t o st ay healt hy and  st rong. Healthy St art  and Healt hy Fam ilies are M edicaid program s adm inist ered by t he 
Ohio Depart m ent  of  Medicaid . For m ore inform at ion, p lease call 1- 800 -324-8680  or visit  m edicaid .ohio.gov. 

The Wom en, Infants, and  Child ren (WIC) p rogram  provides nut rit ious foods, im portant  nut rit ion inform at ion, and 
breast feed ing educat ion and  support .  It  also helps eligib le fam ilies ąnd healt h care or ot her services t hey need.  To 
be elig ib le for WIC, you m ust  be a w om an w ho is pregnant  or breast feed ing or have a baby less t han six m ont hs o ld .  
Children f rom  b irt h t o age 5 also qualify.  Fam ilies m ust  m eet  WIC incom e and m ed ical or nut rit ional risk guidelines.  
To app ly, com plet e t he at t ached applicat ion or visit  your local WIC clinic. The WIC program  is adm inistered  by t he 
Ohio Depart m ent  of  Health.

The Child and  Fam ily Health Services (CFHS) program  in your area m ay provide one or m ore of  t he follow ing 
services: child  and adolescent  healt h care and prenat al care. Clinics of fer physicals, nut rit ion counseling, social 
services, laborat ory t est s, healt h educat ion and m ore. The cost  of  t he clinic services is based on your fam ily size 
and  incom e but  no one is t urned aw ay f rom  services if  t hey cannot  pay. To app ly, p lease com plete t he at t ached 
app licat ion or visit  your local CFHS. This program  is adm inist ered by t he Ohio Depart m ent  of  Health.

The Children w it h M edical Handicaps p rogram  (BCM H) is a healt h care p rogram  provid ing services for child ren w ith 
special healt h care needs. To receive BCM H services, a child  m ust  be an Ohio resident  younger t han age 21 and be 
under t he care of  a BCM H-approved doct or. Fam ilies m ust  also m eet  incom e elig ib ilit y crit eria. BCMH w orks closely 
w it h pub lic healt h nurses in local healt h depart m ent s t o ident ify and  coord inat e services for child ren w it h m ed ically 
handicapp ing condit ions and t heir fam ilies. For m ore inform at ion, fam ilies can cont act  t heir local healt h departm ent  
or call (80 0) 755 -  GROW (4769). This program  is adm inistered by t he Ohio Departm ent  of  Healt h.

The Help  M e Grow  Hom e Visit ing program  provides parent ing educat ion for pregnant  w om en and  ąrst  t im e 
m ot hers.  The program  helps fam ilies w it h young child ren connect  w it h resources so t hat  child ren st art  school 
healt hy and  ready t o learn. The Help  M e Grow  Early Intervent ion program  provides services t o fam ilies w it h child ren 
b irt h t o age three w it h developm ent al d isabilit ies. Services are coord inated and  fam ilies are connect ed  to services 
w hich build  t he parent ’s abilit y t o enhance t heir child ’s developm ent  so t hat  child ren w ith d isab ilit ies or delays in 
developm ent  start  school healt hy and  ready t o learn.

Those w ho are int erest ed in get t ing  cash assist ance t hrough Ohio Works First  or get t ing 
Food  Assist ance should cont act  t heir local Count y Depart m ent  of  Job & Fam ily Services.



NEED HELP WITH YOUR APPLICATION? Visit  Healt hCare.gov or beneą t s.Ohio.gov or call us at  (800 ) 324- 8680 . Para obt ener una cop ia de est e form ulario 

en Español, llam e (80 0 ) 324- 8680 . If  you need help  in a language other t han English, call (800 ) 324- 8680  and  t ell t he custom er service represent at ive t he 

language you need. We’ll get  you help  at  no cost  t o you. TTY users should  call (800 ) 292-3572.

STEP 2
Com plete St ep 2 for yourself , your spouse/ part ner, and  child ren w ho live w it h you and/ or anyone on your sam e federal incom e 
t ax return if  you ąle one. See page 1 for m ore inform at ion about  w ho t o include. If  you don’t  ą le a t ax ret urn, rem em ber to st ill add 
fam ily m em bers w ho live w it h you. 

1. First  nam e, M idd le nam e, Last  nam e, & Suff ix 2. Relat ionship t o you

3. Dat e of  b irth (m m / dd/ yyyy) 4. Sex   Male      Fem ale

5. Social Securit y num ber (SSN)     -    -     
 We need t his if  you w ant  healt h coverage and have an SSN. 

6. Does t his person live at  t he sam e address as you?   Yes    No

If  no, list  address: 

7. Does t his person plan t o f ile a federal income t ax ret urn NEXT YEAR?
(You can st ill apply for healt h insurance even if  you don’t  f ile a federal incom e t ax ret urn.) 

 YES. If  yes, p lease answ er quest ions a–c.  NO. If  no, skip  t o quest ion c.

a. Will t his person ąle joint ly w it h a spouse?   Yes    No 

If  yes, nam e of  spouse: 

b . Will t his person claim  any dependent s on his or her t ax return?   Yes    No

If  yes, list  nam e(s) of dependent s: 

c. Will t his person be claim ed as a dependent  on som eone’s t ax ret urn?   Yes    No 

If  yes, p lease list  the nam e of  t he tax ą ler: 

How  is th is person relat ed to t he t ax ąler? 

8. Is t his person pregnant ?   Yes    No   a. If  yes, how  m any bab ies are expect ed during t his pregnancy? 

     What  is t he expect ed due date? 

9. Does t his person w ant  healt h coverage? Even if  t hey have insurance, t here m ight  be a p rogram  w it h bet t er coverage or low er 
costs.

 YES. If  yes, answ er all the quest ions below .
  

 NO. If  no, SKIP t o the incom e quest ions on page 5.
  Leave t he rest  of  t his page b lank.

10 . Does t his person have any physical, m ental, or em ot ional healt h condit ion(s) t hat  causes lim it at ions in act ivit ies (like bat hing, 
dressing, daily chores, et c) or live in a m edical facilit y or nursing hom e?   Yes    No

11. Is this person a U.S. cit izen or U.S. nat ional?   Yes    No

12. If  t his person isn’t  a U.S. cit izen or U.S. nat ional, but  has im m igrat ion docum ent s, p lease provide the follow ing: 

a. Alien num ber    

b . Docum ent  t ype      c. Docum ent  ID num ber    

d . Has t his person lived  in t he U.S. since August  22, 1996?   Yes    No 

e. Is t his person, t heir spouse, or t heir parent  a veteran or an act ive dut y m em ber of  t he U.S. m ilit ary?   Yes    No

13. Does t his person w ant  help paying for 
m edical b ills f rom  t he last  3 m onths?

 Yes    No

14. If  th is person lives w it h at  least  one child  
under t he age of  19, are t hey the m ain person 
t aking care of  t his child?

 Yes    No

15. Was t his person in fost er care at  
age 18 or older?

  Yes    No

Please answ er t he follow ing quest ions if  t his person is 22 or younger:

16. Did  t his person have insurance t hrough a job and lose it  w it hin t he past  3 m ont hs?   Yes    No

 a. If  yes, end date:     b. Reason t he insurance ended: 

17. Is PERSON 2 a fu ll- t im e st udent?   Yes    No

18. If  Hispanic/ Lat ino, et hnicit y (OPTIONAL—check all t hat  apply.) 

 Mexican     Mexican Am erican     Chicano/ a     Puert o Rican     Cuban     Other 

19. Race (OPTIONAL—check all t hat  apply.)

 Whit e

 Black or Af rican  
Am erican

 Am erican Indian or 
Alaska Nat ive 

 Asian Ind ian

 Chinese 

 Filip ino

 Japanese

 Korean

 Viet nam ese

 Other Asian

 Nat ive Haw aiian

 Guam anian or Cham orro

 Sam oan

 Other Paciąc Islander

 Other 
 

Now , t ell us about  any incom e f rom  ADDITIONAL PERSON           on t he back.

ADDITIONAL PERSON              (give t his person a number)

APPENDIX E Ohio Depart m ent  of  M edicaid
 ODM 07216 - E (7/2014)
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Appendix E Page 2 of  2ODM 07216 - E (7/2014)
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STEP 2

20. Em ployer nam e and address 21. Em ployer phone num ber

(   )     -      

22. Wages/ t ips (before t axes)    Hourly     Weekly     Every 2 w eeks     Tw ice a m ont h     Mont hly     Yearly

$ 

23. Average hours w orked each WEEK

CURRENT JOB 2: (If  t his person has m ore jobs and need m ore space, at t ach anot her sheet  of paper.)

24. Em ployer nam e and  address 25. Em ployer phone num ber

(   )     -      

26. Wages/ t ips (before taxes)    Hourly     Weekly     Every 2 w eeks     Tw ice a m ont h     Mont hly     Yearly

$ 

27. Average hours w orked each WEEK

28. In t he past  year, d id t his person:   Change jobs   St op w orking     Start  w orking few er hours     None of  t hese

29. If  self - em ployed, answ er t he follow ing quest ions: 

a. Type of  w ork b. How  m uch net  incom e (p rof it s once business expenses 
are paid) w ill t his person get  f rom  t his self-em ploym ent  
t his m ont h? 

$ 

30. OTHER INCOME THIS MONTH: Check all t hat  app ly. Tell us t he am ount  and  how  of ten this person receives it .

NOTE: You don’t  need to t ell us about  child support , veteran’s paym ent , or Supplem ent al Securit y Incom e (SSI).

 None   
 Unem ploym ent  $    How  of ten?   

 Pensions $    How  of ten?  

 Social Securit y $    How  of ten?  

 Ret irem ent  accounts $    How  of ten?  

 Alim ony received  $    How  of ten?  

 Net  farm ing/ f ishing $   How  of ten?  

 Net  rental/ royalt y $   How  of ten?  

 Other incom e   $   How  of ten?  

 Type: 

31. DEDUCTIONS: Check all t hat  apply. Tell us t he am ount  and how  of ten t his person receives it .

If  t his person pays for cert ain t hings that  can be deduct ed on a federal incom e t ax ret urn, t elling us about  t hem  could  m ake t he cost  
of  health coverage a lit t le low er. 

 Alim ony paid  $    How  of ten? 

 Student  loan int erest  $    How  of ten? 

 Other deduct ions $    How  of ten? 

 Type: 

32. YEARLY INCOME: Com plet e only if  t his person’s incom e changes f rom  m ont h t o mont h.

If  you don’t  expect  changes t o t his person’s m onthly incom e, add  another person or skip  t o t he next  sect ion.

This person’s tot al incom e t his year:

$
This person’s tot al incom e next  year (if  you t hink it  w ill be d if fer-
ent ):

$

THANKS! This is all w e need t o know  about  t his ADDITIONAL PERSON. 

Current  Job & Incom e Inform at ion
  Employed  

If  t his person is current ly em ployed, 
t ell us about  t heir incom e. Start  w it h 
quest ion 20..

  Self - employed  
Skip  t o quest ion 29.

  Not  em ployed  
Skip  t o quest ion 30 .

CURRENT JOB 1:

ADDITIONAL PERSON              




