Heolfhy kids are lowa’s fufure. To qUOth for hawk-i, a child must: Income limits effective April 1, 2008 h k - A I H .I. b This application is for medical coverage for children and teens under age 19. Please answer every question. Then, sign the form at the bottom. SECTION 3: INCOME. Please tell us about your family income. List all income How to Prove Your Income (SECTION 3)
* Be under 19 years old * Be a citizen or a lawfully a w - ’ p p I C O I O n If you have any questions or need help filling out this form, call hawk-i customer service at 1=-800-257-8563. We'll be happy to help you! received by any parent, stepparent, and children under 19. Do ot list the :jncon:? fron(; a jotb;Send coptlez of aI.pray shtubs for the Iabst 30
Rt Pl Use ihese charts fo see how o o ks I SECTION 2. B st 0 show th ot of ospes b take a signed statement om your employer verying your pay.
@ @ * Be ineligible for Medicaid ¢ Meet the income limits your children can get free or SECTION 1: APPLICANT INFORMATION. Please tell us who you are and how we can reach you. A parent or guardian, or someone acting for the . taxes o other deductions (not the take-home pay). Include income from work, self-employment, social security benefits, child support payments, unemployment Income from self-employment: Send a copy of your most recent
. . . |ow-cos‘|' heal‘l’h care coverqge_ parent or guardian, may apply for the children. Teens who do not live with a parent or guardian may apply for themselves. The person listed as the applicant App'y onllne at insurance, worker's compensation benefits, veteran's benefits, etc. BE SURE TO SEND PROOF OF YOUR INCOME. If there is no family income, write “NONE”. tax returnl (include Schedule C or F). If your self-employmen.t
. Questions & answers about hawk-i: is the person who will get any mail we send. . For more information, see “How to Prove Your Income.” - business is new or your earnings are not the same as what is on
@ . . Y 20% of income from a job (before taxes) is not counted when comparing Last Name First Name Middle Name Do the children you are av aN WWW. hOWk-l.Org or fO“OW Name of the person with income | Employer name or source | Amount of income before| ~ How often is this | thisfrrcgg% ;ﬁp%dﬁ% rt]?hggnﬁnue :I;:Jaéa\;\(/r:ziur::s ?:?12?1 anOpy 0 12 95 DR LTRSS 2 REI
How will my doctor know my children are on hawk-i? family income to the limits. The 20% deduction does not apply to unearned applying for live with you? es ° h h [ (first, middle, last) of income taxes or other deductions|  amount received? If NO, explain in Section 8. ; Sy ; ; ;
. . . ) ; L . Unearned income (such as child support, social security
Your child will get a card from the health plan that covers income such as child support, social security disability, or unemployment Street Address Apt. # Home Phone How are you related | What language 1. ese t l'ee eGSY Sf epS. 0 Weekly 1 Monthly benefits, VA bensfits, unemployment insurance, etc.):iSend a
hawk-i in your county. insurance benefits. After subtracting 20% of earned income, look up your ;%gl];ncg Imlg;?)n youare| do you speak? $ -1 Every other week [ Yearly 1 Yes 1 No copy of t’he award Iett:er divolri;e{iecree or other ’roof't.hat shows
family’s yearly income in the charts to see if your children may qualify for free City State ZIP Code County ( ) o ' Fill out the OppliCOﬁOﬂ. 0 Twice amonth 0 Other hO\F/)vymuch you get ' ' P
. ] or low-cost health care coverage. O Parent U English ; 0 Weekly O Monthly ) e o
What seices are covred under i : i A5 1 e e $
i ; (J Guardian (1 Other (list) onisi LT Wi wice a mon er )
[ ] [ ] [ ] o ° .
- . Doctqr Visits Emergencies Mental Health & Family Size Medicaid o St S5 Cods Gounty ( ) 2 Seff i teen applying) longer to process your application if 0 Weekly 1 Monthly worked more overtime than usual. If you work only part of the year,
e Hospital Care e Surgery Substance (parents, spouses, If your family’s yearly countable income is in this chart,  Other , . $ (1 Every other week (1 Yearly dYes No such as a construction worker or schoolteacher, tell us how much
a w - ’ . * Prescriptions ¢ Dental Care Abuse Care stzpp?:rlﬂs, & chiIdLen) )'\//cl)u(;.chligiren may be able to get FREE coverage under youdd.on t anfwfer all the questions or O Twiceamonth 0 Other you earn for the entire year.
. . . s . . under 19 living together) edicaid. Sena In proor or your Income.
. We”'Ch"C;SV'S'tS * Vision EXSamS . gh'foprac’“c Care : 550 SECTION 2: FAMILY MEMBERS. List all the people living in the home who are PARENTS, STEPPARENTS OR GUARDIANS of the children you are P y SECTION 4: INSURANCE HISTORY.
o . e Vaccines/Shots e Hearing Services ® Speech Thera dp ue d i - i i ist chi i i ive i . o e - . , . ,
(Heal.l.hy ond we“ K|ds in lowa) 9 p py 2 up to $18.620 ariplty/::g for. List the adults first and then the children below. YOI:I do not need to list chlldrt:an over t.he age of 19 or other friends or relatives .w.ho live in the home. Si gn the oppll cation. I_Does any child you are applying for have insurance now or have they been covered by health insurance in the past 6 months? 1 Yes 1 No Helpful Hints About Medicaid (SECTION 5)
What does hawk-i cost? 3 up to $23,408 ADULTS here Name (iast, first, middle) oot | sex | Sccial Ssourity Number et The person who fills out the (if NO, go to SECTION 5) Your children will get more benefits under Medicaid than under
. ? ' o 4 up to $28,196 Start with yourself O Whit 3 Hispanic/Lati a0t application and all parents or If YES, list their name(s): If coverage has ended: If coverage has not ended: hawk-i. Medicaid can also pay medical bills for the past 3 months
Look at the income charts to the right. If your family’s 5 Up to $32,984 Adult aF " i E AISpanIC Ia C|jno Ao ther stepparents fving in the home How much were you paying for the How much are you paying for the for your children if they are eligible. To see if your children are
. . . 1 Blac (1 American Indian/Alaska Native i h month? insurance each month? eligible, send in proof of your income for any of the past 3 months
yearly countable income is in the blue chart, then hawk-i 6 up to $37,772 1 aM : . . " . insurance eac gible, p y y p
; S . . QAsian O Native Hawaiian/Pacific Islander should sign the form. in whi i ical bi
is FREE! If your famlly S yearly countable income is in the ; up to $42,560 . g . . . o vras o Tt G of Goverage? !n which your ch|lqren have medical bills. Also, make sure to _send
. . up to $47,348 5 . . . : Who is/was the policy holder? in proof of your childcare payments so you can get a deduction to
0 dWhite [ Hispanic/Latino (1 Other }
yellow chart, the cost is $10 per month per child. But, no I Adult aF : _ , Mail the application your income.
Free or Low-Cost Health family will have to pay more than $20 per month ... no 3 2 aM Black [ American Indian/Alaska Native PP - Coverage is/was through? Why was it dropped?
. . _ - . QAsian O Native Hawaiian/Pacific Islander and proof of your income in the ' [
matter how many children are in the family! NOTE: There is no Family Size hawk-i ) - - Employer K Private policy 1 COBRA
care coverage For Ki ds y Y : (parents, spouses, | If your family’s yearly countable income is in this chart, io aF QWhite O Hispanic/Latino 3 Other envelope that is provided. You SECTION 8: Use this area if you need more room to answer any of
" cost for Native American or Alaskan Native children. stepparents, & children | your children may be able to get FREE coverage under Adult do not need a stam SECTION 5: REFERRALS TO MEDICAID. If your income is below hawk-i limits, this application will be reviewed to see if your children can get health the questions.
[ . QBlack 1 American Indian/Alaska Native P : - - 1t your| : 81 Sk y g
under 19 living together) | hawk-i. 3 am care coverage through the Medicaid program. For more information, see “Helpful Hints.” -
P _in [ Asian [ Native Hawaiian/Pacific Islander
How Igng can my ghlldren get hawk-i? N p $13.833 to $15.600 Does any child you are applying for have medical bills | If YES, list the child's name and the month(s) care was received.
There is no time limit as long as they are eligible. When P $18,621 to $21,000 for care received during the last 3 months? T T— Monih(s) care was received
your application is approved, your children will be enrolled 3 $23,409 to $26,400 CHILDREN & TEENS Under age 19. List the children and teens who live in the home How is this child related to Areyou |Doesthis| 1shis | Race/Ethnicity | Ful-time hI‘T this Preanant? | US. citizen? dYes QONo
1-800-257-8563 for 12 months. If your child turns 19 or is no longer eligible 4 $28,197 to $31,800 at least 50% of the time. Attach a separate piece of paper if you need more space. Sex the adults listed above? a2 | "S5y |Mecioaid? EEier) stucent? ;s;i?ult?oﬁg S el Does anyone pay child support for a person who does | f ES, list the name of the person who pays and the amount paid. Please send in proof of your payments
for another reason, hawk-i will end before the 12 months o $32,985 to $37,200 Name (ast, first, middle) Adult 1 Adult 2 Adult3 SWhite T Black 0 Yes CINo not live in the home? ’
(TDD ]-888-422-23]9) . , 6 $37,773 to $42,600 OF O Yes QAsian [ Other QY aN $
are up. REMEMBER: hawk-i coverage must be renewed = $42 561 to $48.000 Child | _ . . . 2 Child 2 Child 0 Child O Yes | O Yes | aHispaniciatino | [dYes | IfYES,whenwil | dYes |[dYes No es o
every year. You will get a renewal form before the 12 8 $47,349 to $53,400 1 %’gﬁtla/aégy Jyear) Social Security Number (optional) (M| 0 Stepchild | 0 Stepchild | 1 Stepchild _ INo N N Dﬁ{;ﬁ,ﬁfﬁa{?ﬁan’ N they be released? N IfNO, send a Do you pay someone to take care of your children If YES, list the names of the children and the amount you pay each month. Please send in proof of your
months are up. Make sure to send the renewal form back 0 Other (list) | 0 Other (list) | @ Other (ist) gtﬁg'h ore ANo | No 1 Native Hawaliar/ I No - No gfgg’sf;gf card while you are at work or school? payments.
, . . _ : : dYes [ONo
to see if hawk-i can continue. e hawk-i Name (last, first, middle) Adult 1 Adult 2 Adult 3 v dwihite 2 Black OYes dNo
. . o ( arean't‘:‘; :;es If your family’s yearly countable income is in this chart, Child QF | gchid Q Child Q Child S| QYes| QYes |5 Hispanic/Latino | 3 Yes | FYES,whenwil | O Yes |1 Yes O No | SECTION 6: RIGHTS AND RESPONSIBILITIES. SECTION 7: HOW DID YOU
= Can my children get hawk-i if | am not a U.S. citizen? " P t' F; h.ld’ your children may be able to get hawk-i for $10 per 2 Birth Date Social Security Number (optional) aMl o Stepchlld Q Stepchlld Q Stepchlld U No [ American Indian/ they be released? IfNO. send a o | understand that coverage under the hawk-i program needs to be renewed every year. o | understand that | can appeal any decisions made as a result of this application. | can find HEAR ABOUT hawk-i?
ESpanOl al OtrO |ad0 Yes. The child must be a citizen or lawfully admitted Stepparents, & ChiKAren 1 ey per month. No family pays more than $20 per (month/day/year) . . . if NO. ONo | U No | _ AlaskaNative U No UNo | copy of INS card | agree to the release of personal and income information from this application form and any - out how to appeal by caling the hawk- program at 1-800-257-8563 or the lowa Department Please check one
. . ) . . under 19 living together) month. { Other (list) | @ Other (list) | & Other (list) Stop ,here (I Native Hawaiian/ proof of this information to the agencies that run these programs so that they can decide if | of Human Services at 515-281-3094. -
resident alien to get haWk", but the C|t|ZenSh|p status ( - ) Pacific Islander or passport. am eligible. | understand that this information will be kept private according to the law. o | understand that anyone who lies on purpose or does not tell the truth or arranges for someone Television dDepartment of
: HH 1 15,601 t 20,800 Name (last, first, middle dWhite 1 Black * | understand that | must report any changes in the information on the form. to lie on purpose or not tell the truth is committing a crime which can be punished under federal . .
Of the parent doeS nOt Count' Informatlon abOUt famllles > : 21 : 001 to 2 28 000 i D F Adl“t 1 AdLI": 2 AdUIt 3 3 Yes dAsian [ Other dYes 1 N_o « | understand that | may be asked to give more information. and state law. | understand that | may also have to pay back the value of the benefits received URadio Human Services
who app|y for hawk-i is not given to the |mmigra‘tion and J @ ) Child _ _ _ _ 1 Child 1 Child 1 Child UYes | UYes | HiSpEl_niC/ Latirjo 0 Yes | If YES, when wil dYes QYes O No * | understand eligibility will not be affected by race, color, national origin, age, disability, or and | may be subject to fines or other civil penalties if the information | have given is not the truth. QNewspaper QChurch
. . . . 3 $26,401 to $35,200 Birth Date Social Securlty Number (optlonal) O M [ Stepchild 0 Stepchild 0 Stepchild dNo [ American Indian/ they be released? If NO, send a sex, except where it is required by law. * | swear under penalty of perjury that everything on the application form is the truth.
Naturalization Service (INS) 4 $31,801 to $42.400 3 (month/day/year) 0 hp i Othp i 0 hp i if NO. QaNo | ONo . Qlats'ka I’-\llativ? y QNo QNo copy ,Of INS card o | understand that this application may be sent to the Medicaid program f the children could ~ | understand that if | send my application by fax, my signature will be treated as a legal [dBillboard dEmployer
2 2 ’ ative Hawaiian icaid i - iginal si
Questions') 5 $37 201 to $49 600 [ Other (ISt) d er (ISt) [ Other ( ISt) Stop here Paciic Islander or passport. get Medicaid instead of hawk-i. original signature. QFriend or Relative 3Health or Social
= 6 $42,601 to $56,800 Name (last, first, middle) Adult 1 Adult 2 Adult 3 QWhite O Black QYes O No X awic Agency
. . H H d Yes [ Asian 1 Other
The hawk-i Program is operated by the Call hawk-i customer service at ; :gg Zg 1 :0 23‘11 : ggg Child OF | gchid 1 Child 1 Child aNo QVYes | O Yes | QHispanic/Latino [ Yes | fYES,whenwil | dYes |QYes dNo Sﬁ”a'ure or mark of applicant Date aSchool (dDaycare
lowa Department of Human Services , @ : Birth Date Social Security Number (optional) ; i ; [ American Indian/ they be released? If NO, send -
1-800-257-8563 Race, color, national origin, age, disabilty, or sex will ot affect eligibil 4 | montcaysea =M Stepctld | 2 Stepchid | AStepchld | o, | o | o | Amateie | o N |oopycrivs car Signature o mafk o offr persan or Stepparert n e e pate ARoctorer - Amerte
Comm. 156 (Rev. 04/08) (TDD 1-888-422-2319) except where it is requirgecl’byg . o - Other (is}) | 1 Other (st) | =1 Other (i) | stop fere  pacio sander or passport. X Pharmacist Section §)
’ : ! Signature of person, if any, who helped fill out this form Date

@



