JANE DOE 11/03/2018

GENERAL DELIVERY

OLYMPIAWA 98504 Application ID:
0001

Washington Apple Health Renewal - Review Only
Dear Jane Doe,

Please review your attached application. Based on this information you previously reported, the Washington
Apple Health coverage for the following individuals was renewed automatically:

Begin Date End Date
Jane Doe 01/01/2014 05/31/2019

If the information on your attached account information is still correct, you do not need to do anything.
If any of this information is incorrect, update your account:

. Online http://www.wahealthplanfinder.org

o From your dashboard under “Quick Links,” click on “Report a Change in Income or
Household” to make any necessary changes to your application.

o Call 1-855-WAFINDER (855-923-4633)

e You can also make changes on the attached application, sign, and return:
o By Mail: Washington Healthplanfinder
PO Box 946
Olympia WA 98507
o ByFax: 1-855-867-4467

Please be aware, completing any changes by mail or fax may delay processing.

Washington Apple Health
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If you are enrolled in a managed care plan, you will continue coverage under the same plan. You can
change your plan at any time.

You have several options to change your managed care plan online:
o www.wahealthplanfinder.org

e https://www.WAProviderOne.org/client
e https://fortress.wa.gov/hca/plcontactus/Client WebForm

Or, you can call the Health Care Authority at 1-800-562-3022.

Hearing Rights

If you disagree with the decisions above you have the right to request an administrative hearing. See the
attached information about your hearing rights. There are deadlines to request a hearing, so you should act
quickly.

Administrative Hearing Rights and Deadlines

You have the right to appeal a decision about Washington Apple Health coverage or Qualified Health Plan
tax credits, cost-sharing reductions, and special enrollment periods. This is called an administrative hearing,
which is a legal process where a judge reviews an agency decision. Contact us as we may be able to help
you before you file an appeal.

To appeal your Washington Apple Health decision, contact the Health Care Authority:
Send a written request or download and complete the form found at: http://www.hca.wa.gov/sites/
default/files/free-or-low-cost/12-511.pdf.
Fax: 1-855-867-4467
Email: askmagi@hca.wa.gov
Mail:  Health Care Authority
PO Box 45531
Olympia, WA 98504-5531
Call and request an appeal at 1-800-562-3022

For more information, see Washington Administrative Code (WAC) chapter 182-526.

To appeal your Qualified Health Plan decision, contact the Washington Health Benefit Exchange:
Send a written request or download and complete the form found at: www.wahbexchange.org/
appeals

Fax: 360-841-7653

Email: appeals@wahbexchange.org

Mail: Washington Health Benefit Exchange Appeals
PO Box 1757
Olympia, WA 98507
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Call and request an appeal at 1-855-859-2512

Interpreter services and other help is available to help you complete an appeal. You can appoint an attorney
or a personal representative to help with your appeal. For free legal assistance, contact Coordinated Legal
Education Advice and Referral (CLEAR) at 1-888-201-1014 (1-888-387-7111 if you are age 60 and over).

Important Information

e You have 90 days from the date of this notice to request an appeal.

e You may be able to keep your Washington Apple Health coverage during the appeal process, if you
request an appeal within 10 days from the date of this notice or by the end of the month, whichever is
later.

e If you receive continued Washington Apple Health coverage and lose your appeal, you may have to
pay back up to 60 days of the continued coverage.

e If you were denied Washington Apple Health coverage, you cannot receive coverage while waiting
for an appeal.

e If you have an urgent health care need, you may request an expedited hearing and must submit
medical evidence of the need. The judge will decide if you can have one.

e If you are receiving continued Washington Apple Health coverage, you may not receive an
expedited hearing.

The outcome of an appeal could change the eligibility of other members of your household even if
they did not ask for an appeal.

Discrimination is Against the Law

The Washington Health Benefit Exchange/Health Care Authority complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. The Washington Health Benefit Exchange/Health
Care Authority does not exclude people or treat them differently because of their race, color, national origin, age, disability, or sex.

The Washington Health Benefit Exchange/Health Care Authority also complies with applicable state laws and does not
discriminate on the basis of creed, gender, gender expression or identity, sexual orientation, marital status, religion, honorably
discharged veteran or military status, or the use of a trained dog guide or service animal by a person with a disability.

The Washington Health Benefit Exchange/Health Care Authority:

e Provides free aids and services to people with disabilities so they can communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact 1-855-923-4633.

If you believe that the Washington Health Benefit Exchange/Health Care Authority has failed to provide these services or
discriminated in another way, you can file a grievance with:
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Washington Health Benefit Exchange Legal Department

ATTN: Legal Division Equal Access/Equal
Opportunity Coordinator

PO Box 1757

Olympia, WA 98507-1757
1-855-859-2512

Fax: 360-841-7653
appeals@wahbexchange.org

Health Care Authority Division of Legal Services
ATTN: Compliance Officer

PO Box 42704

Olympia. WA 98504-2704
1-855-682-0787

Fax: 360-507-9234
Compliance@hca.wa.gov

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Washington Health Benefit
Exchange Legal Department/Health Care Authority Division of Legal Services is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

ATTENTION: If you speak [insert language], language assistance services, free of charge, are available to you. Call
1-855-923-4633 (TTY: 1-855-627-9604).

Spanish - ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingistica. Llame al
1-855-923-4633 (TTY: 1-855-627-9604).

Chinese - /¥ &= R EM A EE G, KA la B EAE S IRBIIRIE . 555856 1-855-923-4633 (TTY : 1-855-627-9604) .

Vietnamese - CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngdén ngtr mi&n phi danh cho ban. Goi sé 1-855-923-4633
(TTY: 1-855-627-9604).

Korean - &9|: t=018 AI83tAl= B2, 210 x| MHIAE FEE 0|85tA += U&LICH 1-855-923-4633 (TTY:
1-855-627-9604) o 2 M3lal| FAAI.

Russian - BHUMAHWE: Ecnu Bbl roBOprTE Ha PYCCKOM 513blKe, TO BaM AOCTYNHbI 6ecnnaTtHble ycnyrn nepesoga. 3BoHUTe
1-855-923-4633 (Tenetann: TTY: 1-855-627-9604).

Tagalog - PAUNAWA: Kung nagsasalita ka hg Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-855-923-4633 (TTY: 1-855-627-9604).

Ukrainian - YBAI'A! Akwo B1 pO3MOBIISIETE YKPAiHCHLKOK MOBOIO, B MOXETE 3BEPHYTUCS 40 6E3KOLUTOBHOI Cry)XOb1 MOBHOI
nigTpumkn. TenedoHyrite 3a Homepom 1-855-923-4633 (Tenetann: TTY: 1-855-627-9604).

Cambodian (Khmer)- pUWSE @ 101000SMH RSTUNW Mu0lc8 UNI0 RoS lwNgaml o830 W SATH W, U

SoIUSNOTHD GEISS (M0 USUS0IH @R 5 (11-855-923-4633 (TTY: 1-855-627-9604) 4

Japanese - IEEIE : BREZESINLEE. BEHOEEXIEZ CAAWEITEY, 1-855-923-4633 (TTY:
1-855-627-9604) T, HBEEICTITER/CZELY,

Amharic - MO FOA: PIYTIGF 272 AACE NPT PHCHID ACEF ECEFTI N1] ALIHPT THIE+PA: ML MN+AM (L LMK 1-855-923-4633
(@NT9F A+ATFD: TTY: 1-855-627-9604).
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Oromo - XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa
1-855-923-4633 (TTY: 1-855-627-9604).

Somali - MUHIIM AH: Haddii aad ku hadashid Af-soomaali, adeegaha caawimaada luugada, ee lacag la'aanta ah, ayaad heli
kartaa. Wac 1-855-923-4633 (TTY: 1-855-627-9604).

Arabic - «ls gld; 3 S5 Fand 1 Wade g Al Lenle 3 Wi pd 55408 ) Il slaaly, 1iad 3 8 1-855-923-4633
(TTY:1-855-627-9604 :aSil 5 aall aila 8 )

Punjabi - foumms foe6: 7 3n@ uo'at g 9, 3@ Iwr foeo'g RafesT AT 3973 &t Hes Gusay J1 1-855-923-
4633 (TTY: 1-855-627-9604) '3 5 T3

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-855-923-4633 (TTY: 1-855-627-9604).

Lao- OO Ooo 0O0.00 1-855-923-4633 (TTY:
ptbodooooobodboobooo,gboogobobgoogbtboooogoooon, ooood 0n

gbopbug,udooa

1-855-627-9604).

French - ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
1-855-923-4633 (TTY: 1-855-627-9604).

Hindi - £9T9 2@ 703 T VT3TY Td @ TqT MIH @TT HQ WIOT HZTIAT HoATIS ITeAee 2| 1-855-
923-4633 (TTY: 1-855-627-9604) 9T FHld FL|
Persian -Farsi issa: K514 50 8 S8 5 s St g b, sy 5 SR 4l il
1-855-923-4633(TTY: 1-855-627-9604) L .28l o« a4l 8

el S

Romanian - ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la
1-855-923-4633 (TTY: 1-855-627-9604).
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Current Application Information Application ID: 0001

Review your information below and report any changes you have. For faster processing, complete your renewal online. If you
would like to return this form by mail or fax, write your updates in the form below and send it to us.

Primary Applicant's Information - Provide updates in the space provided.

Primary applicant Name
Jane Doe

Physical address
GENERAL DELIVERY
OLYMPIA WA 98504
THURSTON

Mailing address
GENERAL DELIVERY
OLYMPIA WA 98504
THURSTON

Preferred written language
English

Preferred spoken language
English

Phone number
(360) 555-5555

Alternative phone
N/A

Email address
janedoe@email.com

Go paperless?
Y

Household Members - Verify information and provide updates in the space provided.

Name DOB SSN Requesting | Relationship | Living with
coverage? to primary primary
applicant applicant
Jane Doe 01/01/1970 wExx 1111 Yes N/A Y

Updates for Jane
Doe?

Tax filing status - Verify information and provide updates in the space provided.

Name

2018

2019

Primary tax filer

Jane Doe

Single filing taxes

Single filing taxes

Self

Updates for Jane
Doe?
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Household Members Continued - Verify information and provide updates in the space provided.

Name Gender Race U.S. WA Affiliated If so, what tribe?*
citizen resident | with a
tribe?
Jane Doe FEMALE | White YES YES NO

Updates for Jane
Doe?

New Household Members - Add new members (If you heed more room, attach additional pieces of paper)

Name

Date of birth

Gender

Social Security number

Race

Relationship to primary applicant

Tax filing status for:
2017
2018
2019
Primary tax filer

Reason for addition
Date of event

Has unpaid medical expenses incurred
within the last three months?

Circle one: Yes No

Is this individual (circle one):

Living with primary applicant? Yes No

Requesting coverage? Yes No
A Washington resident? Yes No
Affiliated with a tribe? Yes No

If yes, what tribe*

Citizenship status (check one):

O U.S. citizen
O Non-citizen lawfully present

O Other

Immigration document

“A” number:

Receipt number or other number:
Foreign passport number:
Country of issuance: ____
Date of entry:

Document expiry date:

Additional Questions - Verify information and provide updates in the space provided.

Is anyone in the household currently: Yes/No Household Member
with Change
Incarcerated?
If yes, is the member pending disposition of charges? N
Date of incarceration:
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Regularly using tobacco products? If yes, who?* N

Pregnant?
If yes, who? Due date: N
Number of babies expected:

Have other health insurance (not including Washington Apple Health/Medicaid)
or other coverage selected through Washington Healthplanfinder? If yes, provide

the following:
Name of insurance company: N
Policy holder name:

Policy number:
Who is covered:

Additional Screening Questions - Does anyone in the household need any of the following services? Check the box for
“Yes” and list who in the household.

O Long-term care services because someone is currently living in a medical facility.

Type of facility:

In-home care-giver

Assisted living services

Services through the Division of Developmental Disabilities

Hospice care

o oOooo o

A disability determination because of a disabling condition expected to last at least 12
months or result in death

O

Needs emergency hospitalization, cancer treatment, or kidney dialysis

O

Has an adult child who is a disabled dependent aged 26 or older?

Reported Income - This is the information we currently have on your application:

Jane Doe reports Income from a job of $900.00 per month

Report all your current gross household income in the spaces provided below, even if it is same amount reported above.
(If you need more room, attach additional pieces of paper).

Does anyone have If yes, who? Name of employer Amount: $
income from a job?
How often:
O No Employer address O Weekly
O Yes O Every two weeks

O Twice a month
0 Monthly
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Does anyone have self-
employment income?

O No
O Yes

If yes, who?

Name of company

Type of business

Amount: $

How often:

O Weekly

O Every two weeks
O Twice a month

0 Monthly
Does anyone have If yes, who? Type of income Amount: $
Social Security
income? How often:
O Weekly
I No
O Every two weeks
O Yes .
O Twice a month
0 Monthly
Does anyone have If yes, who? Name of property (if Amount: $
rental income? applicable)
How often:
0 No O Weekly
O Yes O Every two weeks
O Twice a month
J Monthly
Does anyone have one |- Alimony or spousal - Taxable tribal income - IRA income

of these income types?

support
- Farming income

- Income from a trust
- Dividends, stocks or

- Railroad Retirement benefits
- Annuity or pension income

0 No - Royalty income shares income - Other taxable income
O Yes - Unemployment benefits - Inter?st |.ncome
- Capital gains - Foreign income
If yes, who? Type of income Amount: $
How often:
O Weekly

O Every two weeks
O Twice a month
CJ Monthly

Will the members under 19 or tax dependents on this application meet the threshold requirement to file
a federal tax return this year?

Name

Yes/No

Update
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Reported Deductions - Deductions allowed per the Internal Revenue Service each year for adjusted gross income include:

- School tuition and
related fees

- Health savings account
contributions

- Student loan interest

- Alimony/spousal
support paid
- Self-employment tax

- Self-employment
retirement

- Self-employment health
insurance

- Penalty on early
withdrawal of savings

- Moving costs for a job
this year

- Domestic production activities
- Educator expenses
- Certain claimable business expenses

This is the information we currently have on your application:

Report all your household deductions in the space below, even if it is same amount reported above.

(If you need more room, attach additional pieces of paper).

Does anyone have
deductions?

O No
O Yes

If yes, who?

Type of deduction

Amount: $
How often:

CJ Monthly
O Quarterly

O Annualy

*Questions are not necessary to determine eligibility for Washington Apple Health

READ CAREFULLY

I | authorize Washington Healthplanfinder to electronically verify my tax return information during the annual renewal process
for up to 5 years. | understand that | am able to change my consent at any time. By checking this box, | permit tax credits to be

applied to my annual renewal without my taking further action.
| have read and understand the information in this review. | declare, under penalty of perjury, the information | gave in this review
is true, correct, and complete to the best of my knowledge.

Primary Applicant's Name:

Primary Applicant's Signature:

Jane Doe

Date:

Correspondence ID: EE008-75513258 App ID 0001

Page 10 of 10



	Send a written request or download and complete the form found at: http://www.hca.wa.gov/sites/ default/files/free-or-low-cost/12-511.pdf.
	Send a written request or download and complete the form found at: www.wahbexchange.org/ appeals
	Arabic - ﻣﻠﺤﻮظﺔ:  إذا ﻛﻨﺖ ﺗﺘﺤﺪث اذﻛﺮ اﻟﻠﻐﺔ، ﻓﺈن ﺧﺪﻣﺎت اﻟﻤﺴﺎﻋﺪة اﻟﻠﻐﻮﯾﺔ ﺗﺘﻮاﻓﺮ ﻟﻚ ﺑﺎﻟﻤﺠﺎن.  اﺗﺼﻞ ﺑﺮﻗﻢ 1-855-923-4633

