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ARMOUNMCERERNE

Log In to the
Self-Service
Portal (SSP)

e First click on Partner
* Next, click on Login
& Enrollment
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ANNOUNCEMENTS

Application Center Login & Enrollment A p p I i Ca t i 0 n
Center Login &
Enroliment

* Enter your User ID
o * Enter your
e Password

* Click Login
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My Application Center

AP I CA T

# WAL W (]
| N |

i+

My Application
Center: Trusted Use

Submit Applications
Report Changes
Update Profile
Manage My Account
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My Application Center

APPLICATIONS

|
-
-@ Skart mew apall raticns, finish incomplete app scafioms, or reviee your subm tted application 5.
REPORT A CHANGE
N
- — 4 Provide case credentials and submit a change repart

UPDATE APPLICATION CENTER, LOCATION AND REPRESENTATIVE PROFILES

[ |
. =£ Update infoernation fo rthe fipalication Center, it x [ oni| =], and its rearesenkatiee Ie zuch as their phome umaer.

/4\ PAYMENT HISTORY
e, ®
E Redew your &ppli ation Cenker Lo ation ‘s paymments by Appl ration Cenker Hepresen bt N

# MAMNAGE MY ACCOUNT

ﬁ Link to your Application Center{s], change or reset your passeard, PIN, and ather acoount indormation

IIIIIIII

My Application
Center: Managers
CEO/CFO

Submit Applications
Report Changes
Update Profile
Manage My Account
Payment History
Update Application Center
Location and
Representative Profiles

|dh.la.gov



Applications

START AM APPLICATION

ik herw or on thee “&pp e Moe™ Dulton to start a new application Far hassalth COVBrage. H:.ml.l naep .:I'\'.'.:n:r:r:t:rtbd an applicaticm m
baut hevee not wet submited Ik, you may combsnue that agplication by Cocking the " Continue ™ link In the sectiom Delow,

INMCOMPLETE APPLICATIONS

IF ywouw haree started an appiication but hawe not yet submitted it, a "Continue™ Bnk will be displayed below. ¥ou can click on that link to return to your
apalicaton.

Applications

A WARMING

Please keep in mind, you have 24 hours to.comp lete and submit any incomplete apolications. If am application is not submitted within 24 howrs, it el

el cETE * Start an Application

L DCATION MAME IR APPLICATION START DATE SUBMIT BY COMTINILRE .
COMTACT (APPLICATION

e i Incomplete Applications
[ * Submitted Applications

SUBMITTED APPLICATIONS

The tabide below displays applications you have submitted within the past 5 years. You can check the status of an application if it was submitted in the
past 50 days.

* Momth: Many - *Ypar: a2 - FILTER =

AFPLICATION APPFLICATION SUBEMIT DATE PREEARY CONMTALT APFLICAT NN AMIY
COENTER NHUMEBER PAYEEMNT 5TATUS

MAKE!ID

You do ot hawe any applications smbmitted in the past 5 years.

BARCK TO MY ACCOLUNT

LOUISIANA
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Start an Application

* |ndividual is up for
renewal or not currently
receiving Medicaid.

* Click the Apply Now
button to start a new
application

Applications

STABT AW APPL HATHN

LOUISIANA
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INCOMPLETE APPLICATIONS

A WARNING

e fewted aw) ooy w wod 10 et » e 200« 8O

LOCATION MAJME YD AFPUATION START CATT PRMARY SUSRAT oY
CONTACT APPLICATION
wNLIE

You do rot bave ary incomplete sppiations

LOUISIANA

DEPARTMENT OF HEALTH

Incomplete
Applications

* (lick on the Continue
hyperlink to navigate to
the last screen saved on
the selected application

ldh.la.gov



Submitted
o Applications

= * Click on the Application

hyperlink for information
about the selected
application.

You 00 vl Pave oy dppli st e talitied n the past 3 ye

LOUISIANA
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Start an Applicatio

Applications * Individual is not currently

SS— receiving Medicaid.
button to start a new
application

LOUISIANA
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Apply For Assistance

Yiou are neady o start your application. Here are somee helpiul hinis.

WHD CAN USE THIS APPLICATION

= Use this application for smmyomne needing hesith care susivtanee.

= Apply ewen B you o your child alreschy has health coverage. You could be sligible for lower-cost or bres conerage

= Familles that includs Irmigrants can apply. You can spaly o your ch e i pois afen't eligible &

conatagpe. Analying wont affect you

1 g a b n

katut ehae e of becom g 3 por marant remkdd el & £ i Be
WHAT YOU WILL NEED
Whon you apaly for oorverage you'll need Bo provide some Information about you and your housshold, Induding incaome, any insurance you casTently have,

and some additional iteme. Information you give us will be used to help determine benefit lovels.

Flaxse have the iolloveng items while complsting yous applieation:

L

Secun by Humbars
= Ditirenship or fmmigration informmak on

= Income indormation for ey memiber of yomar baousshodd

= Policy numbaers for ary oument health insurance plans coverng members of youwr howusehold
« Madical bills from the past 3 months
i & ryers In your housshald s claiming & dizsbiling or over age 65, you msy slie be siksd lor the follersd ng |nla rmat ko

Posser of attorney, Curator or Interdict ion Doouments

.

» Sucoession doosnents

= Acoount nforrmation for all Baenk dccounts, knreuftes, Cortificates of deposit (CDs), IRAx 407 -Kx, Keoghs and Retirement sccownts
List of Safe-deposit box items

= Shock and Bonds inforrmation

.

.

Vehicle Registration or TRies

st o Informational screen

= Bursl or Funeral Arcounds | ncludeng Pre-arramgedd Burial Congracts veth Funera] Haommes

.

Burnal Soacs e

.

.

Trast Documents

.  C(Click Next to continue

HOW TO COMPLETE THE APPLICATION

It rmary take betvesen 30-60 minutes to complete the appication.
You may use the "Previces™ and “Mext”™ buttons ot the bottom of sach page to go through the application.

Your eformet on is sutomatcally sreed every tmms you cick “Seat ™.
= Wi CE SERE S T SRR O B |tk Vindi e Lo Back 0D CnevhirviE S coemplats yoas Spnieations)

= Dmce you harve answered all the guest
= Wewill contact you if more information is needed regandng your sopllcatl on

pnis, clichc the "Submit™ button at the end of the application

= Flelds noted with an asterisk ("] ane reguired.

il the “Mext” button o e yous inforr

tion and continue

WHO TO INCLUDE ON THE APPLICATION

Wha do you need to includs an this spplicaticn?
Tell us skt sl the Parmbly memibers wie Bue with you, I you Ble s, we Rosd 1o kit St everyamne on your tax returm. [Vou dan't nesd i fils taxes o

Ext haaith coverage. |

Doy Dl DO HOT Includes:

= Woursedd = Vo unmarnied partner wehio dossn 't resesd ealth coverage

= WO S O = Wousr unmarmied partner's childnen

= W child reny uesdier 21 s D et you = VoL parEnts e live sith o, bt file thesr o ta retums 0 you'ne oweer
= Yourunmarried partner who nesds health coverage 21}

= Arryoene Yo inclode onopour e return, even f they don't e with you = Ot acult relatses who file their own @ retuen

Arvyoene elns w21 wh o take care of and lves with you = Monorelatees that will rot be inciuded as 5 dependent when you file
aves

LOUISIANA
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Who Can Use this Application

* Anyone
* Parents
* Families of Immigrants

WHO CAN USE THIS APPLICATION

« Use this application for anyone needing health care assistance.

« Apply even if you or your child already has health coverage. You could be
eligible for lower-cost or free coverage.

« Families that include immigrants can apply. You can apply for your child even
if you aren’t eligible for coverage. Applying won’t affect your immigration
status or chances of becoming a permanent resident or citizen.

LOUISIANA
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What You Will Need

WHAT YOU WILL HEED

S il by Foer coroe T g e e b prosetiel i onrnrm | TSR RS I el re il e peair Pt Rl ] | e B e, T | MR N O LT ey haeaE,

and o eSS ion el i Be e reformadbss pou geee us will e ueed b hels defoermeino bon et loenia
H e ke Fhe B | oeep al e whille iamplele L gl R 1 F s

[ R T e i
= Ol zevm hip or bmmegrstan mfeenabon

u et pwrram | Pl el o foe eyt e b oA oo Pt

= [Falicy rmumtemn foer sy oument han B ineurssess plame Couseing rmomiser of o foumned i
B EeH el s e e paad Tl s

|rJ'"|.Il-'III'.'I.I'Il'l-l]"'l'l.ll M C L e G T P O O gk b el iy Al D s ki e i A Nl | (BT

r P ol B0 Ty LA rER | e Dl P el RSl h TR

= Jusremsion diosurrangs

r BT BT ERET e B S R T i, et i e Canas ol el 6 E Dt R s, Bl A B el et
& Liak of Sefe-deonet box | e

v ik el Bt & PRTETRG De

s Wahickn FEagpairadics or THim

= [P P LRl | ot & oo | ] 0 o i 1

& [Lite snd Bun sl Inssrsssn Policim

» HRirs o FRineal Accoire e keding P re- s rrsrgmed fi s | Sorvrscte meths Funesa | Hommes

= Duris SEaes Rorm

= Trums Eesoiimaestn

I’ & gt o Dot on angd IHE of Sale BEurma |

LOUISIANA
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How to Complete the Application

HOW TO COMPLETE THE APPLICATION

« |t may take between 30-60 minutes to complete the application.

» You may use the “Previous” and “Next” buttons at the bottom of each page to go through the application.

+ Your information is automatically saved every time you click “Next”.

+ You can start and then save your application. You can log back in to continue and complete your application(s).
+ Once you have answered all the questions, click the “Submit” button at the end of the application.

« We will contact you if more information is needed regarding your application.

« Fields noted with an asterisk (*) are required.

Click the “Next” button to save your information and continue.

LOUISIANA
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Who To Include on the Application

Who do you need to include on this application?

Tell us about all the family members who live with you. If you file taxes, we need to know about everyone on your tax return.
(You don't need to file taxes to get health coverage).

DO Include:

Yourself

Your spouse

Your children under 21 who live with you

Your unmarried partner who needs health coverage

Anyone you include on your tax return, even if they don't
live with you

Anyone else under 21 who you take care of and lives
with you

LOUISIANA

DEPARTMENT OF HEALTH

You DON'T have to include:

L]

Your unmarried partner who doesn’'t need health coverage
Your unmarried partner’s children

Your parents who live with you, but file their own tax return
(if you're over 21)

Other adult relatives who file their own tax return

ldh.la.gov



Privacy Policy

Privacy Policy

Ve won T share your mlormaton, unkess the Liw 10y we Rave 1o We ll oaly use yOour aniwen 10 w00 I you are sligible for Madcad or Malp paying for
Coverage. We'll CheCh your answers using information we slready have snd irformation from other state and lederal agences If & doesn 't match, we My

sk you 10 send un prood
People who don't mant coverage won T be ashed about COLENSID OF MMy HU0n SLa0Y

IMPORTANT: To see # y Ol M@ llll’ltn.‘- e My il 1O aadl 1 Asrm 200N From the irternal Reverur Sevace IRS. Social Securmy Admanatraton (SSA' the
Degartmentt of Hamoland Security, and 'Of 3 COMuMer reporing 2ency. Yie need thit informanon 10 give you the bect serice posuble We may aluo check

your miormption Later Lo mabe sore &t 0 up Lo dote. We ll ket you knoa  me find 1omething han changed

MEred 10 Rpve My irfarmaton (P b with the wwrcet inted o et uwrd ‘or thet 200l atior. Everyore | linted on the apole 250m aho agreet
. v ¥ i o

W@ WSS T ALNE A

- ror ldh.la.gov




Vo w i T [ i g Fu oo LS s

Primary Contact

—— Primary Contact

* Adult household member
completing interview

* Language preference is
iImportant.

* SSN
* May be requested but

IS hot required

* Don’t make them up!

B reed prae bl bee ety Berbes F pea west b gFE crews age bed Bany pe LA =g pome LAN

LOUISIANA
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MAILING ADDRESS

Is your masling address the same a3 your homie address above! Ve v

* Mddress: B4 N Fourth Stroet

Apt, Suite, otc:  Sta 6T

iling Address

CONTACT INFORMATION

NOTE: We encourage you to enter at least one phone number 5o that you can be contacted about this application if necessany,

= e Adult household member
. e Address and contact info

Mabile Phone: . . o o L
* AR deS|gnat|on if redg uested
)
Qeher Phane: 15 = 19 =) 0042
Perzanal Emall Addrets Bcationcenter. service@la gov
Weri Emall Address fcationcenter servicedla.goy
AUTHORIZED REPRESENTATIVE

You can ghve someane you trust permission to help us with this application, They would be able to: talk with us, see your information and act foryou |do
things Bie prowide information we ask for or gign the apalication for you). This person i called an “authorized representathos”, B you ever need to change

your authorized representative, you may either report a change through your account or contact Medicald

* Do you want to name someone a3 an authorized regresentative! _ v

LOUIS AN A
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CONFIRM WHERE YOU LIVE

The folowing add ress was sugsested 23 2 vald address -
628 N 4th St Ste 674.3 Con I I I m
Baton ."‘l Lowivans TOB02

* Would you Like to use this address? fes

* Physical Address — Correct?
* Mailing Address — Correct?

€28 N &4th St Ste 674-3
Baton Boupe Lowitiana 70802

* Would you Like to uwse this address!

LOUIS AN A
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St oo He sith Cover aye ~ (g Lipessey Fewurin Lubvrwt

Primary Contact Summary

Here & 3 mummary of what you've told et 2o br You a%e not regured to prhve 38 nierniat on Selore yos wbet e 3poication

o i you mould ke 8 Choasge your ayvwers, ¢lCs on "Change

e eergervceioge Prima Iy Contact Summar

« DOrce yous'vw *evreesd tha wwamary and all the isformalion a coect, cich B “NMod ™ buttos at the bolton of e pape

REVIEW YOUR ANSWERS: PRIMARY CONTACT INFORMATION

e T * Allow applicant to review

o bt o 1 tonn v, 4 Aitery fnglsh - ® O pt i O n S

[ CRCAMIIATION ADDEL LT ACCTLS O L (RAL
LEVELRECENVES

= e Save and Exit
Sl il e s e .00 ° N eXt

LOUIS AN A
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People in Your Home:
Primary Contact

* Taxable Household

* Important
* Living arrangement
* Date of Entry

|dh.la.gov



Ethnicity and Race

ETHMICITY

il B et L o gl (LinbSess, o Spanibh o, £ beet b all Ebat mppdy. ot ksnal]
Pusssin Hican Elaxcan Elaxcan Amercan CHicaanis
Loizam gt | Ly Lirnesfas i

RALCE

Sminrt Bhin paracey ' recw . D hescie sl BhalE apen w. laptonal

ke ingdl 'k La s Y akwe HLEh PN 0 e it Far lr kel nakesr
A= an Ieshan Japane=s IETHAT

B D, o BEA S AR BIEA Limmih o He T il

i = Pl Mol el T VT

Hipno Ches Aaian w# THOE

® aryeprian inaignt §red A 3ANCE WEThaRS Ty M e 00 Doy C0n Shering et My pET S0 ] anro el perind £ SR w00 B0 S gl ey MR

Fleifes, rE o MO Wi i elyile B ree e oF S rer reiscend eendcen ot irefian Hasdih Serviree, i bl raadih peretdaere, o erhian irdian el

et e !

]

EIDRGTE] D6l 1D R TRUEE § DT 7 LT e
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Medical Bills and Family Members

MEDICAL BILLS IN THE LAST } MONTHS

r wn g, wits g date of wrevce w T P Ll Pres o

B fadary rha waeln i owiid

Diatm o i Fuiid

FORMIR FOSTIR CARL

W P s s ke Lacd o Lo i e e 11 o0 sl L -

HCES WANVER SLOT

Have yrag S offered 3 Hormas ol Tty kmed ey aetee ot

B s s w e F yea et Deieey e B e el Do Pty B e ol e @ e b Pitw b g R s b il

WE TERAMN INF QR TIOM

i B gt @ owlte 56 o T agenone ol @ e Baad sl ' e -

PEOPLE IN YOUR HOME

e e e R e T R Ll o T

el ea stemad ol P Ry Fornier ) w v o th ooy P oo B Lawiy, e Sed £ cade aSoud fel fporw 8 yoer Bae el g $0r 1 reped B Bl Limmary,

e BT | s e

Do I Bt DO ROT i et e

5 Tt & Pom e el pae et wv o dnewn Y weesd fa e ey

R T — wead iy Cuidboes

& Pimr OTwkles wruki J) w0 Sen @ T g o Fong parw T w0 Mo T pn el B T e B ivbu e e e

n T W T TP vl P el TN D o R

u AT PR Rk o yraar b rebarn, e By don t bve wibh pes = Gt mdaat piabiomy ws By T mar 3 rpiuy

&l i o el pea Thi O SF bR G ven W T e & Wl Pl Pl ad | Al Be Adlesded M8 de e led m e g Fle
Apay

1 e e R Ry ek
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Start People Health Coverage Incoeme Expenset Resources Sulbrmit

e Pt f r
You have told us that there iz another person "l',lDiJ"lﬂ'l‘!ﬂ."’-ﬂ.'!‘I-ﬂ' provide mare information about this perzon

PERSONAL INFORMATION

Flaate anter your name exactly as it appears on your Social Security card or birth certificate.

* First Mame: Catness Middie Name: * Lazt Mame: Ballow S -

Malden Name:

* Soor: Male '* Female

* Date of Birth: | 04012001 &=

Marital Statux Sngle -

* Iz thiz person requesting health coverage! Yoz -

We need your Social Security Number if you want health coverage and have an SSM. Providing your 55N can be heftoful even If you dan't want health

coverage, and can speed up the applcation process. We need your 5ocial Security Number to check income and other informaton to see who's elgle for
help with health coverage costz. If someone does not have an 55N and wants heldp getting one, call 1-800-TT2:1213 or vizit www._socia lsecurity.gov. TTY
uzers showld call 1-800-325-07T8.

Social Security Numbe

* if you did not provide 3 Social Security Number [SSH), have you applied forone? | Yes

LIVING ARRANGEMENT

* What iz thiz person’s bving arrangement ! Medical Faality

LOUISIANA

DEPARTMENT OF HEALTH

eople in Your Home

 Personal information
* SSN request
* Living Arrangement

DO NOT refuse assistance
because

SSN or verifications are unavailable

ldh.la.gov



People in Your Home

CITIZENSHIP INFORMATION

* Iz this parson a U.S. citizen or U.S. national? Tes v

* ks this person a naturalized or derived citzen? Mo v

ETHNICITY

I this person s of Hispanic, Lating, or Spanish origin, check all that apply. [optional)
Puerto Rican Mexican Mexican American Chicano/a
Cuban Cther Uncniown

RACE

Select this person’s race. Check all that apply. (optional)

American indian/Alagica Nathve Guamanian or Chamormo Other Pacific Islander
Azian Indian Japanese Samoan
Black or African American Korean Vietnamese

Chinese Mative Hawaiian White

Filiping Other Asian " DOther

* American Indians and Alasica Natives may not have to pay cost sharing and mary get special enroliment perods. Are you an American indian, Alaska
Native, or tomeone who s ebgole to receve or has ever receved services at Indian Health Services, tribal health providers, or urban Indian health

prosdders!

No ol

LOUISIANA

DEPARTMENT OF HEALTH
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People In Your Home

MEDICAL BILLS IN THE LAST 3 MONTHS
* Dowe= this person haree medical bills, paid or unpaid, with a date of service within the |ast three monffal | Te -

* Select the month in which this parson started Incurring, medical béls:

Felafiary Marth W Al
Date of Service: G4/02001

Provider of Serdcoe | womans hopits

FORMER FOSTER CARE

W¥as this pEraon |m ater cors ‘\LI'RI‘.:‘\:JT.\'_L‘:rl'iL‘r-:’i:’M‘I. e =] v

HCES WAIVER S5LOT

Have you been oifered a Home and Community Based Services waheer siot?

o you are unsure if pou have been offered o Home and Community Based Services wakver slot, cll ck hene far mane nformation Ho -
VETERAMN INFORMATION

& this parson a veteran or the spouss of 2 deceated veteran? | Mo b

PEOPLE IN YOUR HOME

Who do you need 1o inclisde on this application !
Tell us abeast all the family members who live with you. i you file taxes, we nesd to kmow shout sveryone on your tax retuen (Yoo don't need to Ble tes o

Ert hoalth coverage.|

Do Include: 00 HOT Include:

= Yourseif Your unmarried partner who doesn't need health coverage

= Fouir unmarried parner's chdadren

j e T

= Your children under 21 v Live with you Four parests who [ve with you, but Fle theér oen tax retum (if you're over
= Vour snmarried pariner wha needs health coverage ki1

= Myane you inchadie on your tax retarn, even i they don't live with youa = Other adult relathess who Bl thelr cen tax retum

= Amyane else under 31 whoyou taks cane of and lives with you Mon-relatives that will not be inclsded as a dependent when you file

* Do you want to add anather persan to this application! | [ENIIEEN ~

— o
LOUISIANA

DEPARTMENT OF HEALTH ldh.la.gov




Former Foster Care

& BEFORE YOU GO TO THE NEXT PAGE:

« Error: This indvidual is under the age of 18, so they do not need to provide answers to the Foster Care questions below. Please update the age or

change your answer.

People In Your Home

LOUISIANA

DEPARTMENT OF HEALTH ldh.la.gov



How Are You Related

Start People Health Coverage Income Expenses Resources Submit

Anofcntion Noobar ¢ XO18058

How You Are Related

Please tell us how the people in your home are related,

* CAT'S RELATIONSHIP TO CATNESS

1 Cat Ballou m . Catness Ballou
(01/01/2000) [04/01/2021)

NEXT »

s

LOUISIANA

DEPARTMENT OF HEALTH
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1 Frag

B SEPONT YOU GO TO THE WEXT PAGE

Additional Personal Details

Details

* Disability

* Tax Filers

* Pregnancy

* School enrollment

* Breast and Cervical Cancer
* Deceased

ldh.la.gov



More About Pregnancy

Start People Health Coverage Income Expenses Resources Submit

More About Pregnancy - Cat [01/01/2000]

You have told us that Cat s currently pregnant or had a pregnancy that ended in the last 3 months. Please provide more information about Cat'’s pregnancy.

PREGNANCY DETAILS

If Cat is currently pregnant, please enter the following

Mumber of babies expected during this pregnancy -

What is the expected due date? =

If Cat wasz pregnant in the last 3 months and the pregnancy ended, please enter the following:

Mumber of babies expected

What date did the pregnancy end! a4a/D1 20 =

« PREVIOUS SAVE LEXIT NEXT o

LOUISIANA
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Primary Caretaker

F1AN A

F ouls
L_;‘ DEPARTMENT OF HEALTH L Logped in as Kathryn Loachelt

Start People Health Coverage Income Expenses Resources Submit

PRIMARY CARETAKER — CATNESS [04/01/2021]

* Mark the primary caretaker for Catness. If none of the individuals below are the caretaker, please select “No one”.

¥ No One/Someone outside of the home

Cat
Ballou
[01,/01/2000]

el R

LOUISIANA

DEPARTMENT OF HEALTH ldh.la.gov




More About Living Facility — Catness [04/01/2021]

hat Catness either ¢ in or will be moved in the neat 30 days to a

= Developmental center

LOUISIANA

DEPARTMENT OF HEALTH

- e

More About Living
Facility

Provide Facility Information:
* Type
* Name

e Address

e Dates of residence
e Date Entered

 Date Discharged
30 Days?
 Patient Fund Account?

|ldh.la.gov



Health Cower age | rec o Expenzes Hesources Subrmet

Household Member Summary

Here = a sumemary of what you've told u= =o far. You are not required to ghve 2 nfdormat on :rrn'c:.::l_- submit the application, H o u Se h o I d M e m b e I

= If you would lice to change your answers, click on “Change”
= If you would lie to remowe information, click on " Erasze”™.

= If you would like to add information, ciick on “Add*

= Drnds you've mevieveed this susmmany and all the Information = cofrect, cick the “Mext™ button at the bottom of the page. S u m m i ' ry

REVIEW YOUR ANSWERS: PEOPLE IN YOUR HOME

NAME/SEX/DATE OF SOCIAL SECURITY REQUESTIMNG LIVING CHAMNGE ERASE

BRTH NUMBER PROVIDED? COVERAGE } ARRAMGEMENT [ ]

T Review to ensure accuracy of
Femnas DHeod warder dlot!?

[nfoy2000 Mo

Catnezt Baliow Mo Yies Madical Fadlity * HANG = EFEA

' information entered up to this point!
Wi il i o M A i - a00 ° People in you r home
- e e * Relationships
* Disability

[onjm 2000

REVIEW YOUR ANSWERS: DISABILITY

MAME TYPE OF DISABILITY CHAMNGE ERASE

You have not provided any disability information.

To add someons who has a disability, zelect that person's name from the - = ADD

dron down menu below. Then, click the “Add ™ burtton,

LOUISIANA
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REVIEW YOUR ANSWERS: TAX INFORMATION

TAX FILER FILING JOINTLY? DEFENDENTS CHANGE

You have not provided any tax filing information.

Te add someone who files taxes, select that perzon's name from the drog -

doreen menu below, Then, click the *Add”™ button.

REVIEW YOUR ANSWERS: PREGNANCY

MHAME CURRENT PRE GMANCY: RECENT PREGMANCY: CHANGE
NUMBER OF BABIES NUMBER OF BABIES
EXPECTED EXPECTED
DUE DATE EMD DATE
Cat Ballow MNumber of Bables Mumber of Babies Expected: # CHANGE
[onan 2000 Cue Date: 1

End Date: 04/01/200

To add someocne who i pregnant, select that person's name from the v

drop down menu below. Then, ciick the "Add™ button,

REVIEW YOUR ANSWERS: SCHOOL ENROLLMENT

HAME FULL TIME/PART TYPE OF SCHOOL GRADUATION DATE CHANGE
TIME

To add someone who s enrolled in school, select that person’s name i

From the drop down menu below. Then, click the *Add® button

REVIEW YOUR ANSWERS: PRIMARY CARETAKER

LOUISIANA
\ ﬂ DEPARTMENT OF HEALTH

You have not provided any school enrollment information for individuals ages 18-212.

CHILD PRIMARY CARETAKER CHANGE
Catness Baliou Mo Oney'Someane outside of the home 7 CHANGE
(o4 200)

= ADD

3 ERASE

- ADD

Household Member
Summary

 Tax Information

* Pregnancy

* School Enrollment
* Primary Caretaker

|ldh.la.gov



REVIEW YOUR ANSWERS: FACILITY

- el R S Household Member

Catness Ballou Womanes hospital 625 N Fourth Street End/Discharge Date # CHANGE

(04012021} ste 674.3 baton rouge,
LA TO802

To add or remove someone who lives in a facity, you must return to the person’s People In Your Home screen and update where they [ive.

* Facility
REVIEW YOUR ANSWERS: DECEASED INFORMATION ® D ecedgse d

NAME DATE OF DEATH CHANGE ERASE

You have not provided any deceased information.

To add someone who = deceased, select that person's name from the b + ADD

drog down menu below. Then, click the *Add"™ button,

« PREVIOUS

SAVE &L EXIT

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov



Information About Health Coverage

Information about current health coverage for the following individuals, whether from a job or another source, may be needed in order to complete your

application. You may still qualify for health benefits even if you already have health coverage.

EMPLOYER SPONSORED HEALTH COVERAGE

Mark everyone who ks offered health coverage through an employer, even if they are not enrolled.

1 Cat & Catness
Ballou Eallou

[01/002000] [0t 01/2021]

PRIVATE HEALTH INSURANCE

- '.‘.ﬂ'l.f"‘-\!"\','!'.f‘:f who haz private health insurance ¥ no one has private health insurance, please mark *MNo one”

»" MO one

2. 2 ciou

[01/01/2000] [04,/00/2021]

OTHER HEALTH COVERAGE

* Mark everyone who has health coverage through Medicaid, CHIP, Tricare, Medicare, Veteran Affairs, the Peace Coms or other insurance. if no one has

other health coverage, plexse mark “No one”,

" Noone

l Cat & Catness
Ballou Ballou

[01/012000] [Oa400/2021]

= PREVIOUS SAVE & EXIT NEXT »

LOUISIANA

DEPARTMENT OF HEALTH

Information about
Health Coverage

* Employer Sponsored
* Private Health Insurance
 Other Health Coverage

|ldh.la.gov



Health Coverage Summary

Here 5 2 sumenary ol what you've told ui so lar. You are not required to ghve a2 isllormation belore yow subm i the applicaton

o If you would like o change your anseers, lok an “C a2t ais
s [ youy weonsid [ne o remove information, ¢lick on “frate”
= I Yo veould | s w0 add mlornation, clok on " ASd"

» Dmsce you've reviewed this summany and all the informaton 5 cormect, cick the “Next™ button at the bottom of the Jage

REVIEW YOUR ANSWERS: EMPLOYER HEALTH COVERAGE

HAME EMROLLED? EMPLOTER MAME WO IS ELIGIBLE CHANGE ERASE

You cid not provide sny Employer Heslth Coverage imformation.

To add e"r';:l.-::r_,r"M':.'l.!"l-i'.—.l:*:t-r,:u.'.xn.'!!"u? ot Marma fram thie v 'ﬂﬂ
drop dosan mene below. Then, click the “Add™ button
REVIEW YOUR ANSWERS: PRIVATE HEALTH INSURAMNCE

HAME INSURANCE MAME POLICY NUMBER gﬁrm CHANGE ERASE

You did not prowide Private Health Insurance information.

To add private heaith insursace, select that permon’s name from the drop - = ADD

dow meriy Below. Then, cick the *“Add™ button

REVIEW YOUR ANSWERS: OTHER HEALTH COVERAGE

HAME T™PE MEDICARE TYPE START DATE END CHANGE ERASE
DATE

You did not provide Other Health Coverage information.

To add other health coverage, select that perzon’s name from the droo - + ADD

dorws e Delows. Then, cici the “Add™ Dutton

LOUISIANA

DEPARTMENT OF HEALTH

Health Coverage
Summary

Review to ensure accuracy of

information entered up to this point!

|ldh.la.gov



Health Coverage Summary

Here 5 2 sumenary ol what you've told ui so lar. You are not required to ghve a2 isllormation belore yow subm i the applicaton

o If you would like o change your anseers, lok an “C a2t al
s [ youy weonsid [ne o remove information, ¢lick on “frate”
s [ you weoutd [ie o add ndormation, ook on ®Add”

» Dmsce you've reviewed this summany and all the informaton 5 cormect, cick the “Next™ button at the bottom of the Jage

Income

REVIEW YOUR ANSWERS: EMPLOYER HEALTH COVERAGE

HAME EMROLLED? EMPLOTER MAME WO IS ELIGIBLE CHANGE ERASE

You ¢id not provide any Dmployer Health Coverage information.

* People who have a job
* People who have self-
T e R TS employment income
e * People who have income from
other sources

To add employer haa E'I-C"_--I:'JFI:‘.:I.’ @t Lhiat Do 'i nama from the v = ADD

droo dosan meny bedorw, Thea, click the “Add"™ button,

To add private health iIneuwrance, select that perzon’s name from the drop v = ADD

darmn menu below. Then, cick the “Add™ button

REVIEW YOUR ANSWERS: OTHER HEALTH COVERAGE

HAME T™PE MEDICARE TYPE START DATE END CHANGE ERASE
DATE

Tou did not provide Other Health Coverage information.

To add other health coverage, select that person’s name from the drog v + ADD

dorws e Delows. Then, cici the “Add™ Dutton

« PREVIOUS SAVE L EXIT

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov



Health Coverage Summary

Here 5 2 sumenary ol what you've told ui so lar. You are not required to ghve a2 isllormation belore yow subm i the applicaton

o I v weniad i w0 0 MAnEE your nEewrs, Clak on "C a2t al
s [ youy weonsid [ne o remove information, ¢lick on “frate”
ok

= I Yo veould | s w0 add mlornation, clok on " ASd"

» Dmsce you've reviewed this summany and all the informaton 5 cormect, cick the “Next™ button at the bottom of the Jage

REVIEW YOUR ANSWERS: EMPLOYER HEALTH COVERAGE

HAME EMROLLED? EMPLOTER MAME WO IS ELIGIBLE CHANGE ERASE

You dkd not peovide any Employer Health Coverage imformation.

To add rr';:l.-::r_,r"\cJ.E’lf'_-.l:'JFr,:l.r @t Lhiat Do 'i nama from the v '_ﬂﬂ
drop dosan mene below. Then, click the “Add™ button
REVIEW YOUR ANSWERS: PRIVATE HEALTH INSURAMNCE

HAME INSURANCE MAME POLICY NUMBER gﬁrm CHANGE ERASE

You did not prowide Private Health Insurance information.

To add private health iIneuwrance, select that perzon’s name from the drop v = ADD

dow meriy Below. Then, cick the *“Add™ button

REVIEW YOUR ANSWERS: OTHER HEALTH COVERAGE

HAME T™PE MEDICARE TYPE START DATE END CHANGE ERASE
DATE

You did not provide Other Health Coverage information.

To add other health coverage, select that person’s name from the drog - + ADD

dorws e Delows. Then, cici the “Add™ Dutton

« PREVIOUS SAVE L EXIT

LOUISIANA

DEPARTMENT OF HEALTH

Income Summary

Review to ensure accuracy of
information entered up to this
point!

|ldh.la.gov



Expenses

Start People Health Coverage Income Expenses Resouroes Submit

Apoleatng forshar F X855

Expenses

Please tell us about maney paid by the people listed below. ifyou pay for certain things that can be deducted from your federal income tax return, those

expenses may help you become eligible for Medicaid. Please tell us as much as possible about these expenses.

PEOPLE WHO HAVE EXPENSES

* Mark the individuals who have enpenses (AlimonyChild Support payments, Student Loan interest paid, etc). This only applies to individuals ages 14 and

up. Elick here to view types of mpenses we would like ta know about.

+ Moone

1 Cak
Halliou

[07/01,/2004]

NEXT =

LOUISIANA
DEPARTMENT OF HEALTH |ldh.la.gov




HES0 Lres

SAppdeatnn flambar § XEITE5IEE

Expense Summary

Here s a summarny of what youtse tald us so far. ¥ou are not requined o giee a8l information before you submit the application.

v [Fyouwould lie bo change your answers, click on “Change®.
v IFyouwould like bo remove information, click on “Erase®.
v IFyouwould lie to add information, diick on “Add®.

 Omoe you've reviewed this summary and all the information s comrect, cick the “Hext® buttan at the bottom of the page.

REVIEW YOUR ANSWERS: EXPENSES

MAME TIPE AMOUNT FREQUEMCY CHANGE ERASE

You did mot prowide amy expense information.

o add expenses, select that persan®s mames from the drop dosen menu
bezdirae. Than, dick the “hdd"™ bution.

LOUISIANA

DEPARTMENT OF HEALTH

Expense Summary

Review to ensure accuracy
of information entered up to
this point!

|ldh.la.gov



Start People Health Coverage InCcome Expenses Aesources Sulbmit

Apodootios flescbar # XT8N

Resources

Please tell us more about the respurces oywnesd ay thi peope listed beloew. Teiling ws about all resources halps us complete the applicatian faster.

PEOPLE WHO HAVE RESOURCES
Mark all of the indviduals wha have rescurofl. Click here to see which rescunces we would like to know about. lino one has resources, select *No one™.

Resources

g, am * People who have resources

SOLD, TRANSFERRED OR GIVEN AWAY RESOURCES ¢ SO I d ) Tra n Sfe r re d ) O r G ive n

Mark the indhdiduals that have ever spld, transferned, or given away a resource in the last 60 monthes. f no onie has sold, transferned, or given away

NESDUNCES, Sewsct “Ho omE-.

dWady resources

* Money held by someone else

Mark the individuals that have meaey inan acoount cwned by someane else. f no one has maney held by scmeone else, select “No one®.

Ho one

Lat Latness
1 Ballou i Hallou

10700 2 004] D00 2021

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov



Start People Health Coverage Income Expenses Aesources Sulbvmait

SApobeathon femohar # XISTSSI5%

Resources Summary

Here is a summary of what yow've told us so far. ¥ou are not required to ghee 2l indformation Gefore you submit the application.

= |Fyouwould like ko change your answers, click on “Change™.
= |Fyouwwsould like to remowe information, click on “Erass™.
= |Fyouwwould like to add énfoemation, diick om “Adid*®.

= Ome pou've revvi pveed this summary and all the information is commect, ciick the “Mext™ buttan at the bottom of the dage.

REVIEW YOUR AMSWERS: RESOURCES

MAME CATEGORY TYFE WALUE J AMOUNT CHANGE ERASE
BALARCE

¥ou did not prowide any resowrce information.

To add someone who has a resource, select that person's mamse from the e + AIDD

diron dowse e nw beloree. Then, ciick the “add™ bartioen.

REVIEW YOUR AMSWERS: 501D, TRANSFERRED, OR GIVEN AWAY RESOURCES

MAME THFE OF WORTH AMOUNT RECENVED CHANGE ERASE

RESOURCE/DATE OF
TRAMSFER

You did not priwide any Sold, Transferred, or Given Away Resource Information.

To add somecne who has sold, transferred, or ghven away a resource,

- + ADD
select that person's nasme from Ehe: diron dossn menw beloree. Then, odiick
the “sdd™ buttan.
REVIEW YOUR ANSWERS: MOMNEY HELD BY S0MEOMNE ELSE
MHAME AMOUNT CHAMGE ERASE

You did not provide information about Money Held by Someone Else.

To add someone wha has money held by someonie else, select that
peermon’s mame from the drop dowm menu below. Then, click the “Add™
bautton.

coneuous .

LOUISIANA

DEPARTMENT OF HEALTH

esource Summary

Review to ensure accuracy of
information entered up to this
point!

|ldh.la.gov



Start People Health Coverage Income Expenses Resources Submit

Health Plan Information

Most people with Medicald need to choose a Health Plan. A Health Plan is a group of doctors, nurses, and other staff who work together to provide health e a t I a n n I o I m a t I O n

care. You can look at information about the different Health Plans by dicking here.

— * Compare health plans

The Health Plans listed below only apply to Louisiana Medicald. If you are referred to Health Insurance Marketplace for health coverage, you will have

* Applicant may select a plan for
Health Plan for Cat [01/01/2000): | Aetna Better Health of Louisiana . e a C h i n d ivi d u a |

Health Plan for Catness [04/01/2021):  [IESTTG TR G Sl 00 T TRl o= 3 v

-

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov




Start Peopie Health Coverage Income Expenses Resources Submit

A WARNING

|
» You have selected different health plans for the people in your household. ¥ you are sure about your selections, please click Next. H ea It h P I a n [ ] Wa r n I n g

Health Plan Information

[ [ ]
Most people with Medicald need to choose a Health Plan. A Health Flan is a group of doctors, nurses, and other staff who work together to provide health P I e a S e re V I e W O r S e I e Ct I O n S
care. You can look at information about the different Health Plans by dicking here. u °

HEALTH PLAN SELECTION

The Health Plans [isted below only apply to Louisiana Medicaid. If you e referred to Health Insurance Marketplace for health coverage, you will have

to select another plan,

Health Plan for Cat [01/01/2000): |

Health Pian for Catness [o4/o12021): |

= PREVIOUS SAVE & EXIT

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov



Start People Health Coverage Income Expenses Resources Submit

Dental Plan Information

.
Most people with Medicald need to choose a Dental Plan. You can look at more information about the different Dantal Plans by clicking here. D e n l a P a n I n 0 I m a l I O n

DENTAL PLAN SELECTION

1. Compare dental plans
U — 2. Applicant may select a plan
Dental Plan for Catness (04012021 T fOr eaCh indiViduaI

The Dental Plans Ested below only apply to Lousiana Medicaid.

« PREVIOUS SAVE & EXIT NEXT »

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov




Start Poople Health Coverage Income Expenses Resources Submit

Sign and Submit

CHILD SUPPORT ENFORCEMENT PROGRAM INFORMATION

S I A d S b I t
The Child Support Enforcement program provides custodial parents with azcistance in obtaining child and medical support for their chilidren by locating

parents, establishing patemnity, establishing support orders, and collecting and distributing child support payments. To provide these services, the child 1 C h : I d S t E f m t
wpport agency will require your cooperation [ ] I u p p O r n O rC e e n

°
PSSR —— Program Information

* Do you think cooperating to collect medical support will resuit in harm to you or your child|ren]? OR was the child(ren] born out of incest, born as the

2. Cooperation with Child

Yes - f you choose yes, Medicaid will not refer you to the Child Support Enforcement agency.

No - Hyou choose nd, Medicald may refer you to the Child Suppart Enfarcement agency.

Support Enforcement
& e .
" 3. Renewal of Coverage in
RENEWAL OF COVERAGE IN FUTURE YEARS F Utu re Yea rS

To make it easier to determine your eligibility for help paying for health coverage in future years, you may allow the Louisiana Department of Health

(LDH) and the: Federally Faciltated Marketplace (FFM) to use your income data, including information from tax returns. The LDH and FFM will send

you 2 note about thes agreemant, o you make 2y Changes, and you can opt out at vy time.

Renew my eligibllity automatically for the next: -

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov



Privacy Option

PRIVACY OPTION

¥ you or armryone on this application is a victim of domestic violence or abuse, you have the opportunity to make your application and case

nformation private so that it cannot be viewed online. if you are a victim of domestic violence or fear for your safety, you may also call the Louisana
Domestic Hotline at 1.888-4111333 for free, confidential 24-hour asgistance. Even If you are not a victim of domestic viclence or abuse, you may still

choose to make your case private and not viewable online,

By selecting “Yes", you or others will not be able to view case information, renew your benefits, or report changes online. | would Lke my case

to be marked as private, so that my information cannot be viewed online,

Yos No

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov




RIGHTS AND RESPOMNSIBILITIES

hy tigning and submétting this application, | state that | have permizzion from all of the people Usted on the appdication to both submit their nformation to
Bng ] P [
LOH, and recelwe any information about thelr eligibity and healthcare coverage. understand that i anyone on this application enrolls in Medicaid, lam

giviag LDH ocur rights to any money owed o ws by vy other health insurance, legal settlement, 3 spouse of panent, of other third party.

WHAT THE LOUISIANA DEPARTMENT OF HEALTH [LDH) HAS THE RIGHT TO EXPECT OF YOU (the perzon applying for heabth care azsistance)

CITIZENSHIP AND IMMIGRATION STATUS: You =tate that the information about cbizeraho and |mumigration status given at the beginning of this

apalication form i true and correct,

REPORTING THE TRUTH! You state that the information you give on this applcation Sorm |s true and corfect. You waderstand i you purposely give

nfacmation that ks not true or if you purposely do not tell infarmation that you are supposed to, you may get health benefits that you should not get. if that
happens, you can by law be punished for fraud. Ao, you may have to pay money back to LDH For the bills it pald by mistakes
VERIFICATION OF IMFORMATIOM: You understand Ehat LDH [t authaorred to gather the niarmation requesisd (2 this application and 3wy mEparting

dooumerttation, including saclal sscurity numbers, under the Patient Protection and Alcrdable Care Act [Public Law Mo, 101-188), 25 amended by the Health
Care and Education Reconcillation Act of 3030 [Public Lave Moo 111:452], and the Social Security Act.

You understand that prosiding the requested nfarmation [Including social security numibers] i vakintary. However, faling to provdide it may delay or
present you from getting health coverage through Medicald of anry other Insurance afondabdity pragram.

You understand that LDH will check the |nformation you gie us o make o it s correct. You ghve LDH permition to contact sy outside tounse(s)
necezzany ko check this information, process your appication, determing aligibility, and otherwise cperate the Medicald program, These outside sounes
may include:

Federal agencies (such as the intemal Bevenoe Service, Social Security Ad ministration, and Departrment of Homeland Secunity], other stabe agencies,

and/or ioeal government agenches.

Bankz, financial natitutions, and consumer reporting agencies.

Ermployers ident fued on appiications kor el gikility determinstons

Doctors or other medical providers.

Applicantsiennollees, and authorized representatives of applicants/enroliees.

LDH eontractors engaped to perfarm o hunction for the Medicald program,

Arryoae else as required or allowed By Law.

You ghw theses outside sources permizsion to ghee LDH anvy information about you, or any parson necessary for tis appdication, thiat it may request,

You understand that this permission will end when this application s denled, when your l.'lndu:J.EtI.E el ity ends, or whien you submit 3 written statement
1o LOH cancelling this permission, whichever comes first, A cancedlation may prevent you from being found to be eligible for Medicald

SCCAL SECURITY NUMBERS: You understand the social security nembers will aaly be used to get information from these outdde sources to verily intome,
anp &l E_':\:!-l"r determinations, or for ot her purpotes direc r:‘j'lil?'l'll:*'.'ll!d to the adminlwtration of the Medicaid program.

PAYMENT OF MEDICAL CARE BY A THIRD PARTY: Vou understand oy accepting health care aziistance, the Department hat the nght to pet maney redehed

by you froem other sources [ike inswrance payments or st settlements for services that LDH has pald for you

REPORTING CHANGE S: Wou agnes bo tell LOH within 10 days of these change= 1} if you mave ot of state; 2} changes in mailing or home addreas; 3] if

anyone mowes In or cut of your home; &) changes in health inturance and premiums; and ] changes in income.

WHAT YOU (the person applying for health care sssistance] HAVE THE RIGHT TO EXPECT FROM THE LOUISIAMA DEPARTMENT OF HEALTH (LDM]

RIGHT TO AFMR HEARING: Vou understand that yvouw can xsk for a Fair Hearin E_If you think any decslon made on the case & unfair, iIncorrect, or mads oo

Lake

HO DSCRIMINATION: | know that under federal L, discrimination isn’t perraitted on the basis of race, color, natonal origin, sex, age, staual onentation,
gender identity, o daability. | 2an Ble 2 complaing of dlotrimisatian by visiting waw She_gew foer/office/Rle, calling the US DHHS Regional Offce for Dl
Hights ot 1-500-368-1013, or writing to the LDH at PO Box 4518, Bxton Rouge, Loulzana TORIN

ESTATE RECOVERY: Vou undersinnd that Extate Recowery nules require the Department to recower the cost of certaln health cane azsistance Pyt from
your sxtate. These costs inc kde the total ampunt of F.‘IT.'!E'IH. for facil fy services, walver services, hos altsl care, and prescription |'I-"|.|E|,-. received at E 55
or plder by Loag Term Care andfor Home and Community Based Services reciplents. The Department will not make a claim against the estate while you or
yoisr legal spouse is il lhving or I you have a dependent child who ks inder age 1, blind, or disabled, Colection may not be made i1t |5 not cost effective
for the Degartment ko do o, o if your heirs app ‘_-'fa-l a hardahilp wabeer after your death and the hardship walveer ls granted by the Department. A hardship
mury ot |f the ettabe property is the only scurce of Incomie for the hedrs, [fthat income is imited, or other exterat ng droumstances.

LOUISIANA

DEPARTMENT OF HEALTH

Rights and Responsibilities

READ THEM

|ldh.la.gov



VOTER REGISTRATION OPTIONS

If you are not reg stered to vote where you [ ive now, would you e to register to vote here today?

Voter Registration

You may also apoly to register to vote online at waw geauscvole. com. A valid Lousiana driver’s license or 1D card = required.
You may click here to print and mail the Ma il Yoter Registration Application

A MallVoter HC"R stration Application will be malied to you

ish ' ?
IF YOU DO NOT CHECK EITHER BOX YOU WILL BE CONSIDERED TO HAVE DECIDED NOT TOREGISTER TO VOTE AT THIS TIME. W I S to re g I Ste r °
Applying to register or decining to register to vote will not affect the amount of assistance that you will be provided by this agency G
eauxvote.com
whether to seek o accept help is yours. You may fill out the applicaton form in private I I ° I
If you chooze to register to vote at this time, the information about the location where you completed the application to register will remain confdential ‘ \ p p y y IVI a I

and will only be used for voter registration purposes. if you choote not to register to vote, that information will also be kept confidential

If you would like help in filling out the voter registration application form, we will help you. You may call us toll-free at 1-888-342-6207. The decision

If you beSieve 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

Inappiying f:l-'ltf ster :ou:u,o'}-cu”:gﬁ! to Chodze Yyour own poatical JJ-.'T‘J or other politica ,'J.'C’%t"t"b!t‘,}':-u !'."1.‘!,'? e 3 CoOmPiaint with:

Lousiana Secretary of State
Commissioner of Elections
P.O. Box 54125

Baton Rouge, LA 70804-9125

Phone: (toll-free) 1-800-843- 20805

LOUISIANA

DEPARTMENT OF HEALTH |ldh.la.gov



ELECTRONIC SIGNATURE

. |
| certify under penalty of perjury that the information | have given on this application is true, complete, and correct to the best of my knowledge, including
the information | have ghven regarding the U.S. citizeazhip or mmigration status of all household members. | understand that | and amy adult household e ‘ I 0 n I ‘ I n a u I e
member will be sublect to daqualfication and protecution and will be requifed to repay inelig ble benefits or services f we knowngly gve false, inComect,

or incompiete nformation in order to obtain or try to oataim health care assistance. l:"l,r SEning this appucation, |E‘-‘C" PeTMIESON for the releasze of

information to the Lousiana Department of Health by any persons or agencies who have knowledge of my circumstances.

[
* Are you a LDH employee, or ame you related to 3 LDH employee? Yo Mo . F I n a I Ste p
*Please check this box to let us know that you have read your rights and responsbilites
Read the stat t it
| am the applicant signing lor mysed °
* Attestations

* Eirst Mame * Last Name: * Uger PN

*Pleaze check this box to let us know that you havve read the “Electronic Signature Agreement”

* Please select the correct description of the person signing this application

LOUISIANA
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Confirmation

You have completed this application and your information has been sent to the department mentioned below for review.,

APPLICATION INFORMATION

Confirmation

If you would like 1o review the summary of the application you submitted and print or save a copy of your application for your files, please click the Print

PDF button below. If you decide to print or save, please keep in mind that your application has your private, personal information on it

e Pri for th li
Keep in mind that you'll need to have a program called Adobe Acrobat Reader to see and print the summary. If you don't have this program on your r I n t a C O p y O r t e a p p I C a n t

computer, you may install it for free by clicking on the button below

LOUISIANA DEPARTMENT OF HEALTH

Your information has been sent to the department mentioned below

Louisiana Medicaid/LACHIP

P.0. Box 91283

Baton Rouge, LA 70821-9278

Customer Service Number: 1-888-342-6207
Fax Number: 1-877-523-2987

Email: MyMedicaid@la.gov

LOUISIANA
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AC Representatives vs Authorized
Representatives (AR)

R

Application Center (AC) Representatives |Authorized Representatives (ARs)

* Application Center Representative isan ¢ Authorized Representatives (ARs) are
alternate term for Trusted User. friends or family members selected to
act on behalf of an applicant or client in

their best interest. An Appendix C must
be completed whenever an AR is named.

* |t is often used by medical facilities in
various capacities.

* |n fact, Medicaid referred to our partners
as Application Center Representatives
(ACRs) prior to adopting the term
Trusted User.

* |f granted partial access, the AR can
contact the Customer Service Unit (CSU)
to inquire about any case on which they
are the AR and receive the same case
details that would be provided to the
applicant or client.
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AC Representatives vs Authorized
Representatives (AR) (cont.)

Application Center (AC) Representatives |Authorized Representatives (ARs)

* |If an AR is granted full access, they
receive the same information as
someone with partial access, plus case
notices sent via mail.

* Trusted Users are not allowed to act as
ARs, as this would create a conflict of
interest; Trusted Users act on behalf of
Medicaid.
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Application Signatures

* When applications are completed, the Trusted User enters the data into
the Partner Portal, but the applicant provides the information.
Therefore, the applicant’s name should be listed on the signature line.
This name should match the Contact Person listed in Step 1, unless the
applicant is deceased or otherwise incapacitated. If the applicant is
unable to sign, submit a BHSF Clearance Form explaining why the
applicant could not sign on their own.

* The Trusted User PIN is also listed on the signature line, but it is used

only to link the application to the Trusted User who completed it, for
reporting purposes.
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Helpful Links and Contact
Information

AC Resource Library
https://Idh.la.gov/medicaid-application-centers

IIIIIIIII
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Contact Information

Application Centers (AC) Optional State Supplement (OSS)
* ApplicationCenter.Service@la.gov « OSS@la.gov
e (225) 342 - 6312  K’'Maya Franklin

* Valerie McManus o
Medicaid Outreach

Medical Eligibility Determinations Team (MEDT) * MedicaidOutreach@la.gov

- MEDT@la.gov
* Angel Wilson Jolivette

Healthy Louisiana
e 1-855-229-6848

Newborn Eligibility Unit (NEU) o dicai _
. NEU@la.qov Louisiana Medicaid Customer Service

* 1-888-342-6207

e Kiarah Dugas

Outstation

« Qutstation@la.gov
 K’'Maya Franklin
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Contact Information (cont.)

Aetna Better Health
e 1-855-242-0802

* http://www.aetnabetterhealth.com/louisiana Louisiana Healthcare Connections

e 1-866-595-8133
 http://www.louisianahealthconnect.com/

AmeriHealth Caritas Louisiana
e 1-888-756-0004

. . DentalQuest
e http://www.amerihealthcaritasla.com/ Q

e 1-800-685-0143
 https://dentaquest.com/stateplans/regions/louisiana/

Healthy Blue

e 1-844-521-6941

* https://www.myhealthybluela.com/la/louisiana-
home.html

MCNA Dental
e 1-855-702-6262
 https://www.mcnala.net/members

Humana Healthy Horizons in LA
e 1-800-448-3810
e http://www.humana.com/healthylouisiana
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Thank you for your §

Partnership!

N\

LOUISIANA

DEPARTMENT OF
HEALTH
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