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CSHN is a free public health program
for families, health care providers
and communities. CSHN supports
Vermont children and youth with
special health needs by ensuring
comprehensive, community-based
and family-centered services.

https://www.healthvermont.gov/family/special-health-needs
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What is Disabled Children’s Home Care (DCHC)?

Who was Katie Beckett?

Eligibility criteria

Financial criteria

Differences between Dr. Dynasaur Medicaid and DCHC

Tips for filling out the application
Yearly financial renewal

Program medical review

Appeal

EPSDT




DCHC is a Green Mountain Care Program that allows certain
children under the age of 19 who have long term disabilities,
or complex medical needs that require a high level of care, to
become eligible for Medicaid insurance even though their
families’ income is above the financial eligibility level for Dr,
Dynasaur. With DCHC, only the child’s income and resources
are used to determine financial eligibility — not the family

income.




Girl from lowa

Spent the first three years of her life in the hospital

Medicaid rules did not allow for payment because of a
requirement about the coverage of equipment in the home
Katie’s parents advocated with local representatives and
congressmen

Support of Vice-President George H. Bush and President
Ronald Reagan

Discussions with Medicaid led to an exception to the home
care policy
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TAX EQUITY AND FISCAL RESPONSIBILITY
ACT OF 1982

Public Law 97248 96 Stat. 324

September 3, 1982

RELATED BILLS - HOUSE

97th Congress

8.

The following bills were referred to the House
Ways and Means Committee:

Bill No. Introduced By Date

H.R. 6300 Rostenkowski 05/06/82
6369 Ford of Tennessee 05/13/82
6372 Downey . 05/13/82
6395 Conable 05/18/82
6410 Rangel 05/19/82
6431 Peyser 05/19/82
6475 Rangel 05/25/82
6483 Roe 05/25/82
6617 Shannon 06/16/82
6633 Gradison 06/17/82
6654 Rinaldo 06/22/82
6693 Conte 06/24/82
6725 Stark 06/28/82
6740 Downey 07/13/82
6839 Findley 07/22/82
6877 Dingell 07/28/82
6878 Rostenkowski 07/28/82
€929 Hammerschmidt 08/04/82
6990 McDade 08/13/82

The preceding bills were all refereed to the House Ways

79.

80.

and Means Committee. Those with one '*' were also
referred to the House Energy and Commerce Commit-
tee; two '*' bills were referred alsc to the House
Public Works and Transportation Committee and the
House Science and Technology Committee; three '*'
bills were also referred to the House Rules
Committee.

H.R. 2643 as introduced by Rep. Mineta and referred
jointly to the House Public Works and Transpor-
tation Committee and the House Science and
Technology Committee, Mar. 19, 1981.

H.R. 2643 as reported with amendments (H. Rept.
97-24), May 19, 1981.

Under 134 of the Tax Equity and
Fiscal Responsibility Act of 1982
(TEFRA), states are allowed to
make Medicaid benefits available
to eligible children with
disabilities who would not
ordinarily qualify for
Supplemental Security Income
(SSI) benefits because of parents’
income or resources.

https://www.congress.gov/bill/97th-
congress/house-bill/4961



https://www.congress.gov/bill/97th-congress/house-bill/4961
https://www.congress.gov/bill/97th-congress/house-bill/4961

1. Financial

3. VT Resident




What about my child?

Not over $2000.00 in
income/resources

Household income/resources are
not counted

Has home care costs that are less
than the cost for care in a medical
facility/residential center



Requires a level of care
which compares to the
level of care provided in a
hospital, nursing home or
residential center —
“Institutional level of care”.

Must qualify under Social
Security Administration
definition of disability

www.ssa.gov/disability/professiona
Is/bluebook/ChildhoodListings.htm
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Eligibility for Benefits Determined in Relation to 2020 Federal
Poverty Level (FPL)

lUpper FPL% and

monthly income | Medicaid for Adults | Pregnant VWomen Children under 13
limits for:

133% of FPL + 5% 208% of FPL + 5% 312% of FPL + 5%
disregard disregard disregard

$1,468.20 $3,371.20
';..

Household Size®

$4,554.85
$5,738.50
$6,921.20
$8,104.85

44 043.50 $6,241.50 49,288.50

$7,036.20 $10,472.20
0 7.831.8 $11,655.8!
$5,073.85 $7,831.85 $11,655.85

*Effective 1/1/14, Medicaid for Chidren and Adults (MCA) has no resource test. The FPL% limits listed
above include the program threshold plus a 5% income disregard.

Eligibility requirements for the Aged, Blind and Dizabled (MABD) can be found at
hitp:/'www _greenmountaincare.org/mabd

Vermont Department of Health



Coverage to Care: Insuring Vermont Families

A comprehensive look at the different coverage options
available for Vermonters through Vermont Health Connect
and Green Mountain Care.

Presenter: Victoria Jarvis, Program Manager, In-Person
Assisters, Vermont Health Connect.

Vermont Family Network workshop on October 1, 2020

HEALTH
CONNECT

Find the plan that's right for you


https://www.youtube.com/watch?v=5LLO5JuT6og&feature=youtu.be
https://www.vermontfamilynetwork.org/wp-content/uploads/2020/10/Coverage-to-Care_Insuring-Vermont-Families.pdf
https://www.vermontfamilynetwork.org/

For everyone in your household,
collect:

e Social Security numbers

e Employer and income information

e Information on any insurance you
get through your job

e |f you are a court appointed
guardian, you will need to include a
copy of the court guardianship
document.

For the child applying for DCHC,
collect:

Names, address and phone
numbers of your child’s medical
providers, specialists, therapists,

In and out-patient hospitalizations
& emergency room visits — Hospital
name and dates

Tests and x-rays with dates, who
sent the child for these, and where

they were done
Medications and who prescribed

them

Name, address and phone number
for childcare, early intervention
staff, school and special education
staff

Child’s height and weight



Birth Certificate
Social Security Card

Passport

Parent Picture Driver’s
License

Copy of mail showing
name and address

Green card/Permanent
Residence Card

Certificate of Indian Blood,
or other U.S. American
Indian/Alaska Native tribal
document.

Copies of Immigration
paperwork



Application for Health
Coverage and Help Paying
Costs

205ALLMED Non-LTC

(As of this date: Updated 10/2020)

>~ VERMONT Application for Health Coverage =™
wenimerzzz - and Help Paying Costs e

One application, five sections Contact us

B Main Azplcation PEOME: Call Customer Sarvice ot 1-B55-ET5S000
B Supplemant: For dged. Sind and Dissbied ONUKE: dvhaerment ov gpoly

[ Appondin A- Tall Lis Who |5 Haiping o With This Appilcation NPERSOM: Tham |5 somaona who oan halp i your area.

I Appondix B: Amarican Indian of Alasia Mattvs Famiy Mamber LTIty partnors asisTar
I Appondix C: Tl Us About Haslth Coverage From Jobs TIW/RELAY: If you ars: daa, hand of hearing, or hava a
speach disablity, dlal 711

MAIL Woemont Hoalth Connsct
80 State Driva
Watarbury, VT 058TL-E100

Wil gatting hesalth care bensfits change Four immigration stahe?
Saa informabion for Morreimena on pags 5.

See what coverage you qualify for

= Affoedabio privato haalth nsuranco pians that oHor DOMpPORONSIVY COVGrage.
= A tam orodit that can W JOUR oMl For healt coverags.
= Mladicald For Childran and Adults [this indiudes. Dr. Dynasaur).

" Prigrams nd DeSived Chldrens Aoma Gare (BENE) (KU Betmtt v MEes frogran, yi. of Sea raos o cafpits

the Suppiameant baginning on page 13}

Other ways
apply Avhavermont gov/ aoply
E to Apply faster oaling or by phons. Vish dvha or call Cusiomer Servios.

.+ Raporing changes. T2 roport changas 1o pour information, ol Customer Servica or mall your
(] DO NOT use this  tnanpes 10 the seimes abowm.
application f0f . penta oy Thara is no financial assistanos I you buy dentsl DHLY plans

E Wizh 1o DMLY a darmtal plan, can & using T shorar Cstion for Haalth
“]W'- [J:ENF!-]b:rwl:al c.mﬁwsﬁm T i
* Pharmacy programs |VPhamm and Healthy Yermontars) anc/'or Medlcare Savings programs OMLY.
Thu'nlsEMq:tkaﬂwynuﬂdemeuamnﬁjfanﬂjngtthmgns.
Cal Cusiomar Serdos and asi for the 201F .'tpﬂlt:tbﬂ

"o pmrg E;g e Mo Maul::u 208 Dumtamay Earich ars ek e the 0T & :mﬁ:mnn

E Bs sure * Soclal Security membsrs [or cocumant numbers for sligitks Immigents who need nsusnoe].

to have * Employsr and Incoms: infoemation for svarpona In your family [pay stubs, W3 forms of wage
and tan statamants).

+ Poilicy numbses Sr any hasith ISarancs p of othars on this apploation ourrsntly have.

n Why do we Wi 35k sbout Incoma. and other Information 10 determing shst covarage you quailty for and i you
:.ngat hnl for . Incoma of soms: houssholkd mambars may m.rtmnl‘h‘n[ammt
“'“'d““ Friin. W wil m al the Information o prnvids privato and soours, os required by I
What happens Sa'nd]l:\urmpln'l.nd.nd!lp'\nd ppk:ibﬂmhnullngmmm."ﬂ.mqrm:-mha
naxt payment bafowm coverags bag) Etmmﬂﬂm-ﬂhmdﬂ
q:q:llﬂim.jqﬂeﬂlfd up with you shout naxt staps.

Interpretation services are available
QR T P T TETRNCIRT T IR T [T T R
S ESESRINET numnm‘m'ﬁ“ - E B, (RWT
Werm S Deeutach sprecien, sletien lhnen boslerdon sprachiichs Hibd brrdls iur nr Verl Aufrmsrsrrer 1295 5050 SO0 [Dwutah)
5l hatsla el Derw 4 wu dhpeeaion servickos gralufon de ssrde iels braiatics. Lars a| 105 o

] ek i o pubar 11 =T 1]
“lruti?ﬂﬁhe.iinimm.ﬂurff“nﬁnm:t'-. GEMCT @R r-'.tl.'- nltll
Timitana)

Im:- parisie wis Chimrars | ~umeo 1

I'T iﬁc'mlwﬂrd*‘am ztnni 1 |-uu-n§-m |-:
F.I'-lﬂ.ﬂ.ldlu |.:rr||. Lt jsfil et v e, by aanale nl apana. LRS00 (0 o)
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F.I.upnﬂh k- bid, unhge ke pumcd doulupne weem Degleing, Manedle |25 50555800 [T prbo-reatakd)
Lo B e CLE R ] = m-lugpmﬂrﬂ_mynl:ﬁ'p\.r‘mu‘u il g walarg bl Turmaea e 1S 5-SRRE0C [Tagsion)
Temmeur e A e e T n -HS B L e
M‘uh'lllbligm:nm*hmmuurﬂnr‘ﬂnﬁpﬂnﬂlmum Dol sl TSR CRNG [7 t V
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Right to Timely Declsion on Application. In most cases,
we must make a decision on your application within 45 days

{ar 90 days if you are applying for Medicaid based on & dissbility  [eiea. o e e
Ij-&':iﬂil]ﬂ]. It Iy take I':'rgﬂrlf YU ause a Ij-El.E:.'., If Yol dﬂn’tﬁ :ﬁd.mrrmwmmmmu . dellrnlg;:mrmrt A m.?ﬂlwu[mm

a timely decision, you may call Customer Service for more
information or to filke an appeal.

H vou med 8 large primt copy of fhis, pleass oall Cestomer Bervema

What to da if You Den't Speak or Read English. Wa will varfy, with tha LS. Chileenship and Immigration Sardoss,
Wa wil provida frog language serwces 1o you. This means: tha Immigration stabs of all nonolizors whe apply for haskh

* Nberpreiars on the phons Esnafts.

* Motkes, applkations, and other Information wiitten What to do if Yeu Think Yeu Are Being Discriminated

In your lsnpuags Agminst. Wo may not discrimingia against you on the basis
Hyou rsed this, all Cusiomsr Serdoa. If you don't geithe of reca, color, natienal arigh, sax, aps, saaml oremation,
ISNEUEEe Sarvces pou nesd, you can Tl & discimingtion doriky, o disabilty. i mey b= disoriminadon Fwa fal to !“3‘-'
am| nl'rlb\:-g:u'lmnrn o N ok how, see the What to do IF Brguage or disabiity ralated serdoes you nesd.
DlsoAminatad

Tou Yol Ara Baing Agnirat zaction m ¥ pou think that we hava discrimingiod sgainst you, you can ol

Cuskomer Eardcs. fou oan also fike @ complaind wih:
maly Decigion on Applioation. In most casss, * Daparimant of Wermont Health Amess:
ke @ docision on your applicetion wihin 45 deys Hﬂm Frogram Civil Rights Coondinator

] ng o MadicaM basad on & dissbil
5'0"1:: ﬂ";, “Erjm peipeun ;;u:dmua Erman 1u‘?~un.agmnnm.3w

Right to Appeal. What if | think my efigibility decision is wrong or
fate? You hawe the rght to appeal. This means you are asking for
a State fair hearing. Please look at your eligibility notice to find
aut rzre about your right to appeal. You must appsal within 90
days of the date of your elidibility notice.

In rmost casss, we must send you a final decision on your appseal
within 90 days from when you appsal.  waiting on a regular
State fair hearing might harm you, you can ask for an expedited
(famter) appeal and we may decide your appeal sconer We decide
rmost expedited appeals in T working days. We may taks longer

if the app=al is about Medicaid for the Aded, Blind and Dizabled
(MABDY. To appeal, call Customer Sendcs. You may also writs

to the Human Services Board, 120 State Street, Montpslien, WT
0EE20-4301.

Can someone speak for me at my fair hearing? Yes. You should
attend the hearing but you may have someons elss, liks a fiend,
ralative, or leeer, speak for you. You may be able to get free
legal assistance by contacting the Health Care Advocats at

Vermont Legal Aid at 1-800-917-TTET or hitps: " vlaehe poorgs
heatth.

= & -

T 1o ul. This means you are as far
g e ngtmyu.r algibily netks 1o hd Cnlre: g oer porial. b pov el porial kb el
out ypour righkt o appasl. You must sppezl wihin 30 Right to Confidentiality. nformation about your applization
fata of your aligkbify notica. and health benaiks i confidantial and probected by sisbs and
% must sand you @ fingl decision on your appaal Jd0TEl W Vs Wil not shars any information about you unioss
within 90 duys mﬁnymgpwl. H walting on & gyl:m F b5 dimectly oomnectad bo program adminsiaion, ailwe by law or
Etata fair haring rmight ham you, you can ek foran axpedied & SOUTL SIHRE OF We Rave y oUr pemmission.

Duty to Report Changes. Some of the changes you must report
ame changdss to: income, health insurance, household members,

oof  your address, mamiade divores, pregnancy, and if you move out of
minw | Stats or get Medicaid in another state. Call Custorner Servics to
Y mport changss.

For Medicaid, you must report changes within 10 days. If you enroll
in a health insurance plan through us, you must report changes in
30 days. A changs in your infomation could affect

your eligiility and that of the rmembar(s] in your housshold.

. can Eive YO TTecd O of Tl [ YO0 @el 016 :tamurg;uimt:nﬁlnmnrnﬂn.mﬂcuminmwm
documents you nead 1o gve us repart charges.

* Wo an sand dooumonts with @ larger prirk
For Msdicald, you must report changes within 10 days. wpumn:dl

Hyou reed changss o you can get heatth banefks, n @ haalth Insurrcs plan th s, § 0U st raport dhangas in
all Customer Sandoa. muq-.lﬂrplnrwr I'rl'urrn.'l:hn’:lnuum pert

I f ation for N iti Wil gatting huskh cars benstks your allghbllty and thet of the membsns) In your housshold.

your mmigrtion s1ahus? AN out baforg
urmmlpurnn FancAts. ﬂntFREEIngthﬂjuJ cnl!"g ¥ ypou gt Wadlcald for i Aged, Bl and Dsabled (MAEC], pou

TSt also raport changaes 10 your resou e (= bats). an-u-u-wnm
Wermonk Legal Ald ot 1800 Q17 7TET. OR go bo viewis pom’
& on ha at. pags for mona Irdormiation sh ok this.

Lawfully presark ndmduals can spply for benafks, ¥ pour
housshol contaires peopks who ane not &ligible beceuse of ther
mmigration staius, you can stll & pply Tor fia membsrs who e
alghls.

NEED HELP? Visk tvha.varmicn. gv/apphy o 2l Customer Serdra ol 1865 B00E800, For TTY) miay senvicas, dal 711
Visit gy yormont,gov, apply or aall Cusbomer Sarvioa for @ copy of pour Fights and responsibiltios.
Paga I|




Your Rights and Responsibilities [continned)
IF yeta nsesd & largs print copy of this, plesss call Customer Servics.

Fraud Ponalties. You or amy membsr of your housshald wil
ba subjact 10 prosecution fiof freud or criminal offarsa
for kowingly EMng falss, Incormect, ncomplkets, or misisading
Infommation In omder 1o Iy ko gat, or help someona ebe get
health tara benaftis thak pou or ey am ot atHed 10,

I comviciad, panialties Inohsda up 1o threa years of
Mnmgam;nrn"ﬁmormmpn,m n!rw:n amount aqual
1o the benalk wrongilily
miay also appy. (42 W.E.C. F1320a7k; 33 MEA §E141, 143)
Agresment Medioare Part B Paymants.
You sgres that Hyou get Medioald that we wiil maks any
payments for future Modicara Fart B medioal and other haalth
Esivices directly to prysiclans and medical supplisrs. This maans

mecaked. Oiher Tedaml or siske penalties

You urdarstand that your ponssam b the uss of your madoal
racords rermains in place untd your elgbiiy Is reviewed. Tou tan
ravoka your corsant 1o the misass of your medoal raconds by
poting ¥ our revocsHon in witting and rralling i ba: BYHA Dapitty
Commissionar, NOB1 Saouth, 280 Siska Driva, Walorbury, ¥T
DEET1-1010.

Agresment to Let us Pursue Morey and Medical

‘lﬂ?ﬂ Third Parties if You Get Madicoaid. wu u’;:'nﬂ
rght ko pursus and get sy menoy Tom other heakh insuranoa,
leggl setllemanis, or othar thind parties for pour heakh cars
posis ¥ Madicald. This applks 1o @nd M@ N your
mmnﬁuuﬁm Madka. P! ot e e F

You also sgraa 1o arvoll In 2 group health plan F the stato

you will not havs to sign & separate Torm et tme you get 2 repras K, andyou understand tha state may pay tha prarmiurmes.
sanvka. You wra also giWig s the ARt 1o pursug and gat medkcal

Agreement to Release Medical Rneoonds. You sgres that support from @ spouss o pars, ncliding & parst [ving cubside

Authorzation to Verlty Resourcas for Madicald for

the Aged, Blind and Disabled (MABD). You understand
that Medicaid for the Agad, Blind and Disabled (MABD) has
income and resource eligibility limits. You understand that to
et requirements of faderal law (42 LL5S.C. 1396w), that the
Department of Yermont Health Access (DWHA) usss an electronic
assat verification systermn (2AVS) to sasist in verifying ligibility
far this program. WS requests information from financial
institutions an both opsn and clossd accournts for the purpose of
determining Medicaid sligibility.

You authiorize DWHA to verify your resources with financial
institutions for the purposes of determining your eligibility for
Medicaid. This authorization will remain in sffect until you revoke
it in & written staterment to us or your application is denied, or
you are no longdsr eligible for Medicaid. If you decide to revoks
your authorization, call Custormer Service to find out whes to
send your written statement.

Duty to Raport Changes About Rosources [Assots). You _ _
understand that in addition to reporting changss described in the o o o
Durty to Report Changes section on pags ii. that you rmust repart ur chilkd's schacl
changdes to your resourcss if you get Medicaid for the Agsd, Blind

and Disabled (MABD). This includes reporting:

Ta report 8 change, call Custorner Sarvice or write or send a

o oolleot mesdical
I|"I Cusiomer Servica.

In your chidd’s

d that I
Madicald BANING for IEP
sds |EF serwcas at

L LTt ot ﬂmlrﬁl
» when your resources go above the 2,000 limit Tor sares fiom Pt

i io: OWHA, Appliostion
- . . o Criva, Waio T
# detting & lurmip surn peyrmsnt (ke & trust or retierment fund o
distribution, inhertancs, or insurancs settlemeant)

= changss in ownership (like adding or rermoving a nams, or
gale or transfer of real or personal proparty)

¢ gale of praperty incduding your home

abled {MABD)?

furces [Assets). You
thanges duscrbad n tha
a I|, that you must report
IGII:ITI:IriI.;hI lﬂoﬂr‘m

change report form (Form 200GMC) to: DVHA, Application & o
Ciocurnent Processing Center, 280 State Drive, Waterbury, VT st or retiremsnt And
05671-1500. s atiamang

Form 200 GMC
https://www.greenmountaincare.or

g/mabd

ol

etiutizns fr tha Prposss of determining your siglEy for
Wiedicald. THis suthorization will ramain in sifact untl you revaka
It in @ written stsiomant to us o your Spplioation bs dariod, or
yOU ars no kenger sliginia for Mo doald, Hyou dscios 10 rewks

* sk of proparty, including your homs:

o rapori @ :Imrg;u cal Customer Servica or witie or send &
charge report form D0CMC) bo: DVHA, Applicaiion &
Dooumont Processing Conter, 280 Sizio Drive, Watarbury, ¥T
DEET1-1500.

your suthorizaton, call Cusiomer Servica 1o find cul whers bo
and your wiithen ststormant.

HEED HELP? visk dvha marmont povy/apply o call Customer Sardoa o1 1856-B0G.0800. For TTY) miay senvioas, dal 11
Wit dvhavermont.gov/apply or ael Cusbomer Serelos for a oopy of pour rigivts and responsiblibes.

Paga 1l



https://www.greenmountaincare.org/mabd

Application for Health Coverage ZEEMLLMED s
and Help Paying Cosis o

(3 Tell Us About Yourself

Tha person lsiod hers will bs the comtact parson for your appllcartion.

1 First ram:, misdic rama, ka5 rame & sl ., S 0, i) 2. Socal Securty rumber [SEM). Dptional. B you are not applying Sar
haalth coverags you arv net regquired by provide yoar S5H.

3 Pryscal aciwss [P enot be @ PO, Boy . Aprtert. o sule et
Step 1: % Gy owm B Sale T.2F coce B Couty

2 Maling aodss 15 1 |1 cifemn] 1om physicd sadrss] A0 Aarment of sufks Fumhar
Tell Us About Yourself R s e T e e

12 Chyiwe 13 stan 14 AP ok 1 Coumy

15 Fome phone: rumiber 17 Work prone mermben 1. Cell phone mamier

i 1 - | 1 - i 1

* Yourselfis e e P

Parent/Guardian NOT (@ 20 o, o 72|
the child e 2 Rk s

Completa Ma STEF 2 pages for avary person i pour tamily and housshoid, even § the parson has heaith coverge already. Ssrt with
poursal, then sdd other adulis and children. Tha Informstion In this sppllcation haps us meks sura everyons gets Ta bast cowemge
thay oan. Tha amount of holp or fypa of program wou qusly for ks basod on tha nember of peopla In your family and thelr Incomas.
Feu don't Inchuda somsons, even i thay almady have haslth oowersge, your allgibity resuRs could be affecied.

: :
* Social Security Number e

in this Ication and bo sure io chook B ‘ol union”™ box al quesiion £.A paringr i 3 ol enlon 5
ﬁF:n*mllm mlﬂi.‘ipﬂ.ﬁﬂ mmdmmumq
coverage » Any son or daughtar undar age T thay Iva with, Induding stapchildren.
= Any cihar parson on e samae fedaral incoms: fSx retum, Induding amy chidran over age 21 whe sm
daimad on & pErent’s =R retum. ou do nof reod o ik s (o g healtl oowrage.

* Fillin all your address e | e
information

coversgs * Ay cthar porson on e Sama fcoral oo (X R, Mo de ot nood E Ak s b g
hesth covarage.

o o not nead to provide Immigation status of & Sodlal Soecurty numbar [E5M) for Samiy mambors who don' nead heafh covarage.
Wo wil kosp il tha Informaon you provida privaln and Socura, 25 equired by law. Wo usa personal Informistion only 1o chack I you'a
alighbia for health COVGrags.
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Step 2: Person 1:
Start With Yourself

Parent/Guardian - (Same
person as listed on page 1)

Question 10: Are you
applying for health
coverage? If no, skip to
page 3 — Current Job &
Information

11338 Person 1: Start With Yourself H

Complota STEP 2 #or yowsaH, you spousa, chlldran who [ee with you, and /o anyona Inclusod on yoor Fedaml incoma ta
eetum. 5so page 1 for mors infoemation about whe io Includs. B you dic not Sle @ tax refum. pou must sl Incheds family
mamiars who e with you

4 First rame, micdie rame, bt name & ufts i, S 0, o) 2 Foktiorssg 1o poe?

3. Lisd any othar mames. o Bave boon knosn by, noluding a maiden rame o alias. 4. Osie of birth (mm/defpyyyl | 5- Sex
! sk [] Fomai

£ Marial stars [ Mevar marmiod [ Maried [ Civil urion

I¥yo0 are @ vicdm of e wokmics and appiing sparalaly om
Vo S, oy s T o 2 N i i — - r—

7. Soddl Socomty sumber (52K Wo nasd this IF you want Booith covorage e hava 3 S5ML. Prowcing poer S54 e o helghl,
RL B mllwmn;ummmw mlmmqm&mm A
————————— ' s S5 io check income: and oiher infonmation o sea who is clpbic for helpg wih

Besith covempR cosls. 1 Someons: 55N, tall 1800TT2-LH3 or vt
mmmumﬂ'ﬁﬂm

8. Do o plan i fie 3 ol come: G retum ned ey
(T ca SEW ppy A D Doveraga aven T oo 20 nod il 3 Aiarsl IO [ i |

[ o= Arswer quastions a—¢.  [] Mo, Costinue 1o question ¢

2 Will you fie joistly with & spoese? 1= Kama of spousa: [

b Wl you kst any dependasts. on your tax nabem? [O'%:= H ps. namels) of depandants Oko
{Jnint fors mers sl $ a0 doponcionts |

o Wl you be Bsied 35 & dependent on SOMAoRe [0 ¥es. Kame of the tax dlr: Oko
alsa’s B U
fri canna! s bOM 2 dependont and 2 jant i) How s you relatod to the fax Slar®

9. AR Fou progmant T O%s Ose
 yos._ how many babies an wpected? Estimated dew date {mm, oy ? frsea

EMmmM'ﬂmm‘ won i yoo fave imuao, [ ¥es. Contine to quastion 11
P s i ok o ey [ tiz. Contims to Comrant Job & Incomes insomation on page 3.

11 2. Do you hev @ physicl, mantsl, ksming, of emotionsl haalt condition that cescs you 1o iUy noad halp wih

ma:nmw-anmmmmmmummqmmr O%= ko
¥ou aErwered Yo o tha abowe QuaSTion, or I you quaiy for Modoar, mviow the information at the haginning of the: Supplomast [+n page
1'2 P MEhﬂ.l' Whhﬂmﬁhjﬂﬂﬁﬂﬂﬁadﬂﬂhﬂﬂwwmh
I e mmmmmwhm

hmn.n mh;wn.rrmdbu a madical il o nuTsing Bome in e past 30 days, of do you need assistEnce
andjor suppert in v I 3 hame and community-besad satng? Or= Ok
B you arswered ‘s fis (o aboes: guasTion, JoU MRy noad 4o appl for Loog formn Medicaid. 90 hat, o oood 3 S¥Tornd applstion. Call
Cuslomey Sorvioa 3l 18552055000 and X ior tha J02UT sppkcation

12 A yos @ LS. atien o Ul 5. reational? [ ves. Comtimus to quostion 13. [ ko, Continm in question 14.
13 Are you & rertushaa o denvesd oitten?
[ThE: LSNPS Yoo o bom autste of e LS ) %= Complets = snd b then cantins o gestion 15,
& Alion USCES sumbar: [ He.. Continee fo quastion 15

b Cerifficaie number

pLE |r-|-u-. e not @ LS. diten o LS. national, 2o you have cigbic mmigation siates? [ %, 7l In your docement infarmation belew:
Wisk via vermont gov apoiy

#or Infarmiation sbout ellghk Immigration stats.
2 Immigtion docamant ype: g Coentry of mrigh:
h. Documee! supirrtion <o (mm; i,y Okoe b Catepoey code:
€. Alen LIS numder: L e o, l:l'j'll.llipll.ﬁ'?ﬂ Or=s Ol
o Hawe you Ined I the LLS. Sinos: 19967 O%x= Ok o & acthe-duly manter the 15 """"“!”'
& Dale of estny jmmSd v e
L. Passport or document number Olom
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Person 1 |continued) B

15 Rotroactve: Medicai: | you haw medesldental copanscs from the kst 3 manthe, pos might B digihiz O Qe
for assistanoe that could halp [y, OF Reimburss Jou. for Tosa cepersas. D0 you vt o apply for Belp wih
meedicaltiontal sxparses from the &t 3 monesT

Step 2 Person 1 (continued)

* Complete questions 15 - 20
if you are asking for health
care for yourself.

Current Job & Income
Information

* Vthe box that marks your
state of employment

* Answer questions 21 - 30
about your current job(s)

0. 0 you Ive wih at ksrs! ona chiks Unoder the age o 15, and 21 you e el porsen LaKing o of Bl dhiey Ow= O
17, ey @ Pulltme siudere? [ 1 yas., giva the stat of pour logal reskdsnoa: Cse
1 Wero you in fostor Sire I Vermon! when you e 157 Ow= O
0. 1o which racl grocps) 00 you mest Darty T - -

{Cptoral ook ail thal appk) (] Btack or Africen American [ Wil Easiem or Marth Afican

O Hspanic, Latna, or Spasks Onge [ Kath Hawaitan or ofsor Facifio skasdar
[ #mercan indan o daska Haive [ 0her:
Fill mrt Appondix 5 American
Indlan or Alaska Matha Famlly
Mamber on pags 15

JLITH fating: To weal ethmic s 0 you miast ideanti
[Ewﬁt al that k) FOpES; S0 you LD [ Mexizan gum\:m il:r|rmn Ochicanafa [ Fuerio Fcan
Cuban Othar:

Current Job & Income Information

O EMPLOYED [0 SELFEMPLOYED
Contines to guastion 32

[] KOT EMPLOYED
Cominee ba quastion 33

Currant Job 1
21 Empicyar for Company) name

22. Empioyar jor Company) phang rumber
I 1 -

3. Employar jor Company) aldRss

pef: [ bour Olwesk [ bvery 2 wooks

- Wageige bk o (pross o O rsice amanes [ Masth []ear

25, Ayerga hours workod oadh weok I the past month:

H yoa ooy haws: o Job, oostin to quostion 1.

Current Job 2 ¥ pow naod mom spang, attach 2 soparts pag. B su o wels PERSON 1% name and csie of birth af (ha fop

26 Empicyer {or COmpany nama 7. Empioyer [or Company) phore nembr
{ } -

25 Employar jor Company) aldRss

FER: [Qtiar [Owecck [ Evary 2 weics

20 Wegesips ol Lous (Fross noome) 5 [ o s et [ Mot [ e

30 Awerag hours worked esch wesk in the: parst montic

Pagp 3 518




L1132l Person 1 (continued) E

Additional Job Information

1. Do any of Sesa jobis offer health RsuEse ooverageT [ s Complats Appendiz © on pags 18, T4z
2. I soitempioyed, sremsor the: olioeing questions:
2. Wha fypa of weork do o do?
b How much nat income the amoust ok e afier Dusness ciponses g paid) will you pel s moath? §

3. In the jpast year, did your [ ttargejobs [ Slop warking [ Skert woridng fowar Bows [ Kione:

Other Income This Month

Step 2 Person 1 (continued) TP —————

& Rohad mﬁmmam. ™

WIORE: Tia 0 nof e 1D 1o &5 aboat bl Syppor, worars” ooy welaran's o Sy Sorurty Inome (S35,
O e

Oumey oo 5 How often? Wars th: ggroament sigred afier 20087 [Twes  [we
O st tamingishing How pflen?

O et estaifiomty s How pen?

* Additional job information T ——

[ sacial Soourty jdaity, setramast, and sunvvor widow boned befom Masier of any other doductions)
s How oden?

e Other Income This Month? Deductions | | ,

Aamsn oo nol Nnoiede 2y domiad dodections. bom s A
MOTE: o should oot include & 00w Mial you aigacy deductad fom yoor safempigymant ool inooms In quastion Tk,

* DedUCt'OﬂS‘P E;EETE EE :‘: sgpec ster 01m [ [Joe

Yearly Income

3E Compizic ALY H your inooms changes. curing, tha joar, for exsmple,  you only work @ b for fart of T8 yOar of soche 2 Bonaft
anly S oS

* #36: Yearly Income — Only S S —
complete if your income ’ ’
changes during the year.

I {D Parson 1 Is compista.

Continue with STEP 2 on next page if you have additional household members to report.
i not, continue ahead to P 3 on page 8




Step 2 Person 2

Fill out Step 2 for everyone
who lives with you.

e Start with other parent of
child

* Then do step 2 for every
child

* Extra person pages:
https://dvha.vermont.gov

/apply

STEP 2 [P H

Continsa Aling et STEF 2 e your spousa, childrn who five with you, and ‘sams Sadoral Incoma S rekum.
E you hawn mors than two -,...mp_._mé".“...{."d 7 o o visit
‘to print tart dditional sorms and attach tham &0 the application. I you do not Als @ 1ax robwm,

- mpqim—-mm_rmmm: s

4. First rams:, midde ame, kst name & sufts i, S 0, oio) 2. Raigtionship bo you¥

3. Lisd any othar namas PERSDR 2 has boon nosm by, induding & mekion neame o alss 5 Sa

4. Dike of barth (roemy oyl

! ! [ make [Jremaie
i:-h::s;nﬁ vistim of domest unkonce and 3 il = El M
mm:m;,m.rnylmqu e Osoami [ ot [ wiizace

This Is nastcd E PERSON 2 warmls: covaraga and has o S5M.

8. Docs PERSOM 7 s 3t tha sama address & you?
¥ e, addimas B3 PERSOM =

3 D PERSCN 2 o o 0 2 Kacal W & e 1k '
(PERSON 2 can SEF apply for healty oovaragie owan I oy oo ol ik 3 Rake! moome b s |

Ows Arswar quastions 3 - €. [ b Continua bz quastion o

2. Wl PERSON 7 o joistly wih 3 spomsa? [, ame of speusa: O

b Wi PERSOR 7 it any deponcnts on thefr s mium? [ %s. iyas, name(s) of dopendasts: Ose
it fors mars st #c 3o dopandants |

o Wil PERSON 7 ba isted a5 & deperdent on somans O%es. Fame of fhe tax dir: O
Sk o Hew Is: PERSON 2 relatod to tho bax Bler?

(FERSON 7 caont ba foth 2 dogondanl ond 2 jainl i) A T i

400 I FERSDN 2 prognant?
1F yas, bow many babls ar axpecied?

A1 I= PERSON 7 applying b health ooverags® (Even i PERSON I has
imsurance; there might bo a peogram wilh botier ooversgl or iowar ool |

O%s DOse
Estimatod dua St [, yyyy)?

[ Yo Coentinue: f2 quastion 22

[ k. comtinua 22 Currant Job & Incoma Inkamation
o pags 8.

12 8 Do you hava & physicil, mentsl, leaming, o emolional Bealth condtion that causes yoe o Rpukry meod bolp wih
=0me of all of YU Salt o activies (ke baling, dressng, cating, madng, daly chanes, ol 7 Oves  Oko
Ipmpbmmmmmzmrmzm Madicono, sovaw tho informabion i tho boginning o e
wmmﬂ] ¥ you manE LS i s if FERSON 7 qualiles for health oovarge or indwidaats who 25 agd £5 or ok, and o bing

desatiod, complsta the Supploment 3fiar oo compkaia e Mak ppdcaon. For now, oTtinua s quastion 124

hI:.FEHB:H!hmmmmlnamﬂhhxmnmrhﬂm@umrq'ﬁscmdm
andyfor suppan 1o e N & homa and commenttpaEsed seiting? Oves Oro

IF pau answarad © Mmﬂmﬂmtrm}m? naed ID b Long form Madicald. T do $ial, pow noas' 3 ol
'FI.I Cﬁcﬂ? 1-E35-B90-9500 and a5k for the 2T ] -

13 = FERSOM 7 a LS. ciinn o ILE. ratonal?
2 e CNPCr T [ wes. Continus to question 14. [ Mo, Costin to question 15.

A4 Is PERSON 2 & ratesioad or denved citien?
[This oy means Sy wes bom outsde Dh.manhmmmmu Dm.mmmu
of the L5

a2 Ak USCIS numiber-
b Cortificata mumis:



https://dvha.vermont.gov/apply
https://dvha.vermont.gov/apply

STEP 2 [ & |

1 [First nameo_ middla nama, kst rame & sufta g, 5, 18, o) 3. icigtionship o youT

3 it aey ofer names PERS0N 3 has boon nown 2y, mckcing a maides rame o aiias. | 4. Dabe of birks [mm,fd 'y 5. Sox

i ] Omaie [ Femie
£ Marial sttes

¥ PERSON 3 &5 3 wctim of damest wokascn and spplng saparatoly D vevor marmioe Dl tamos O ot i
sy e T s, [ somratos [ oworen pemsotvos [ wioowos
T. Social Secunty nembar (S5

o= _ This Is noociced [ PERSON 3 wants ooverags and has & S5

8. Does PERSDN 3 e i the ssme addness. 2= you™

O%s Oko
I ne, atdrsa s For PERSON 3 e I L S N M B
12. a. Does PERSON 3 have a physical, mental, leaming, or emotional health condition that causes them to regularly
nead help with some or all of their seli-care activities (like bathing, dressing, eating. reading, daily chores, etc.)? [dYes [IMe

if you amswered “yes' to sither of the abhove questions for PERSON 3, or if PERS0N 3 qualifies for Madicare, review the information 5t the beginning
of the Supplement (on page 12). If you want ws to see if PERS0N 3 qualifies for health coversge for individuals who are age 65 or older, and/or biind
or diszbled, complete the Supplement sfter yow complete the main application. For now, continue to question 13.

b. Is PERSOM 3 im, or hawe they mowed to, @8 medical facility or nursing home in the past 30 days, or do they need [J¥es [Ite
assistance andyor support to live in a home and community-based setting?

If you answered “yes' o the above guestion for FERSON 3, PERS0N 3 may neaed to apply for Long-Term Medicaid. To do that, you need a different
application. Call Customer Service and sk for the 2020LTC application.

W you anwaorsd yos™ 0 atbor of (e aboes quesions for PERSON 3, or §FPERSON 3 goalfies S Medicare, noview the inionation ai ibe baginning
of the Sepplomast jen page L7 ¥ o Wan! 05 &0 50 F PERSON 3 goatiios b boalth ooveragks i individoals who o o 5 o oiday, and,ar biied
or cisabior, cempieta tha Suppiement o you oMo o man appicatian. For now, castime b quastion 13

b b PERSOH 3 in, o have They moved (o, 2 madical Boilty or nersisg home: in e pest 30 days. or do thay need

ammtanon and for st 10 IV N 3 O and community bassd satng Ow O
12a: Answer is yes € s v 0t

tor PERSIN 3, PERSOM 3 mary nood b appéy for Long Tom sedcsid. To de that, you nood 3 difiomnl
application. Call Sening and ask for tha BT appation.

13 = PERSON 3 & L5 citisen or LS. raonsl?

* Continue to question 13 ' '

14. | PERSON 3 2 naturakod of damved cRtsn?
{THes sy aeare Hhay wore bom cusik o ha LS [ ve=: compioto 2 and b then contims ta quastion 16
s S g [ ko Continue to question 16
b, CortFicate: numar

4E. If PERSON 5 s mof @ 1.5 cifizon or LS. satioral, do they haw cipbls immigiion status?
‘Wish pvha, yormedi go “apgly S information abowl pilgibls mmigration stahs.

a. Immigrtion documant fype:
b Document axpiration date: [mmfod ' sywyT

[ s, Fl In thair dacumant Inormation bolow.

B- Coustry of orighr
CMose . Catagony coda:

. AbenfUSCIS mumber: I Is PERSON 3, or thetr spousa o paent, awelerae. (s Ok
o Has FERSON 3 Ivodl 0 B U5, snoe 19967 [Jw=s [ 01 2N aciue duty Mo of fie LS. mikkrny?

@ Dt of eniry [mmyod ewyE R

. Fasaport or document sumber: O Mo

Paga 1o 3




Step 3: Your Family’s
Health Coverage

e #1:If yes, fill out
Appendix C.

 #2:Currently enrolled in

these? Medicaid,
TRICARE, etc.

e H#4: Yourinsurance

coverage information

1032 W Your Family's Health Coverags n

1 15 anyona isted on this appdcalion oo Soath ooveiEER from @ [T

Answer <Tos™ aven H tha CoveraEg |3 FOM S0Meons oiso's Joll, SICh 25 & Rar or spouse. e ©on pogp 20

O

ﬂllmmﬂ!mlﬂﬂilnhﬂl‘mtﬂﬂﬂ]’:‘ﬂﬂw 5. Chook e oé and
8 10t INChoh IR CvOrge. Y GV UG 28 110 e Dmmm:ﬁnmm
Delzw B andng. answor Mo tha covoragg thay haw.

Owe

[ Madicaic T, Dyniasaur [ TRCARE J0a mok check off B you

] Fterct Erepioges Fragram awg: diact cang o Lin: o DUty

I Paace Corps I hoaits cam programs

[ Employer iresusanoa. If pow chack this box, answar quastien 4.

[ other mserance. ¥ you chack this box, amwer quéstion 4.

3 15 aryona chphic fr, of ervoled 16, MaskarT

[ ies. Mioass B in tha tabio baiow. Most Infomation can ba foend on the: hont of your Modkcare: car. [ you arswerod Jes, Jou may
wanl o compiets the: Sepploment | beginaing, o page 12 o fnd ol § yow qualify for healls coverags: for ncdvicuals who am
aped &5 on oiiar, and'or Wao 21 bilnd or dissbiod.

Otz contimes t2 quastien 4.

Kamo Kame

WROMEIT ECneiiany KRt (WSl] narmber

=
Start thrte: oy

Faril
Star cate

PRI 5 Fremium 5 Premum 5 Fremium 5

4. H pou chacikad The bax In question 3 For amplopsr Insuranca, o fho Rabie balow. Diharwiss continue to STEP 4 an
peEge & Mozt of the nmation mpeesiod baiow n b foond mﬂ'ﬂn:\ltrdlncl. ¥our insuranoe: card. I you herve addrtional Beath

NSaENoe Coverapa 10 Foporl and you nead Mok S[E0s, copy his pope.
Mame: of IRSLRIROR COMpGny

Sonvices o

rmm:mpﬂimum

[ } Emm:n Emu-
r prr— Doctorsrospiak: ] Dol
FESLIGENOE: COTIEEY biling n 0 o

Momiber I Poloy numier Cirowp nembar

ami: 0 pokcy hidas Diate: DOMCragS: bogam [ oY)

Mames of peopic covorod

I ths. COERA coveraga T

I this. a retiea Reaith plan®

I this 2 BmiedSenafit plan (such 2 3 schood aocidast: poiog®

|| (D) 5757 310 compse. contio o 7224, |

Page B of 19




Step 4: Household Special
Circumstances

e #5: New to Vermont?

* #7:Changes to citizenship
or immigration status?

1135 Household Special Circumstances n

1 amyona on this application cxpericnced cortain B changss In te past B0 days, plaaso answar tha kllowing questions. Cartan He may
Eive you 3 B0 day Spocial Ensdment Feniod [SEF) shich allows you b enmll = 2 heals issuranoe: plan right away and yoo do not have i wail onill e
o Dpas Enredmant Period.

Plaaso noto thora s N open amodmant peried i Medicald e, Dynasaer covarags. You may spply For Medioaid, Dr, Dynasaer o any Hme.

Thize questions @i optiomsl. IF peur 1Ha clrumstances haven't changed, comtine = STEP 5 on pags 10

4. Db anyons: i yoer hoesohold lose: haskh covermpe in the: post B0 days, or doos. ayons coedt by hess: Q=
healis coverage in B et S0 daysT

¥ yum, whe? Last iy of coverago (oYY
Wiy
PN e P e e T e Y T — O
st [ =, te I adoption
H yas, who? O e, due o Soster mm
Dt = birth, adeption, or piscomont {mm/ s vy

3. Ha= any parent in your housatoid boen roquired by a court or adminisiaive: omar o provice Oe= QOmMa
Bemith RsuEnCE 64 & dependent child In the st 60 days?

I yas, whe'?
Dt covarsge erarsd 12 baghs [mm, o, Yy
4. v amyorc join your Boursehoid tisugh maniags in B past 60 days? Ow= Ow
Eyon, whe? Date 04 moriage (m o TR

Fias qual¥ying coverage In the B0 days prier o memage? v ke

5. Did anyore in your housohold move: bo 'vermond in the past B0 days, or does ampone expect o moe: o O%s Ore
Wermont in the naxt &0 days?

H yas, whe'? Date of arrtwal In Vermoe: | mm, od
Hadl qualfying coverags In the B0 days prier o meve? [J¥es [k
a;munwmmgmpﬁmggﬁnmmlxmmrmmmm,m O®s Ok
H yas, whe'? Date of reiaass (mm, ol TyyY):
7.0 howsahoic oftha o et ol
fﬂ;'mhﬂﬂmm loliowitg, ranges 1 alimenstip or E::szL.s.meE::
H yas, wher? Dato of change (Ao deppw: O s, rew vwruilty prasant

&. Hawe thom beon any Ciumsianoes in the st 60 days thal provermied eordiment, such &5 3 SEios peass explan bolow:
medical condition of naterdl disasicn, thal you kol shoekd QUaly 2 housatoldl membsr or a SEF7 D=, ) ke

Pags 0 of 13




G o s

by mLEt be redelommined vErgE . W <3N vertly haeschok! Imloenation ot ronowcl LN, cloctrnic dat seeses,
ﬁrg nioTation tram nmmfmmn_rmum1 o 50,

¥ you 53y YES baiew, we may be abi 1o mociemin your cighilty sisoul you Baving 10 00 aniing, This inciades cipbily for MedicaidTr. Dwasar
and for help paying: for 2 Realth insuasoe plan. Yoo @n sy YES for ug e 5 yaars

Step b: Future Eligibility

e Authorization for use of
electronic data sources to
redetermine yearly financial
renewals.

Step 6: Indigenous Peoples?
Complete Appendix B

Step 7: Incarcerated?

Step 8: Dr Dynasaur mailing
address and reminder to sign
and date

YES. | autherim usa of alactronic dats sources fo rdstarming my elighiRy jor = yars tha masmum membor of yaars akowed)

Osger Oyms Orpas O
¥ you sy MO, 30 you st holp g for 3 RGN IREURISCE BN, yeu i ok pot S help WAO YU SOVERRER 5 ronewae. You wil b 45 ey Rl

price for poer hasih inseranog plas utl o gihve us Mo infomation. 1 you @ on Madicaid /e Dinasaw, we may sob be ahie b moctoming yoer
cligiviity without you piving us mome information. B you sy B now, you can ghve us Bk pormission at & kler doto.

NI | de not authors uwsa of siectrenic data seurces bo redalorming my Slgibiity- O owoars -1 do nok awthoiss: o of clecbonic data

S0eres b eddemine my clgbilty i S fme.

IHPORTANT: You can dhangs: your mind a1 sny fime aboud gving es pomission o uma clochionic dota soumes jo modalzmine your aligihilty by
caling Cesiomar Sorvice @t 1855 BIERGE00. You ran alss Call CUsiamor Sonvios 1o ond COVESRe of maka changes Lo your appilcrion nfmation

m American Indian or Alaska Native Family Memberis)

A you, of IS TN i e famil Amenicn Indian o Mesia Kalve [ ki Comtinua to neat STER
of has anyone: oehed sanvices from the Indisn Heskh Senvioe JHE|T Dm.mmmmsmnln!dlnntﬂmmm

L[S0l Incarcerated (Detained or Jailed) Family Member{s)

I anyona sppiging for hoolts issuasoe on Bk spplcition noaceisd? [ jo. Contiens to neat STER
[ s ol s whe:

[ Check bara 1 this parson i pending dspastion of charpes
Dnmmmw.mlr::n‘npwmsm jall or
pres e e boon oovwidad of

m Mail the completed and signed application

MAILING ADDRESS:
Vzrmont Health Connect DON'T FORGET TO SIGN YOUR
280 State Drive APPLICATION ON PAGE 11.

Waterbury, VT 05671-8100

Pags 10 of 13




Step 9: Sign Your Application

e Sign by the red X
* Date

e Put your name and contact
information in the next
spaces, If you are signing
for a minor child, or adult
that cannot sign because
of incapacitation.

* Check the box yes for the
supplement for Aged,
Blind, and Disabled.

e o PR

You MUST sign below at the red * 1" llrmg'lad upﬂu:atl-um will not be processed and will be

returned for & signature. Not sig 13y delay hes 0w ETAEE
wmg t“=ws:$ﬁﬁﬂm

Tha person kslcd In STEP 1 shook sin Bis spplication. ¥ you am Bat

sigmod Appondin A [papm 17). ¥ you ak the egily-appoinios rq:mmt.
proal with this application.

By sigring this sppication, pou agroa t= the Following:
» I herv s andd undarsand mmy ghts and meponsbitios 2s thay am dosobod on peges § and [ of Hhis applcation.
« || am sgning this appiication under poralky of pajeny, which means | Save proviced treo ansvers o all the questions. on Bis fom §o tha best
of 7y knowkodge. | inow that | may be subsoot bo poraities under fooeral o If | provio falsa and for untre fonmason.
len“l:li.qtﬂtlmHﬂdhmm—nm-nmﬂumﬂtmwmhm
= lam L] imlormation ba exiabiss ond manlae o ipihilty lor hasiiscr boralis for tha 3 I Docauss tha applcnl 1=
3 minor child of Bas @ physical o mastal condiion that BT frm penviding information m:m:nm:m:d Ing respansibly
on thair ows behall.
» | will prowicke: Inlomiation i th best of my knowlaspa coRcoming the: appicents stustion.
. |mmmr|ummwmummu-uwnmpmuum|rraxp|:-u:m:r:rpan-fmm
| agme to noliy INHA immexdiaboly # | lam of any change in the: appiicant’ shuation

Signartare [applicant, or person signing on behalf of applicant)

Date (mm,/dd, yyyy)

F you o
in'E2s0 s

m-:'nﬂgn:::uﬁ“ borause they s 2 mince ohild of Incapacitiod anut phasa provid tha Information mquasi sl boiow

Person signing o bahall of T appilcnt {rs, middie, st rame & st (I, S 0, oo )

Agmncy ramea | applicabic] P membar
I -
Stroni address PO Bax Oty Tosen Saie IF oda
Voter Registration: H you are not registersd to vote where you live now, would you like a voter OYes DOHa
registroton applicationT
H 0 ot chack afthor bax, you will bo considorsd ba havs declded not bo ragisior f2 vota ai this Hme. o mgisier or decining o ta

will not aflact your cligbility for berefits or smount genind o o b this apency.  you would e help in flieg oui the: weer iepisistion spplcation
I:\n'r e will Bl po. e dacksion whethar bo ook of B I yours. e may A1 oel B apphotion fom N pivat.
maE infcrsiod with your |ni repisior or ba decing b rogitor b vola, Four tlp‘hl:nl‘hcli g mhaiser in rogichor of in L] o
e, dl'ﬂl.llﬂ.ﬂ'tll:?:lmgﬁt!ﬂ.l’r?w’ political prrty of ofsor poltical F!hr\lgngmrrn-f a compkaint with the Secrotary of 5 Bicc ot 128 St
Strset, Monipaliar, ¥T 055331100, or call 1-802-828-0383.
‘Womad, Infarts. and Childras - The: Spocicl Supplomental Kutrition Fropem for Women, infants, and Cailcion ofiers. health
mx;iu-.rumucupngn?ﬂrw,mmgmm.nu-mm: T leam mom abeout this, program, r;ll:lrrnlmu

sl WAC'S hamepags &t

Will you fill out the Sapplement for Aged, BSnd and Disabled? OYes DOHe
e can check b 506 1 anyane In jour Sousehad qualiies or ober progrms il mery help wits Seathcar, medicre, and MedicR: cosis. 1 any o the
AW, Ephc: 1D NN O Hhs RGN, Ioview 150 INfaton 2 e bogiming oé the Supplomont [an page-13).

1 you beliove Hat somoons

» A parson on the applcation noads help with some or 2l of thar sol-c sotMics (hathing, dresing, catng, madng, ally chons, oo )
= & person quakifes fog or i esmlied in, Medicar.

Did you get with this a ation

Yo My necad b B cut Appand A= il Ls Wha & ol ping You Wih Tis Appilcation (pags 17)
Is mmyome an American | Alaska NotiveT

Fil rul Appondty. B: Amcrican Incian o Assia Matve Family Mambor (mgs 15)

Do you qualify for or are you enrolled in insurance from an smploper?

Fill pui Appendix C: Tell Lis Bbowl Heall Coverape From Jobs (pags 13

Fage 11 of 13




Vermont Department of Health

Coded Blue

Page 12: Gives
instructions for
completing the
supplement.

If you have more
than one child
applying for DCHC,
you will need to do
this supplement for
each of them.




Step 1: Information About
You (child)

* Your child’s name and
information goes here

e Check the DCHC box

Step 2: Child’s Resources
* Property?
* Vehicles?

* S earned from Working
Person with Disabilities?

Vermont Department of Health

For Aged, Blind and Disabled |continuad)

(ETEP 1 | Information About You

1 Your Nama {first, midcla, lasT:

Program appiying for: []saen [JocHo

2. Your Spouss's Mama (Arst, micdis, ISt

Frogram appiying for: [JsaEn  [JocHe

== appiled for "Exira Help® |also called Lowinooma Subsicy] Ovas
wvaliabie Shrough Soolal Secury for Medicans Part D prescription drug plan oosts?

Dt applicd

O

Il
STEP 2 | Resources

IF you nesd more spaca, SttEch o saparate page. Be sUPo bo wrtla your namse and date of irth at tha tep.

4 Tall us about oF YOUr SPOUSS oW of ans buying. This Includes property that Is jointly
owmed of haid Ina :'l‘i:.-:t.'l:n:llmI e DHopmparl;
Exampios: Houss, mobik homs, Camy, Werhaass, ompdy ot Gmashan, nd, st mroparty, bosingss proparty
D mamE| Joimtly ownad Fuil acidress of proparty Typa of proparty Vel Amcur owed
Oves Ot
Oves Omeo
2 Tal ws about vahices you or your Spousa own of s buying. (Do not includs laesed whiclkes. | O mo wonicles
Exampies Car, van, b, bvol, AT, A mmpar, SUY bost, moiormycle, seowmabiis ar ski
Dwnar mamials] ointy emad Typa of vohida Yoar Maka/meddl e Ao pwed
O®s Ol
Owss OOl
Ow=s Owne
O®s Mo

3. Do you of your =z hawe cash, an sooount, or any othar resouroe: from eamad a5 2 workl
poricn with daabirios? " e ®

Dwmar ) Typa of resomro Walo

Dt opariad or bonght

Paga 23 2F 19
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For Aged, Blind and Disabled | continued)

4. Tall us about any IHe nswreno policles or burisl coounts Shat yoU OF YOUT SPOUST OW. [ Mo Ha Inswanos pobcks
[ Mo tenal soccunts

Ownar namais) Typa of Fsoern am

Faoe valus &
Cash vabm §

Faoe value &

Lifa Irsuranos: ] Term [ Whola

Lifa irsuranoe: [ Term [ whaola Cash vakm §

Aroount st up for bursl aepenses: |5 it irevocable? [] ves [INo
Acoount sat up for bursl oxpenses: |5 it imevocable? (] ves CINo | &
Burlal piot, haadsiona, Gic. g

]

Burlal piot, hasssiona, aic.

 Life Insurance? e e o
e VT ABLE Account? ' '

« Resources like savings T e mmemem mmee
account, education e T — —
accounts, college funds, e e et et
stocks & saving bonds E ‘

STEP 3 | Additional Income

1. Do you of your spouse pet pakd for teking mm of chidon? Oves Owno
I you repart this INComa on your 3K ratem, answer "o~ and continue 1o question 2.

Step 3 Additional Income Y. Ut o g et o P 3 g e o s s ad kgt o o, B

numbser of meals you provide sach maonth.

* Did your child get paid for - T~ N ——
taking care of children or e e
providing room or meals? = T B =
If no, check the boxes no. - = e 032 e

Vermont Department of Health 32



#3. Additional Income: Cash
received (SSI would go here)

#4 “l am_years old. My
parents pay my daily living
expenses”.

Step 4: Expenses

#1: Medical expenses?

#2: Older and working — any
work-related expenses?

#3: Other expenses?

Vermont Department of Health

For Aged, Blind and Disabled {continued)

3 Tall us about additional INODMS You OF YOUF Spousa reoaived this mont of last month.
Do not repeat moome Slesdy Mstod sbows or on the main sppliction.
Examples:
= W [ + VEEans
= Finznoal = = (Ofar cash ' ' i + WOy aompanssiion
*Dio ot InClude Insrest from & qualifies ASLE acoount.

O Mo asdional Incoma

Wit b His o Typa o incom: Pooaiy Moy quarizry] et EEFORE s and dorecions.

4. you haves raportad ne Incomss on this appilcation, Induding In this Suppiament, ol s how your dally Iing SXpansas &rs pakd.

- :
STEF 4 | Expenses

If you nesd moee spaca, attach a saparais page. Be swee to writs your nams and dats of birth at tha top.
1. Tal s about orgoing madios] GRpensEs o OF YoUr Spouss have that are not ooversd by InsuEnos? [ Mo medical axpenses
Examples: saiv oo, porsonal cand, antaci's, haasing aid batianos, vilamios, o

Firsl mama [P o SarviE: Maaded Deezgn of sumber of pils o oltam BeroE mohly oo
2. M yoan of your spouss 15 biind or dlsabied AND working, do you pay for workJalsiod apansas? Oves O Mo
Exsmpios:
= Frermperfaiion ofrom work noiudieg] « Mecios' desice Ve wieesl chees = Werbominied fess (Fe oermen, Srofenones’ sEsccieios duss
vnicls mod fostons n DEruen | T Soab o i homs unvon e fecers’ deis 8o oosl roome oss, Socie’ Securty
= Impaired e ey » Coef of buyieg) an! caring o geide dog e T T " - dering
= dHwrciant cars
First sams: Exporma How ofien How much

3. Tell us abowt any other nsas wou o =3 have. Do not rapaat =n5 amady lsted abova, Mo otha
Do r-atlru:lmu:;rhmw mus :guid' :ﬁ:rrﬁum, mlﬂn;.qﬁ_ s ady O I AEPETSES

Exampders: Chivs' care, child soppor, Jimony, dopendent oidor Care, Aeali Earanoe (Vo Lms

Who s B Who [ys Bils oxpanss: Typa of axpermn Howolton istpaid  Amowst paid

Pagn 15 of 19
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Step 5: Sign this
supplement:

e Parent/Guardian sign &
date by first red X

Vermont Department of Health

m For Aged, Blind and Disabled | continued) E

R
[ STEP 5 | Sign this Supplement

You must sign below at the red “X™. Not signing may delay health coverage. If your spouse is apply-
ing with you, they must also sign at the second red “X".
¥ your spouss I not applying Wit you, =oc infemation and Autfioriration for Werficsbion of Rosurnos balow

umﬂwlﬂfﬂlmﬂz;:ghh_m

Your Signahurg for SgNatun of porson Spning o your bofe] Data jmm,fod,yyy]
X
Your spouss’s SENEIG jor sk of porson sgalog on babal of your s Data {mm,foid,yyyy]
X

If yom are marviad and your spouss is not applying with you, yoor sposss must complete the following:

Information and Authorzation for Verification of Resources

This ;Msmnﬁmm of Vermaont Hoalth Access |DVHA) and Suhorzcd apents 1o mquas? reoords fom Ansncal insthrtions
for tha spousa of tha IRdMdus! appiying for Madicsid in Sis Supplemant.

This: authorization must ba mmplatad snd by tha spouss at hia red "X balow, Fallur tn compdcta snd sign this authorration
may rasstt In & dental or termination of Medtald fiof the Indvidual appying.

E\I’ tha applying spowss: B your spouse refusss bo sign this authoizafion or you cannot kasbe your spousa, you can stll sand us Shis
upsiamant

I authorize verifcaton of my resources with Snanclal Insthutions for the purposs of determining cll gty sor
Madloaid for my spowss.
This authorization will remain in eHect il | revola this authoriztion In & writien siatement to DVHA or
my spousa’s application ks denlod or my spouss s 0o longar sligibic sor Madioald.

[Spousa’s) Sodal Security numbar® *Dprtlisnnal, Bt providirgd i spsouse s Soclal Sty murler San s op the
ot atlun st s pompulried for derttrmmiel g hedbc akt olgibbiey.

[Epousa’s nams) Arst nama, middie nama, last nama & suffts (o, Sx, 10, gl

Signature of spousalegal reprasentathe Data {mm, oy
X

MOTE: Is 3 spousa’s iegal reprosantatve signing this authorrstion? If yos, plassa sand us tha kgsl documant giving them suthoty to
ot on hahalt of the spo=a.

Yo st s sign tha mam
o Cana o he i Sppilcation, you 248 aow doss.

Tha Supplamant s now complats.
@

Pag 48 of 18
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a2 S (VW-W Tell Us Who is Helping You With This Application m

PERSON 1 Information

First nams, middi: name, lest nams & sustx (., Sz 0, ot ) Larst 4 digits of your SEM

You Can Choose an Authorized Representative

¥ou Cam gve & Tushed pmmls.sh:nmt;lk;hn.t:;z:pl:;ﬂmﬂmm,m Informiation, and act for you on mEkrs

igied 10 this g ation, inciud! Informaion ur Cation End I Cation on bizhalf. This parson
b5 called an Lﬂ'ﬁk'tmd Reprasant F-I:-":i;mr cholos mf:- rﬁ;n awma;gim. e P

¥ choose to have ona: I you choose wot bo liave omec
+ Ttwill bt In @ffect whils you get heafh banefits unkss you &Sk us - -_-.m.ﬁmmpum?mum.
0 ohangs of Siop K. = Wa won ¥ neleass your Infomation uniess the law allows £,

Coded Orange: Appendix A e

4 Mama of Authovized Reprosaniatve (Arst nama, midde nama, kst nama & s e, S, L, siou))

* Put Person 1's (Parent or - _ I
Guardian) information atthe | ——
to p E. ::llgilrlﬂllu' nama I;I' appdicatia) O 1D mezmier (IT sppilcabia)

5 & allow this 1o 5 r application, officizl information abouwt $a application, and adt for on all fubra
s S s agency o out applcatin. get = =

Authorized Representative: r— 55 S o/

You Can Choose an Alternate Reporter

- Someone who has helped S T R T T R

you fi” OUt the application' 4 Mama of ARemain Raporiar [Arst nama, midde nama, |35 nama & s (o, S, 1, i)

2. Address 3. Apariment or sulie membsr

- Someone you give Medicaid | == — e
permission to speak to about| ———
the application and future = T
Medicaid conversations. e ——————

- #10 Sign and date! £ Y s 5 Ot 4

To changa of Ismovs: Gn Authorzed Repressntathes or Alomats Reportse, call Customer SEvica
{this will Rt affect Infemation we'vs almady sharsd)

NEED HELPT isit cvhaveasmont gov/apply o oall Cusiomer Servion &l 1-B55-880.8800. For TTY,'relay services, dial 714
Paga 17 of 10
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Coded Brown: Appendix B

Complete this information
only if you, or someone in
your household:

* |san American Indian or
Alaskan Native Family
Member

* Has received services from
the Indian Health Service
(HIS)

Vermont Department of Health

First nams:, middis: nams, last nams & suftc (i, S, 0, &)

Larst 4 digits of your 55N

I:un'glntn this a
Hasith Sanvica |

|- Eustwmit fhis with pour Application

rdix. i you or B angona in your fsmiy = Amarican indlan o Alszia Native or has recchesd sorvices from fha indlan
Haaith Coverage and Halp Faying Costs.

Tell Us About Your American Indian or Alaska Native Family Member(s)

Amarican Indisns snd Alsska Matives can get services from tha indisn Heslih Savice, tibsl hestth programes, or urben Indian heafh

e, also ot hawa 1o
‘Enr?:h 1u1;'rnq]u.r‘=;1mﬂ[ge: e most

posshia

ﬂ‘m sharing and may get spacisl monthly enromant poriocs. Arewer the follosing quastions

I you nesd mors spaca, attsch & saparsts page. Be sure be witta PEASOM 1's nams and date of Birth ot tha top.

2l 35 1T

1 Mama Frst Middis Arst Widda
Last Last

T Alz=ia Mz ? Oves O s O ves ml]
Ovw:  Oro Ovwes One

3. Mamber of @ Tedaraly moognized
b

¥ yas, triba nama:

IF s, tribe: name:

Stata whara recognizod:

Etsin whan renognizad:

4. Hax this parson owor gotten o scrvica
from tha indian Healkth Savioa, @
tribal haaith program, or wizan Inclan

Oves [Oko
i ne, |s this person eligible o get services
from tha Indlan Haslth Sardos, tribal haalth

Oves [Oho

IF mo, |5 this person eligibie io get serdoms
from tha indizn Health Sarvioa, tibal hasith

hesith program, o Sreugh @ refamal
progr =, of urtan indian hesith mes, mes, o urhan Indian healh programs,

fram ana of thasa programs? %;mﬂm“m -y %ﬁam‘rmuma‘m
programs? programs?
Owes [Oto O%s [One

5. Cartain money recaived may not b

couned for Modimid/ Or. Dynasaur. | ¥ &

List any Incoms: [smeunt and how

ot Fepored on o spplication S R

that Inciudes monay from thesa

SOUMES:

= Par caplta paymants from a tribs
‘that come: from narsl esoumes,
usage fghts, kasas, of royafes

" oM natural Fesounes,
farming, ranching, fishing, laasas,
or ryslties from land designated a5
Indizn trust land by tha
of Intaron (Inchuding Rsenvations
and formen rasanvations|

= from salling things: that have:

cuRral significanos

NEED HELP'T Wisit cvhausasmont gov,apply o il Cusiomer Senviog &t 1-B55-808-8800. For TV wkay services, dial T4
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Coded Olive: Appendix C

Answer these questions if
someone is eligible for
health coverage from a job.

- You can ask the HR
person from your work
to help complete this.

- Minimum value standard
is explained at the
bottom.

Vermont Department of Health

PERSOMN 1 Information

Firs nama, middle name, lask reme & =i [, 5, 1L =ic]

Lasi & digits of your S5

You [0 MOT nead b1 Srswo! thesn quishions wrkss 5somaoha I the: hauschoid 1= oighla Tor Bealth ocoverage hom 3 job, over 1 thay don't acocpt
R

e Coveragg. Mltach 3 copy of T pape AT aach ot that atiers health

W Can ask your ompioyer |0 A1 ot Bils orm Jor e, Hewsreer, you aro s3B responsihio ior submitting Shis form.

Employes inkormation

1 Empioyes first rama, middis: rame, B name & sufix (i, S 0L el |

Empioyar Information

2. Empkyer oF Company] name

3. Empioyer identficton Mumiser (EIN)

4. Empioyer (o Compary] adamss

e L

[T |?.-5|=|:

B. AP oode

0 Wha can v oontact ahast cmpiyes: hoslh covessge @t his job?

10 Phaso numisar {1 diferont inom aoovs) | 14 Bmcil addes
| 1 :

12 Iis the ompingee mumosty cigiie for coveizge ofiorod by T ampioya, of will the employos
fomome cliphbic inthe sexd 3 monthe?

mw.‘:mmﬁamﬁu‘a & resull of 2 walting or probationary period,
Dale {mmfod wywyd:

[ ¥izs. Comtime 1o questions 13
through 18,

[] Ma. STOP and retem this fam t
amplzye

13, Do the: ormpioger offer 2 healtts: plan that Qovers SN omphoys’s: Spoess of depandant T
Wy, Il the mames of anyone absa I the employee' houschokd
whn's cighic for oo hom Bis job:
Hame: Fama:

[ vizs. Which peopie?

O zpama [ Cependasts]
[ . Continus to question 14.

14. Does the employer offer a heali plan thal masts the mnimum wie: sSandand*7

[ os. Cantinus to question 15.
[ Ma. STOP and retemn this farm to
amplyes

15, How much woekl 0 Cmpioyea Sawe 12 [y 10 e ioees! cost plan oMorod b the GEIpKTYRS oAl & How much wouks he amployes B
Lo nol ndudg tomly plns.

‘5t moots T MRETUM e sandae™ T
H tha ! e el iness prowicks B paemium thal Be employos would

12 (3 N promiemS for this plen?
1

o 8 MEmTIAT dSCoUnt Ao any bbanon oassalion programs, I\HHHMEWHII b How otan®

pihar dEcounts barsad on walinass prOgEmS.

tha plam wear will end s0on and you know Bat the health plares ofiosd will change,
[Ep Bz quastion 18, If you o not krarw, STOP and ratum this fam b smpioyos.

[ Weszicy [ Every 2 wocks:
[ twxc a month  [] Once a masth
Ouartery  Oway

1E. Wisat ohanges will B emplioyer mak for B new plan war?
[ Hone:
[ Errpioyer will ot ofer heath comizpe
[] ™e premiem amoust will chasge for the lowesl.oos! plan acishie ol i the employes
ol masls tha mnimes e soncond® . [Tromium shous' oy mafoo! domn o
inbaom cemstion pograns, o quasios [5.)

2 How much would the employes Raw:

1o 3y N prmiems: for s pln?

H
b How oiten®

[m [ Esery 3 wocis

[0 wice a monih [ Osee 2 manth

[ usartoriy O wearty

[eie of charge mmydsfywr

“A booith plan oo L iR vaivo Standae F I pays of oasl S0% of the fofa! oos! of modher sondons. for 2 slandaes’ popuason
ang oifors subetonizl oovoraga of hospital and dockor mondres. Mo jof-basod plans macd 2o minimum weie staeae

NEED} HELFT Wsit avhawamnont pov/apply o il Cusiomer Senvion 21 1-BES- 8000800, For TTY,'leky sorices, dial T14
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Parent is reporting and
answering for their child.

Child’s name (A.) and the
parent’s name (C.).

Be concise, detailed and
complete in answering the
guestions. You can always
attach extra pages,
documents or evaluations, as
appropriate.

Page 11: Parent will need to
sign and date.

Section 11 was meant to be
filled out by an Economic
Services Division worker.

Vermont Department of Health

DISABILITY SOCIAL REPORT - CHILD

[ NN AR ATARRON RN 0 AR
1C-CHLD

— INFORMATICON RBOUT TEE CEILD

B. CHILD'S SOCIAL SECORITY

HUMBER

-3
hoa




Medicaid Disability

Information Release
Authorization

Form 212D

* Review form
* Fill out, sign & date
bottom part

* Check box of parent of
minor or legal guardian

* If child is 14 or over, child
must sign also

* Used by Disability
Determination Services to
access medical records

Vermont Department of Health
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Medicaid Request for Retroactive Assistance

— Form 202A

o e et RO TR RO
Request 3 months coverage prior

Applicant_ SSN

Head of household if different, SSN

to date of application submission |

Were you a Vermont resident in each month? Yes[]  No [1- if no, when did you begin living in Vermont?

Answer questions 2 and 3 only for the montls listed above. List all income and resources for you and your spouse or civil union partuer.
If the request is being made for & child under the age of 21, list the income and resources of the pareits

Child is applicant -Fill out as your | o

YES NO
Month received:
L
child SO T R R
Social security 0o s § § 5 s $
Veterans benefits Oog s 5 s 3. H $
. ’ . Railroad retirement O o s 5. S, 3, S, s
° OﬂYt e cnlias Income an e
Other income oo s 5 5 B s $
|' t d describe
resources are liste 2w p @ 3
3. Resources - Spouse or civil union partuer
-OR-
YES NO Applicant Parents (if child)
M M M Monthly resource amount held:
° rite across top that 1t goes wit o NS M B S —
Money in bank
(sav checking) O a s § s s ) H
[ [ Stocks and bonds.
(current market value) O g s § B 5 5 H
Life insurance
(face value) oo s 5 5 5. 5 5
Equity in real property
(ot the home youlivein) 0 O s 5 5 5. 5 5
Trust fund or prepaid fineral ] [ 1fyes, send a copy of the tenms of the st
L4 L4 L4 Other resource O o s 5 5 3 s $
* |nclude with D application
Total amount for the month s, § $ 3 ] s,

Please send copies of bankbook, pay stubs, Social Security Adminisiration award letrer, stock and bond certificate, ete. for auy type of
income or resource listed above. Please do not send originals since we cannot guarantee they will be retumed to you.

- Over - Revised 5/12
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Medical records that document
your child's disability

Parent view of a “day in the life” of
the child letter

SSA Child Function Report
https://secure.ssa.qov/poms.nsf/|
nx/0425205025

|IEP, One Plan or 504 Plan

Primary care doctor (Medical
Home) letter describing clinical
status with prognosis and
function- could attach clinical
notes

Vermont Department of Health
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Before you mail make yourself a

COPY!
O\

o - -

eeeeeeeeeeeeeeeeeeeeeeeee



Mail to:

Green Mountain Care
Application and Document
Processing Center

280 State Drive

Waterbury, VT 05671-1500

Vermont Department of Health

205 ALLMED Non-LTC

REMEMBER: Blue
Supplement for Aged, Blind &
Disabled

212-D (Disability Determination
Services Release)

211-C Disability Social Report
— Child

202A Request for Retroactive
Medicaid — if needed

Any attachments

43



Remember




Green Mountain Care Health Access
Member Services

1-800-250-8427
https://www.greenmountaincare.org

In-Person Assisters

In-Person Assisters are trained and
certified by the Department of
Vermont Health Access to help
Vermonters enroll through Vermont
Health Connect or Green Mountain
Care.
https://info.healthconnect.vermont.gov
/information/community partners/assi
sters

Vermont Department of Health

Your Regional Children with Special
Health Needs Medical Social Worker.
CSHN is a free public health program

for families,
1-800-660-4427

https://www.healthvermont.gov/family
/special-health-needs

Vermont Family Network (VFN)
VEN’s mission is to empower and
support all Vermont families of

children with special needs.
1-800-800-4005

https://www.vermontfamilynetwork.or

g/
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https://www.greenmountaincare.org/
https://info.healthconnect.vermont.gov/information/community_partners/assisters
https://info.healthconnect.vermont.gov/information/community_partners/assisters
https://info.healthconnect.vermont.gov/information/community_partners/assisters
https://www.healthvermont.gov/family/special-health-needs
https://www.healthvermont.gov/family/special-health-needs
https://www.vermontfamilynetwork.org/
https://www.vermontfamilynetwork.org/

* Yearly - About six weeks before renewal date
* Receive 202MED Review form

 Complete as if child was filling it out — child is applicant
* Time-line for completion — noted in letter

* Reviewed by the Health Access Eligibility & Enrollment
Unit for financial eligibility

* Notification letter sent to family

* Renewal entered in MMIS (Medicaid Monitoring &
Information System)
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A review of the current medical status of children receiving
DCHC is required to ensure they continue to meet the medical
criteria of the program.

Frequency of reviews

* How often your child’s medical condition is reviewed
depends on severity and if there could be condition
improvement. The initial Medicaid approval letter tells you
when the first medical review can be expected.

* Generally approval is for 1 to 5 years

Vermont Department of Health 47



Vermont Department of Health

]\c(ou will receive the Disability Social Report, 211C-Child
orm

- Time-line for completing and returning

New information about your child’s medical condition

- Doctors, hospitals, and other medical, developmental,
mental health, educational sources

If more information is needed, they may ask you to take
your child for a special examination/assessment for which

they will pay.

You will receive a letter outlining their determination.

https://dcf.vermont.gov/dds/contact-us
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Read the letter carefully as it will give you information on how
to make an appeal and/or ask for a fair hearing.

* The Health Care Advocate at Vermont Legal Aid may be able

to advise and provide representation about ¥1our appeal.
1-800-917-7787 https://i)/tlawhelp.org/healt

* Vermont Family Network can assist you with interpreting the
denial and understanding the appeal process. 1-800-800-
4005 http://www.vermontfamilynetwork.org/

http://www.greenmountaincare.org/member-information/appeals-and-fair-hearings
https://humanservices.vermont.gov/human-services-board
https://vtlawhelp.org/fair-hearing-how-prepare-what-expect#
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https://vtlawhelp.org/health
http://www.vermontfamilynetwork.org/
http://www.greenmountaincare.org/member-information/appeals-and-fair-hearings
https://humanservices.vermont.gov/human-services-board
https://vtlawhelp.org/fair-hearing-how-prepare-what-expect

Early and Periodic Screening,
Diagnostic and Treatment

* The EPSDT benefit provides
comprehensive and preventive
health care services for children
who are enrolled in Medicaid.

- EPSDT is key to ensuring that
children and adolescents receive
appropriate preventative, dental,
mental health, and specialty
services.

Vermont Department of Health




e Early: Assessing and identifying problems
early

* Periodic: Checking children's health at
periodic, age-appropriate intervals

* Screening: Providing physical, mental,
developmental, dental, hearing, vision, and
other screening tests to detect potential
problems

* Diagnostic: Performing diagnostic tests to
follow up when a risk is identified, and =

* Treatment: Control, correct or reduce
health problems found

https://www.medicaid.qov/medicaid/

benefits/epsdt/index.html| ,



https://www.medicaid.gov/medicaid/benefits/epsdt/index.html

DEPARTMENT OF HEALTH

Vermont Department of Health
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